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ABBREVIATIONS AND ACRONYMS 
BFHI Baby Friendly Hospital Initiative MOH/MOPH Ministry of Health/ Ministry of 

 Public Health 
BMS Breastmilk Substitutes 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 UNICEF United Nations Children’s 

Fund 
IFE Infant Feeding in Emergencies UXO Unexploded Ordnance 
INGO International Non-Governmental 

Organisation 
WATSAN Water and Sanitation 

IYC Infant and Young Child WHA World Health Assembly 
IYCF Infant and Young Child Feeding WHO World Health Organisation 
 
 
 
 
NGOs in Lebanon 
 
AMEL Local NGO working in health. Runs fixed and mobile clinics 

and has carried out breastfeeding training in the past. 
ANERA American Near East Refugee Agency 
CRL Lebanese Red Cross 
LABA (Lebanese Alliance for 
Breastfeeding Action) 

Is part of Lebanese Association for Early Childhood 
Development (LAECD). Its aims are to: update Lebanese law 
to include the Code; advocate for a national policy on IYCF; 
provide breastfeeding counselling; provide training to health 
workers; publish materials on infant feeding; promote BFHI 

DPNA (Development for People 
and Nature Association) 

A local Lebanese NGO mainly involved in youth and 
vocational training 

Imam Sadr Foundation Lebanese NGO involved mainly in health and education; 
provides health clinics 

Hariri Foundation A humanitarian organisation involved in a range of activities, 
including education, throughout Lebanon 

Lana Al Mostakbal Based in town of Saida and Southern Lebanon; specialises in 
programmes for people with disabilities  

NABA’A (Developmental Action 
Without Borders) 

A Lebanese organisation that works to build and support social 
participation of children, parents, social authorities and 
volunteers. 

HRC (Higher Relief Commission) The only official government organisation responsible for 
handling humanitarian crises in the country. Responsible for co-
ordinating all local, regional and international donations 
received by the GoL. Its duties include setting up distribution 
channels and it can use resources from other ministries and 
agencies. The Prime Minister is the President of the HRC and 
Ministers of Health and Social Affairs are active members. 
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1. INTRODUCTION 
 
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 
 
 
 
2. BACKGROUND 
 
2.1 The conflict 
The month-long conflict between Hezbollah and Israel (12 July – 14 August 2006) 
involved heavy bombardment of southern Beirut and towns in eastern and southern 
Lebanon. During the conflict some 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 to 
towns further north. Many people sheltered in schools (approximately 40,000 people 
in over 70 schools; some 50 per cent of these were childreniv,v) and in the homes of 
relatives and friends. 
 
IDPs began returning south to their homes as soon as the ceasefire was announced. 
However, during the conflict over 30,000 houses had been completely or partially 
destroyedvi and the infrastructure was severely damaged. Additional hazards were the 
unexploded ordnance (UXO) and cluster bombs littering the area.vii 
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2.2 Save the Children assessment: Objectives and methodology 
Save the Children was active in Lebanon before and during the crisis. A post-conflict 
assessment of infant feeding practices was undertaken in order to: 
 
• Provide an analysis of infant feeding practices specifically in the south and to 

determine the needs. 
• Assess the living conditions of IDPs returning to their homes and the risks these 

brought to the health of infants in relation to infant feeding.  
• Establish whether the distribution of infant formula and bottles, which had taken 

place during the conflict, was continuing in the south.  
• Identify whether the conflict and the distribution of formula had had any effects 

on infant feeding practices in the south. 
• Establish whether violations of the Operational Guidanceviii or the International 

Codeix had occurred during or after the conflict.  
 
The infant feeding assessment was carried out between 19 August and 19 September 
2006. It 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 had 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 that Save the Children and 

the Imam Sadr Foundation supported: Saddiqine, Chehabeya, Derdghaya, Deir 
Siriane, Aita el Chaab and El Hanniye. Also an interview with the health staff at 
Sirifa clinic (run by the mbunicipality) 

• 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 were interviewed at fixed and mobile clinics and on the 
street. When circumstances allowed the full questionnaire was used; in addition 
numerous informal interviews were undertaken in order to obtain further 
information.  

• access to the internal Action Contre le Faim (ACF) Infant Feeding in Emergencies 
(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; it is consulted before any programme activities are 
undertaken within its area). 

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

 5



The sample size of the survey is acknowledged to be small, due to restrictions in time, 
resources and movement. The findings from the survey were triangulated and 
validated against other sources. 
 
 
2.3 Key organisations and regulations linked to infant feeding  
The Ministry of Social Affairs and the Ministry of Public Health are together 
responsible for health services, between them running hospitals and clinics and 
developing health policies. MOSA is specifically responsible for reproductive and 
maternity health care, but there are no ‘mother and child’ clinics and primary 
healthcare is recognized even by the ministries to be poor. Limited health education is 
provided by clinic nurses, which can include breastfeeding information, as well as by 
social workers but there are few of these and they do not have medical training. The 
private sector and NGOs also provide health services. 
 
The Lebanese Alliance for Breastfeeding Action (LABA) is an important source of 
information and support for breastfeeding mothersx.  
 
The sole government regulation on infant feeding is Legislative Decree No. 1983/110, 
‘Marketing of Breastmilk Substitutes, 1983’ which is a somewhat reduced version of 
the International Code. There is little awareness of it among Ministry representatives 
and local health workers.  
 
 
 
3. RESULTS OF THE ASSESSMENT 
 
3.1 Infant feeding prior to the conflict 
Exclusive breastfeeding rates for the first four months were estimated to be 27 per 
centxi for Lebanon as a whole. However, ACF conducted a small-scale assessment in 
the south and determined that 52 per cent of infants aged under six months were 
exclusively breastfed before the crisisxii. Save the Children’s survey of 20 mothers 
found that pre-crisis 44 per cent of infants that were aged between 0-6 months had 
been exclusively breastfed (see Appendix 1). The difference between these figures 
and those from UNICEF may be due to regional variations as southern Lebanon is a 
traditional, rural area.  
 
According to local sources, mixed feeding (breast and formula) was becoming 
increasingly common either from birth or after a couple of months (although many 
mothers will then carry on breastfeeding for a year or more). Mothers generally 
appeared to have poor knowledge about breastfeeding and its management. Bottles 
were commonly used to feed infants formula, water and watered-down 
complementary porridges. Bottled water was usually used to make up the formula. 
(The sodium content of bottled water was checked during the survey and found to be 
at acceptable levels for infants, less than 20 mg/l). 
 
Many doctors advised mothers to start mix feeding at around two to three months of 
age, wrongly believing that mixed feeding is best for infants and is necessary to 
increase the baby’s weight. All of the nurses interviewed were aware that women can 
and should breastfeed exclusively for six months; however, many believed wrongly 
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that ‘exclusive breastfeeding’ includes providing water. The potential risks of using 
breastmilk substitutes (BMS) and bottles in poor conditions were not well understood.  
 
3.2 Evidence of changed infant feeding practices 
A questionnaire on infant feeding practices was conducted with 20 mothers (see main 
results in Appendix 1). The results show that breastfeeding 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). The mothers themselves stated that they had changed 
their feeding practice as a result of the conflict. While the survey does not attempt to 
be statistically representative it provides some interesting data on the negative effect 
of the conflict on breastfeeding, which was supported by numerous informal 
interviews. A comparison was made between the way in which these ‘questionnaire 
babies’ were fed after the conflict and the way in which their older siblings had been 
fed when they were below 6 months of age based on the mother’s recall (see Table 2, 
Appendix 1). This also supports the conclusion that the conflict had caused women to 
breastfeed less. 
  
When asked why the conflict had caused them to stop or reduce breastfeeding, 
mothers gave the following reasons:  

• stress    ● children were sick 
• lack of food    ● doctor’s advice as using medication for stress  
• lack of time   ● babies refused to breastfeed during conflict 
• lack of suitable areas in IDP centres 
 
Case study 1:  
This mother lived in Zebqine, a village that was 85 per cent damaged during the conflict. She has a 
four-month-old baby and two older children (who had been breastfed exclusively as babies). They 
fled to an IDP camp in a school during the conflict. She had exclusively breastfed until her milk dried 
up during the conflict; she believes this was caused by stress and lack of food. At the school, she was 
provided with two cans of Nan 1; she is still using it and breastfeeding as well. They are currently 
living in a squat with 26 other families. She was using a cup to feed the formula, as she could not 
afford a bottle. The water observed by the Save the Children consultant did not look clean, although 
the mother said she used bottled water which she boiled to make the formula and clean the cup (it 
was not possible to go to the building to cross-check this information or assess the cleanliness of the 
preparation area). The child had had diarrhoea in the previous seven days. The mother was very 
interested to learn about the benefits of breastfeeding, especially in such a poor environment, and that 
it was possible 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. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Interviews with health workers, NGOs (see Appendix 2 for ACF infant feeding 
survey), and pharmacists confirmed the finding that women appeared to be 
breastfeeding less and using more formula than before the conflict. During the 
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conflict, infant formula, complementary food and bottles were widely distributed to 
mothers, without reference to their preferred method of feeding or ensuring that the 
BMS could be used safely. In addition, there was very little support or advice 
available to mothers to help them to continue breastfeeding during the conflict. 
Although the mothers interviewed did not state that they had stopped breastfeeding 
because they had been given infant formula, it is reasonable to surmise that if a 
mother is having difficulties breastfeeding and has no help in overcoming these, then 
she is likely to use formula if it is freely available.  
 
 
3.3 Adherence to the Code and Operational Guidance  
This assessment brought to light a number of violations of both the Code and the 
Operational Guidance. The section below summarises these findings, the details of 
which can be found in Appendix 3.  
 
Widespread distribution of BMS without the necessary conditions as set out in the 
Code and Operational Guidance was found to have taken place. One reason for this 
seems to have been an assumption expressed by many interviewees that infant 
formula and bottles were necessarily required by all mothers with babies; formula was 
even provided to breastfeeding mothers who had not requested it. Formula and bottles 
were frequently part of ‘baby kits’ which were given to hospitals, municipalities and 
IDP centres for general distribution. The Operational Guidance sets out clearly a 
number of conditions for the distribution of BMS in order to ensure their safe use and 
that breastfeeding is not undermined. Some of these are: to confirm the baby’s need 
for formula and only to supply BMS to those who do require it; to discuss with the 
carer the hazards of incorrect use of formula; to check the infant’s weight regularly; 
not to distribute BMS as part of a general distribution. All of these conditions were 
violated on many occasions.  
 
Distribution of free BMS through the healthcare system is a violation of both the Code 
and the Operational Guidance, but nevertheless hospitals and clinics were frequently 
used for this purpose during the conflict.  
 
The labels on tins of formula and complementary foods did not 
always comply with the Code as they were not always in 
Arabic (those illustrated were labelled in English and Greek) 
and in at least one instance a brand was found to idealise 
formula as being as good as breastmilk. Furthermore, some tins 
of formula and complementary drinks had a shelf life of less 
than the six months as stipulated in the Operational Guidance. 
 
Measures to support breastfeeding were not put in place. Section 5 of the Operational 
Guidance specifies a number of measures which should be taken in order to help 
mothers to ‘maintain, enhance or re-establish breastfeeding’. These include training 
health and community workers on techniques to do this; to integrate breastfeeding 
support into other services for mothers and young children; and to set up areas for 
mothers requiring individual support with breastfeeding. These activities were not 
found to have been widely implemented. 
 
UNICEF failed to fulfill its role. According to the Operational Guidance, UNICEF has 
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very important roles to play in terms of infant feeding in an emergency. However, it 
failed to fulfill its role in Lebanonxiii and did not provide the leadership needed on 
infant feeding issues. Specifically, it failed to: 
• co-ordinate or distribute agency policies on infant feeding (Article 3.1) 
• provide any capacity-building or technical support (Article 3.2)  
• co-ordinate assessments or ensure that results were shared (Article 4.1) 
• consult with any agencies on the decision to accept, procure, use or distribute 

BMS (Section 6)  
• support agencies in training their staff and mothers on how to prepare and use 

BMS safely (Article 6.2.4) 
• guide the collection and storage of any donations of BMS. Nor did it develop a 

plan for their safe use (monitored and under supervision), or their eventual 
destruction, to prevent indiscriminate distribution (Article 6.3.4.)  

 
 
3.4 Factors hindering appropriate infant feeding activities 
This assessment repeatedly came across factors which allowed the violations referred 
to above to take place, and in general caused the emergency response to be less than 
optimal in terms of infant feeding. 
• Lack of awareness of the Code and Operational Guidance On numerous 

occasions field based staff indicated that they had very limited or even no 
knowledge at all of these vital documents. Without such guidance, violations 
will occur to the detriment of babies’ health, especially if few field staff have 
received training on infant feeding. 

• Managers lacked training on infant feeding issues A number of organisations 
had managers responsible for child welfare who did not have sufficiently 
detailed knowledge of infant feeding. In one case, for example, an engineer 
was in charge of the distribution of children’s food baskets, which all 
contained formula; his opinion was that the general distribution of BMS would 
not have a detrimental effect on children’s health. In another organisation, the 
person in charge of distributing baby kits had no background knowledge of 
infant feeding in emergencies at all. 

• Breastfeeding was not given high enough priority Comments made by some 
interviewees indicated that they felt that programme activities to support and 
promote breastfeeding during an emergency were neither practical nor 
necessary. Quotes from interviews include: ‘[women] would not be receptive 
to behaviour changes and start relactation if they [had] bottle fed before’; and 
another: no advice on breastfeeding was given, as it was ‘not possible to do it 
or give programmes. Just to save lives.’ Comments from mothers showed that 
there was not enough (if any) effort to provide advice to women who were 
having problems breastfeeding nor was there support in the form of, for 
example, private areas for breastfeeding in the IDP centres. LABA was one 
organisation which had wanted to undertake breastfeeding promotion but it 
had not received the materials and support requested from UNICEF.  

• Policies were not enforced among field staff by Head Office/INGOs 
Consultations with providers of BMS and/or bottles (or funding for these) 
were undertaken. It became apparent that an agency’s HO staff were often 
fully aware of IFE principles, the Code and Operational Guidance, and indeed 
some agencies had policies in line with these. However, frequently this 
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knowledge had not been passed on to field based staff or partners, and these 
key individuals had not received guidance, verbal or written, on these issues. It 
appeared that assumptions were made at head office/donor level about how 
activities such as the distribution of BMS would be managed, but that these 
activities were not monitored closely enough to ensure that violations of the 
Code and Operational Guidance did not occur. A quote from one head office 
contact: ‘We considered that the staff was used to managing that before, so 
that they could determine which mothers would need formula’. (That agency 
was found to have distributed BMS inappropriately.) Another example was of 
a local NGO which had been given BMS labelled in foreign languages to 
distribute. The NGO was not given any written information on how to carry 
this out appropriately, had never heard of the Operational Guidance, and was 
only told verbally which type of formula to provide to which age group of 
infant. Moreover, on several occasions the researcher was told by local NGOs 
that they had been provided with BMS by INGOs, but this was later denied by 
the INGO concerned. All this evidence suggests that funding for IFE was 
provided, but unfortunately it was too often either spent by a department in the 
INGO that was unaware of the Operational Guidance, or that the INGO was 
not fully aware of the way in which its local partner was spending the funds. 
In either case the INGO was unable to fulfill its obligation to ensure that the 
requirements of the Code and Operational Guidance were met. 

 
 
 Case study 2:  

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, when the conflict 
started her milk stopped as a result of stress and she has not breastfed again. At an IDP camp in a school 
,the Hariri Foundation gave her eight tins of Fabimilk 1. The formula violates Article 9.2 of the Code, as 
the Important Notice states: “... 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” thus idealising the use of 
infant formula. It also 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 instead of Fabimilk 2 which was what her 
child required as he was then six months old. Another mother (pictured below second left) said that 
although her child was only two-and-a-half months old, she was given Fabimilk 2 by the Hariri 
Foundation while she was an IDP; luckily she read the label and did not use it. (NB 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 resulting from providing 
the wrong formula and were very strict about distributing them correctly) 
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Case study 3:  
Fatima Balhass is a 29-year-old mother of six children. She exclusively breastfed all of her 
previous five children for five months. However, her latest boy, Abed Al Hussein, 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 tried to breastfeed, 
her milk had suddenly stopped. She did not know what to do or who to get advice from 
about breastfeeding. By chance, she had brought a tin of formula given to her at the hospital 
when the baby was born, and she was also given formula 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. 

 
 

 
 
 
4. RECOMMENDED ACTIONS FOR IMPROVED PLANNING 
AND PRACTICE 
 
4.1 Activities carried out following the assessment 
In response to the findings of this assessment, Save the Children undertook a number 
of activities to improve infant feeding practices. 

• Leaflets were produced for mothers and health workers on infant feeding 
during and after emergencies. These were distributed to the Imam Sadr 
Foundation clinics, to local and international NGOs, displayed on websites 
and given out during infant feeding training. Flashcards were also produced 
and widely distributed, along with copies of the Code, the Operational 
Guidance, and the ENN IFE training modulesxiv. 

• Infant feeding training was provided to the staff at six of the Imam Sadr 
Foundation’s clinics, and to its Maternity School in Tyr, to Hariri Foundation 
and DPNA volunteers, and to local Save the Children staff.  

• A distribution of cups (as a safer alternative to bottles) was undertaken. To try 
to avoid encouraging breastfeeding mothers from using formula as a result of 
this distribution, it took place following a breastfeeding/infant feeding talk by 
clinic nurses. 

• Breastfeeding support groups have been encouraged by providing toys to 
clinics as a way to entertain young children and allow their mothers to 
participate in talks on appropriate infant feeding. Topics covered include basic 
breastfeeding knowledge, as well as techniques on how to increase milk 
supply, and facts about the impact of stress and poor nutrition on breastmilk 
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production. This information should encourage women to continue 
breastfeeding even during a future emergency. 

• A radio press release on the facts about breastfeeding and the risks associated 
with formula feeding was produced and sent to all licensed radio stations in 
Lebanon. 

 
Additional important developments which occurred following this assessment 
include: 

• A Joint Statement by MOH, MOSA, WHO, UNICEF, WFP and UNFPA was 
produced: ‘Ensuring optimal feeding of infants and young children during the 
crisis in Lebanon’ (Appendix 4).  

• An Action Plan was drawn up by UNICEF for a range of activities including: 
distribution of the Joint Statement; a World Breastfeeding Week campaign; 
various infant feeding training sessions; revitalisation of the Baby Friendly 
Hospital Initiative; the development of national policies on breastfeeding and 
complementary feeding including IYCF contingency planning in case of 
emergencies; and advocacy for longer maternity leave. 

 
4.2 Additional recommended activities 
The following actions are proposed to ensure that Lebanon has adequate contingency 
plans, trained personnel and resources in place should another emergency occur.  

• The Lebanon Disaster Management Plan should use the ‘Joint Statement’ as 
the basis for contingency planning for infant feeding. The responsibility for 
this lies in particular with the GoL, UNICEF and WHO. 

• The government should raise awareness within municipalities of IFE 
principles and provide guidelines to them on accepting and distributing infant 
formula and bottles. This could be done by providing copies of the Code, 
Operational Guidance and the Joint Statement, although a specific document 
for municipalities may be more effective. All NGOs have to introduce 
themselves to the relevant municipality before starting any programming 
activities. This means that the municipalities are in an ideal position to check 
that any BMS distribution is carried out appropriately. 

• The Higher Relief Commission must be included in contingency plans relating 
to infant feeding. The HRC (the government’s own aid agency) was one of the 
main general distributors of infant formula during and after the conflict, and it 
is vital that its staff are better educated about appropriate infant feeding. In 
addition, items to be included in future ‘children’s baskets’ should be 
determined before a future crisis occurs so that HRC staff do not include 
inappropriate BMS items. An automatic information distribution system 
should also be developed so that during or after a crisis key members of the 
HRC are informed immediately of any relevant government policy decisions. 

• UNICEF’s role according to the Operational Guidance is a crucial one for 
providing leadership and co-ordination on infant feeding issues during an 
emergency. It must ensure that its staff has the capacity to undertake these 
responsibilities. 

• Infant feeding should be integral to the business of the Nutrition/Health 
Cluster 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 needs to be aware of the water requirements for the preparation of 
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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. This has already been initiated by the 
Emergency Nutrition Network and the Infant and Young Child Feeding Core 
Group.  

• Donor agencies must be accountable for full Code compliance by their 
partners and ensure that the Operational Guidance is followed. INGOs are 
increasingly working through partners which 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 their partner’s actions. The partner agency’s capacity to comply with the 
Code and the Operational Guidance should be assessed before entering into an 
agreement with them. 

• The ENN modulesxiv on IFE should include an extra section relating to 
developed countries, where the majority of mothers formula- and bottle-feed. 
It is especially important to have a full explanation as to why infant feeding 
and the promotion of breastfeeding is essential at the emergency stage of 
programming, rather than delaying these to post-emergency activities.  

• 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. This needs to be undertaken by UNICEF and NGOs working 
in this domain. 

• During an emergency UNICEF should develop a profile of the infant feeding 
activities being carried out by all agencies in order to ensure compliance with 
the Code and Operational Guidance. This would involve developing and field 
testing a standard questionnaire for NGOs to establish what their involvement 
is with infant feeding issues, including any purchase, donation and distribution 
of BMS. UNICEF’s role as set out in the Operational Guidance and as leader 
of the Nutrition Cluster means that it would be in the best position to develop, 
send out and collate the questionnaires. Follow-up interviews might be 
required to gather more details about how the BMS was obtained, how it was 
being targetted, and whether monitoring and education was being carried out 
among the recipients. The results of the survey would be fed back at Nutrition 
Cluster meetings. 

• All agencies should ensure that IFE is more widely recognized, both at head 
office and field levels. Short talks on the relevant issues and briefing papers 
for field staff would both assist in this matter.  

 
 
 
5. CONCLUSION 
 
This assessment illustrates how infant feeding can easily slip down the list of 
priorities during an emergency. Many of those interviewed said that there was not 
time during the conflict to monitor agencies, or set up guidelines, or co-ordinate the 
distribution of BMS, or support women to breastfeed because other activities had to 
take priority. All actors involved in infant feeding must not lose sight of the fact that 
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if the Code and the Operational Guidance is 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 will continue and that 
the other recommendations will be undertaken. This will ensure that Lebanon will be 
better prepared to protect the well-being of its infants in any future emergency, and 
that personnel who move on to work in emergencies elsewhere will have the 
knowledge to implement programmes for optimal infant feeding.  
 
 
 A mother who successfully breastfed her baby throughout the conflict. 

 

 

 
 

 14



 
Appendix 1 
 
Table 1: Summary of the answers provided by mothers to the Save 
the Children questionnaire on their infant feeding practices 
 
Question Number Percentage 

Total number of mothers interviewed 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 0-6 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 (Infant 1year 8 months) 

 
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/Poor diet affecting amount or 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% 
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Donations received during/after conflict  
(more than one answer could be given) 
 
Infant formula 
Powdered milk  
Bottles 
 
Porridge (complementary food) 
Didn’t answer 
Nothing received  

 
 
 
13 
8 
9 (always 
with formula) 
3 
2 
1 

(Denominator, 
number of 
mothers = 20) 
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, Case study 2) 
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 was 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%) 
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Bottle/cup used in last 24 hours? (for formula/powdered 
milk/water) 
Yes  
No 
Cup 

 
 
18 
1 
1 

 
 
90% 
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% 
 
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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Table 2: 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.  
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Appendix 2 
 
Table 3: The results of the ACF internal assessments on infant 
feeding practices during and after the conflict 
 
 Method 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 
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Appendix 3: Summary of Agencies’ Violations of the Code and 
Operational Guidance 
 
Various agencies, local, international and governmental, were involved in infant 
feeding either by directly distributing items or by donating funds or BMS to local 
partners. This appendix summarises the violations made by each agency as well as 
highlighting other areas of concern, and should be read in conjunction with section 3 
of the main report. 
 
Hariri Foundation 
The Hariri Foundation’s volunteers provided IDP mothers with boxes of provisions, 
each of which included two tins of infant formula.  
The main violation of the Code: 
• Article 6.6 states that supplies of BMS should only be distributed to those 

infants who are confirmed as requiring infant formula. However, infant 
formula was part of a general distribution and given to all mothers. 

The Foundation’s Head Office stated that formula should have been provided to 
infants of less than one year old only after a consultation with a paediatrician and to 
children of more than one year old only through their social worker. However, field 
staff said that it had not been possible to comply with this procedure. In addition, they 
said that it was ‘essential to put formula in’ the boxes and that no mothers had refused 
the formula, even breastfeeding women as their ‘milk had stopped’. No record had 
been made of which families had received the boxes and there had been no systematic 
monitoring of the infants. Field staff explained the lack of support for breastfeeding in 
their programme by stating that ‘it was not possible to [give advice on breastfeeding] 
or give programmes.’ 
 
Higher Relief Commission 
The HRC is the Lebanese government’s aid agency. It received donations of BMS 
from various foreign governments. HRC provided ‘child kits’ to be distributed 
directly to mothers via municipalities; all of the child kits contained infant formula 
and bottles. 
The main violations of the Code: 
• Article 9 requires that labels are in an ‘appropriate language’ and are 

‘understandable.’ However, the formula donated by foreign governments was 
not in Arabic. 

• Article 6.6 and the 1994 Resolution require that BMS is targeted only at those 
infants who definitely need it. HRC did not adhere to all the necessary 
conditions when distributing BMS. 

Another area of concern was the lack of knowledge about IFE among senior HRC 
staff; Section 6 of the Operational Guidance states that ‘the decision to accept, 
procure, use or distribute infant formula in an emergency must be made by informed, 
technical personnel…’ However, the director (an engineer) was unaware of the 
Operational Guidance and the Joint Statement (see Appendix 4) and did not believe 
that the general distribution of BMS would have a detrimental effect on infants’ 
health. An additional problem was identified; some of the formula donated by foreign 
governments was ‘medicated’ or had sell-by dates only one month away. HRC 
rejected these donations. 
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Imam Sadr Foundation 
Complementary food, including a strawberry drinkxv and tins of liquid milk, were 
donated to the Foundation’s clinics. The clinics were also distributing a follow-on 
formula which had been donated by an individual. 
The main violations of the Code and Operational Guidance: 
• Article 9 sets out the requirements for the labelling of BMS. The labels on 

these products were not in Arabic and therefore did not meet these 
requirements. 

• 1994 Resolution of the Code and Article 6.4.2 of the Operational Guidance 
state that donated or subsidized supplies of BMS should not be supplied to the 
healthcare system. By distributing the follow-on formula, the clinics were 
violating these provisions. 

It should also be noted that the Code states that unsuitable products such as sweetened 
milk should not be promoted for infant use; it would appear that the strawberry drink 
would fall into this category. 
 
International Medical Corps (IMC) 
The International Medical Corps donated tins of infant formula to two health care 
facilities. 
The main violation of the Code: 
• 1994 Resolution states that there should be no free supplies of BMS in any 

part of the health care system 
It appeared from discussions with IMC staff that there was not a clear or widely 
distributed IFE policy and that staff did not have access to the Code or Operational 
Guidance. The implication of this was seen when the health advisor stated that infants 
‘must have malnutrition’ (despite firm evidence to the contrary) and insisted that it 
was important to distribute formula. While this staff member’s opinion may not 
reflect that of IMC as a whole, it illustrates the need for all staff to understand the IFE 
policy and to receive guidance on implementing it. 
 
Médecins sans Frontiers – Belgium 
Infant formula and feeding bottles were included in ‘baby kits’ and ‘village kits’ 
which were distributed to hospitals, municipalities and directly to IDPs. In addition, 
boxes of infant formula and bottles were also given to the same groups of recipients.  
The main violations of the Code: 
• Article 6.6 states that supplies of BMS should only be distributed to those 

infants who are identified as requiring infant formula. However, MSF’s baby 
kits all contained infant formula and were given to all mothers, even those 
who were exclusively breastfeeding 

• Article 9 requires that labels are in an ‘appropriate language’ and should be 
‘understandable’. However, boxes of infant formula provided by MSF were 
labelled in English and French. 

Field-based staff commented that formula had been distributed because ‘you have to’ 
and ‘they need it’. They also stated that it was routine practice to include infant 
formula in baby kits during emergencies. However, MSF-Belgium (Head Office) 
contradicted this by asserting that it was in fact exceptional practice and that the 
decision to provide infant formula had only been taken after an evaluation of needs. 
The Head Office had relied on local staff to distribute infant formula appropriately, 
stating that ‘we considered that the staff was used to managing that before, so that 
they could determine which mothers would need formula.’ They stated that the 
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‘distribution objective was to fill in a gap in procurement line’ but as formula was 
provided even to exclusively breastfeeding mothers, distribution did not in practice 
meet this objective. The lack of support for breastfeeding in MSF’s activities was 
reflected in the opinion expressed at Head Office that women in such a crisis would 
not ‘be receptive to behaviour changes and start relactation if they bottle fed before.’ 
 
Premier Urgence and AMEL 
The INGO Premier Urgence donated a range of infant formula, follow-on milk and 
complementary foods to the local NGO AMEL for distribution. 
The main violation of the Code: 
• Article 9 requires that labels are in an ‘appropriate language’ and are 

‘understandable’. The tins supplied by Premier Urgence were labelled in 
English and/or Greek, not Arabic. 

Other aspects of AMEL’s activities may not have been entirely in line with the 
Operational Guidance; indeed AMEL was not aware of the Operational Guidance and 
had received no written information about how to distribute BMS appropriately. 
There was no active support for breastfeeding; AMEL said that mothers were ‘always 
asking for [formula]’, even those with very young infants. Many mothers told AMEL 
that their milk had dried up so they now needed formula. AMEL did not have 
sufficient staff to monitor infants who were being provided with formula. In addition, 
many people did not remain at the same address and travelling during the conflict was 
difficult so monitoring the babies was not possible. Finally, there was some concern 
about maintaining the supply of infant formula; at the time the interview was 
conducted AMEL was seeking new supplies. 
 
Save the Children 
Some members of the Save the Children Alliance provided funding to local NGOs 
which was used to purchase BMS, although it is worth noting that there was often 
confusion about who had provided funding to whom and for what purpose. 
The main violation of the Operational Guidance: 
• Article 6.4.1 states that milk products should never be part of a general or 

blanket distribution. However, NABA’A used Save the Children funding to 
purchase and distribute powdered milk, which could potentially be used as a 
BMS. 

There were other aspects of Save the Children’s activities which might be of concern. 
NABA’A received funding from Save the Children Sweden to purchase infant 
formula for ‘distribution to those mothers suffering who can’t feed their babies’. It is 
not clear whether the distribution of formula complied with the Operational Guidance, 
although it is worth noting that NABA’A did support breastfeeding by carrying out 
‘advocacy and social activities with mothers’. In addition, the interviews also 
highlighted the possibility that INGOs may believe that they have explained their IFE 
policies, but that this guidance does not always reach relevant people in the field. A 
Save the Children situation report stated ‘DPNA is aware of SC policies regarding 
formula milk and they themselves have adopted the same policy’. However, DPNA 
staff said that they had not been provided with guidance on infant feeding issues from 
Save the Children. 
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Appendix 4: 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 – 
• 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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Version 2.0 was used in Lebanon; subsequently following lessons learnt primarily from Lebanon 
version 2.1 has been developed. Both versions are available from ENN. 
ix The International Code of Marketing of Breastmilk Substitutes and subsequent resolutions can be 
found at www.ibfan.org  
x LABA promotes breastfeeding and has helped to increase the exclusive breastfeeding rate in Lebanon 
from 7% in 1990 to 26.6% 1996 (0-3 months) Source Experiences from Lebanon; Challenges of 
implementing policy guidance  presented at IFE Strategy Meeting , Oxford Nov. 2006 
xi UNICEF The State of the Word’s Children 2006 – Excluded and Invisible 
xii ACF internal assessment document, Lebanon, 2006. 
xiii While the Nutrition cluster and UNICEF were not effective in monitoring and guiding infant feeding 
responses in Lebanon, they have had a much more positive influence elsewhere, for example after the 
Pakistan and Java earthquakes.  
xiv Emergency Nutrition Network, Infant Feeding in Emergencies:  Module 1 for Emergency Relief 
Staff, March 2001 and Infant Feeding in Emergencies: Module 2, Version 1.0  for Health and Nutrition 
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