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ABSTRACT 
 

Non-compliance with the International Code of Marketing Breast Milk Substitutes (ICMBMS) and/or 

Statutory Instrument (SI) number 48 of 2006 of the Laws of Zambia by manufacturers and 

distributors is prevalent posing a challenge to successful breast feeding. The World Health 

Organization (WHO)'s Code of marketing of breast milk substitutes is an important component of the 

global effort to protect breast feeding.  It was developed in 1981, as an international public health 

framework to promote breastfeeding and ensure safe use of breast milk substitutes when required. 

Over 84 countries have since enacted this legislation implementing all or part of the provisions. In 

Zambia it was enacted as Statutory Instrument No.48 on Marketing of Breast Milk Substitutes, 

Regulations of 2006. Factors associated with non-compliance with the code are unknown in Zambia. 

To determine factors associated with non-compliance with the Code, a study was conducted in 

Kalingalinga and Chelstone communities of Lusaka.  A Concurrent Triangulation method was 

applied whereby structured questionnaires were used to collect quantitative data and Focus Group 

Discussions to generate qualitative data.   

 

Interviews were conducted with shop owners (80), health workers (8) and mothers (214). 

Observations provided data on labels of breast milk substitute and adverts (62).  Data were analyzed 

using Stata and NVIVO softwares respectively.  Results revealed that feeding bottle picture on the 

labels [AOR: 22 (95%CI: 4-131)] and infant formula labels resembling follow up formula [AOR: 

18(95%CI: 2-172)] were more likely to cause non-compliance among manufacturers.  Manufacturers 

were also reported to promote BMS with enticing labels and posters.  Unsuitable products displayed 

close to breast milk substitutes [AOR: 22(95%:2-212)] and point of sale advertizing [AOR: 

80(95%CI: 6-1019) were more likely to cause non-compliance among distributors.  Crying child, 

working or schooling mother, illness and mother’s lack of milk were some of the reasons for mothers 

opting for BMS. Others were caesarian section, traditional beliefs and challenges associated with 

expressed milk storage.  Furthermore, friends, relatives and health workers were reported to have an 

influence on infant feeding. 

 

Non-compliance with the Code and/or SI no.48 of 2006 of the Laws of Zambia was prevalent in 

Kalingalinga and Chelstone after 10 years of enacting the Law on marketing of breast milk 

substitutes.  This study highlighted problems of non-compliance with the code and/or SI no 48 of 

2006 of the Laws of Zambia. It provided the evidence to prompt routine law enforcement to control 

the unethical marketing of breast milk substitutes. Information from the study also demonstrated the 

need to refocus infant and young child feeding messages in Kalingalinga and Chelstone.  
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DEFINITION OF TERMS 

Advertisement- Representation by any means whatever for promoting directly or indirectly the sale or 

disposal of any food, drug or device 

Artificial Feeding - Feeding an infant on breast-milk substitutes 

Breast milk substitute- Food being marketed or otherwise represented as a partial or total replacement 

for breast milk, whether or not suitable for that purpose and includes infant formula and follow up 

formula 

Complementary food- Any food manufactured and suitable as complement to breast-milk or infant 

formula, when either becomes insufficient to satisfy the nutritional requirements of an infant 

Code – International Code of Marketing of Breast-milk Substitutes 

Designated product- Breast milk substitutes, complementary food, follow-up formula, feeding  

bottles, teats, pacifiers, cups with spouts and any other item marketed or represented for use in the 

feeding of infants, and any other product the Minister may, by statutory instrument prescribe to be a 

designated product 

Distributors – Person, corporation or any other entity engaged in the business, whether wholesale or 

retail, in marketing a designated product   

Exclusive breastfeeding- Giving an infant no food or drink other than breast milk up to 6 months 

Follow-up formula- Milk or similar product of an animal or vegetable origin, formulated industrially 

and marketed or represented as suitable for feeding infants and young children 

Health care facility- Public or private institution or organization engaged directly or indirectly in the 

provision of health care or health promotion and include a nursery or other infant and childcare 

facility. 

Health worker – Public service or private service employee (midwife, doctor, nurse, nutritionist, 

community health worker) who has contact with mothers, babies and their families. 

Infant formula- Milk or similar product of animal or plant origin formulated industrially to satisfy the 

nutritional requirements of infants up to six months of age  

Infant- A child from birth up to the age of 12 months 

Label- Tag, brand, mark, or other descriptive matter written, printed, stenciled, marked, embossed on 

or attached to the outside of a package of breast milk substitute or designated product 

Manufacturers – Person, corporation or other entity who, under their own trade name or other name, 

or under a trade design, manufactures breast milk substitute or a designated product. 

Promote- To employ any method of directly or indirectly encouraging a person to purchase or use a 

designated product. 

Young Child- A child from the age of 12 months up to the age of 24 months (two years). 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background 
Non-compliance with the International Code of Marketing Breast Milk Substitutes (ICMBMS) and/or 

Statutory Instrument number 48 of 2006 of the Laws of Zambia by manufacturers and distributors is 

still prevalent in Kalingalinga and Chelstone posing a challenge to successful breast feeding.  The 

World Health Organization (WHO)'s Code of marketing of breast milk substitutes is an important 

component of the global effort to protect breast feeding.  By definition, the Code is a global public 

health strategy and international health policy framework for breastfeeding promotion  (whoWHO, 

1981).  It was developed and adopted by the World Health Assembly (WHA) of the World Health 

Organization in 1981 as a minimum international standard to ensure the proper use of breast milk 

substitutes.  The code is also endorsed by manufacturers and was adopted to address a general decline 

in the prevalence of breast-feeding in many parts of the world (WHO, 1980).  

 

Adequate information, appropriate marketing and distribution practices by manufacturers and 

distributors are key components of the Code.    Specifically, the Code recommends restrictions on the 

marketing of Breast Milk Substitutes, such as infant formula, to ensure that mothers are not 

discouraged from breastfeeding and that substitutes are only used safely if needed (WHO, 1981).  The 

code also covers ethical considerations and regulations for the marketing of feeding bottles and teats 

(WHO, 1981).  A number of subsequent WHA resolutions have further clarified or extended certain 

provisions of the Code.  The major ones include; 1990 Innocenti Declaration on the protection, 

promotion and support of breastfeeding (UNICEF, 2006), the 1991 Baby-Friendly Hospital Initiative 

(Naylor, 2001).  Others include the United Nations Convention on the Rights of the Child (LeBlanc, 

1995) and the Global Strategy for Infant and Young Child Feeding (WHO and Unicef, 2003). 

 

Subdivided into a number of articles, the Code Recommends manufacturers and distributors should 

not be advertising Breast Milk Substitutes directly to the general public and mothers, giving free 

samples, gifts to mothers and health workers, and promoting breast milk substitutes in health care 

facilities.  The Code further recommends that there should be no words or pictures idealizing artificial 

feeding, including pictures of infants on BMS, and that information to health workers should be 
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scientific and factual. In addition, the Code recommends that all information on artificial feeding, 

including labels should explain the benefits of breastfeeding, while highlighting the costs and hazards 

associated with artificial feeding.  The Code discourages feeding of unsuitable products such as 

“supa” milk to Infants and Young Children. It puts emphasis on ensuring that all products fed to 

children should be of high quality and suitable for a particular climate and storage conditions of the 

country where they are used (WHO, 1981). 

On its own, the ICMBMS is not legally enforceable.  Over 84 countries have since enacted legislation 

implementing all or part of the provisions of the ICMBMS and subsequent relevant WHA resolutions.  

In Zambia the Law has been enacted as Statutory Instrument (SI) number 48 of 2006 by the 

Government of the Republic Zambia under the Food and Drugs Marketing of Breast Milk Substitutes, 

Laws volume 17, cap 303 under the Ministry of Health (GRZ, 2006). Government officials at 

national, provincial, district and health facility levels have been oriented in implementation and 

monitoring of the Code.  Furthermore, parts of the code have been incorporated into training 

packages such as the Prevention of Mother to Child Transmission (PMTCT) of HIV (WHO, 2006, 

WHO, 2001), Integrated Infant, Young Child (IYCF) (UNICEF, 2008), and Performance assessment 

tools for health facilities. 

Non-compliance with the Code and/or SI no. 48 of 2006 of the Laws of Zambia by manufacturers and 

distributors is a problem that could lead to inadequate breastfeeding and complementary feeding 

practices.  The problem also contributes to high rates of malnutrition and mortality in infants and 

young children (Tang et al., 2014).  The World Health Organization estimates that 1.5 million deaths 

of babies a year could be prevented by effective breast feeding protection (WHO, 1993).  Optimal 

breastfeeding practices are important especially in developing countries such as Zambia, where many 

communities have a high burden of disease and low access to clean water and sanitation.  Non-

compliance with the Code applies to the marketing and practices related to breast milk substitutes, 

when they are marketed for use as partial or total replacement of breast milk substitutes.  Non-

compliance also applies to their quality, availability and information concerning their use (WHO, 

1981).  Breast milk substitutes include, infant formula, other milk products, foods/beverages, feeding 

bottles and teats (WHO, 1981).   Where a mother uses an alternative to breast milk to feed her baby, it 

is important that she makes an informed decision and that she has not been pressured by commercial 

promotions to use a substitute (Taylor, 1998).   
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1.2 Literature review 
Several studies documented factors associated with non-compliance with the code. These factors 

include; influences from manufacturers, distributors, health workers and the community.  In addition 

knowledge of the Code and factors underlying to mothers were also associated with non compliance 

with the Code and/SI no 48 of 2006 of the Laws of Zambia.   

1.2.1 Influences from manufacturers 

 

Advertizing 

The ICMBMS Article 5 recommends that “there should be no advertising or other form of promotion 

to the general public of products within the scope of this Code” (WHO, 1981).  Doing so Violates the 

Code and may compromise the situation through information provided to the public. According the 

World Health Assembly (WHA35.26), “commercial promotion of breast milk substitutes though 

various channels contributes to an increase in artificial feeding” (Ergin et al., 2013).  

Studies have shown that advertising of BMS undermines the natural process of breastfeeding by 

influencing the infant feeding choices mothers make.  In the UK, for example mothers who were 

exposed to advertisements and breastfeeding promotional messages assessed, indicated that they 

heard advertisements of breast milk substitutes 10 times more than they heard promotion of 

breastfeeding by the department of health.  As a result of this exclusive breastfeeding rates there were 

at 7% at 4 months (Hoddinott P, 2008).  By contrast, in Norway, where advertising of BMS was 

strictly controlled, and mothers heard more promotion of breastfeeding, the rate of exclusive 

breastfeeding at 4 months was 64% (Mendoza, 2011).  In Thailand Television was the main source of 

information for BMS (Barennes H et al., 2012).  Posters (35%) and leaflets (5%) were found to be in 

use in Luang Namtha China (Barennes et al., 2012a).  While advertisements in newspaper as well as 

on a bill board were seen in Ouagadougou in Burkina Faso (Aguayo et al., 2003).   All these could 

have influenced infant and young child feeding options. 

Information about the use of infant formula 

Article 4 the Code recommends that “informational and educational materials, whether written, audio, 

or visual, dealing with the feeding of infants and intended to reach pregnant women and mothers of 

infants and young children containing information about the use of infant formula, should not use any 

pictures or text which may idealize the use of breast milk substitutes” (WHO, 1981).  Furthermore, 
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Article 9 of the Code states that “neither the container nor the label should have pictures of infants, 

nor should they have other pictures or text which may idealize the use of infant formula” (WHO, 

1981).  On the contrary, a calendar with mothers, their infants and teddy bears with brand name was 

found in one health facility in Togo.  Leaflets with brand name and leaflets on advantages of milk 

cereal were also found in Burkina Faso (Barennes et al., 2008b).  These promotional channels were 

found to contain information or pictures that idealize artificial feeding thereby violating the Code.     

Labeling 

A number of studies also reported inappropriate labeling thereby violating the Code.  Firstly, in 

China, in the 1980s Bear Brand Infant formula was reported to have had carried a logo of a mother 

bear feeding her cub with a huge bottle.  After reporting the misleading impact of the Bear Brand 

label, it was changed slightly to a mother bear with a cub on her lap, not in a breast-feeding position 

(Barennes et al., 2009, Barennes et al., 2012a).  Many mothers might have opted more to give infant 

formula than breastfeeding their infants.    In both Burkina Faso and Togo there were images and 

texts idealizing use of BMS on the labels (Aguayo et al., 2003).  Thai language was on the labels of 

infant formula in some distribution points in China.  This was not an appropriate language in China 

(Barennes et al., 2012a, WHO, 1981).  All this could mislead mothers who might have thought that 

artificial feeding is better than breastfeeding.   

Samples of breast milk products and gifts 

In Article 5, the Code recommends that “manufacturers and distributors should not provide, directly 

or indirectly, to pregnant women, mothers or members of their families, samples of products within 

the scope of the Code”  (WHO, 1981).  Manufacturers of breast milk substitutes violate the Code by 

giving samples of products to mothers, in a bid to promote their products.  They also give samples to 

health workers to encourage them to promote their products to the mothers.  Gifts of formula to 

mothers and health workers have been documented in Dhaka, Durban, Bangkok and Warsaw (Taylor, 

1998).  Furthermore, 9% and 13% of health providers received samples of breast milk substitutes in 

Togo and Burkina Faso respectively  (Aguayo et al., 2003).  The Code recommends that such samples 

should only be given for purposes of professional research and evaluation (WHO, 1981).    

Article 5 also states that “Manufacturers and distributors should not distribute to pregnant women or 

mothers of infants and young children any gifts of articles or utensils which may promote the use of 
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breast milk substitutes or bottle-feeding” (WHO, 1981).  In China however, 5.1% and 15.4% gifts to 

mothers and health workers from sales representatives of companies dealing in BMS were reported 

(Barennes et al., 2012a).  Liu and associates also reported 40.2% of mothers having received gifts 

from sales representatives of manufacturers of BMS in China (Liu et al., 2014).  Similarly, 7.3% and 

2.4% of the nurses in Geneva also received gifts and sponsorship respectively (Brady and Pauline, 

2012).  In a number of studies, gifts to health workers were at times in the form of sponsorship from 

pharmaceutical companies to attend conferences.  In Pakistan 12% of the health workers (Mendoza, 

2011) and in a study conducted in India, China and South Africa 2.4% of the health workers received 

sponsorship for training (Brady and Pauline, 2012).   Special grants were also offered by an infant 

formula manufacturing company in China  for innovations in nutrition, water and rural development 

(Barennes et al., 2012a).     

Sales representatives normally took gifts to the health facility, pharmacy or shops as was reported in 

China (Barennes et al., 2012a).  Shop keepers 28% followed by nurses 17% and mothers 7% received 

gifts in that order (Barennes et al., 2012a).  Examples of gifts received include; pens 26%, T-shirts 

16%, food boxes, highlighters, measuring tapes, obstetric stethoscopes and note pads.  Gifts carried 

the brand name of the manufacturer of BMS (Aguayo et al., 2003).  Others are Information and 

education materials found in Togo (9%) and Burkina Faso (19%) (Aguayo et al., 2003), paddling 

pools for children and scooters (Barennes et al., 2012a).   

Low price sales and donations to health facilities and mothers 

According to Article 6 of the Code, “donations or low-price sales supplies of infant formula or other 

products within the scope of the Code should only be distributed for infants who have to be fed on 

breast milk substitutes. Such donations or low-price sales should not be used by manufacturers or 

distributors as a sales inducement” (WHO, 1981).  Further, the 1994 WHA “reiterates earlier calls to 

end free or low cost supplies and extends the ban to all parts of the health care system”(WHA, 1994).  

However, a study conducted by Aguayo and associates showed that 9% of the health facilities 

received donations in Togo and 16% in Burkina Faso (Aguayo et al., 2003).  In addition Tie-in sales 

(low price sales) were reported in Togo and Burkina Faso.  Such donations and low price sales may 

have influenced breastfeeding negatively thereby risking the lives of infants and young children. 
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Direct contact to mothers 

Article 5 of the Code states that “Marketing personnel, in their business capacity, should not seek 

direct or indirect contact of any kind with pregnant women or with mothers of infants and young 

children”.   Contrary to this, Shop keepers 42% followed by nurses 17% and mothers 11% were 

contacted by a sales representative in Lao (Barennes et al., 2012a).  During the contact with the sales 

representative in Lao, shop keepers 21% received more information followed by nurses 16% and 

mothers 10% (Barennes et al., 2012a).  Health workers were contacted at the health facility while 

shop keepers were met at the shops (Barennes et al., 2012a).  It was through such contacts that health 

workers  received gifts and were asked to advise mothers about giving BMS to Infants and Young 

Children (Barennes et al., 2012a). 

Statement on superiority of breastfeeding and a warning against the health hazards on labels 

In Article 9 it is stated that a label on BMS should have “a statement of the superiority of 

breastfeeding” and “a warning against the health hazards of inappropriate preparation” (WHO, 1981). 

Some manufacturers are on record of avoiding this.  For example, breastfeeding information was not 

written on labels in 22.7% of the samples in a study in China (Barennes et al., 2012a). 

Unsuitable products for infants and young children. 

In Article 9 the Code recommends that “unsuitable products for Infants and Young Child Feeding 

should not contain purported instructions on how to modify them for that purpose” (WHO, 1981).  

On the contrary, a study conducted in China revealed that Bear Brand Coffee creamer, showed a bear 

suckling its cub on a label.  About 46% believed that the product was formulated for feeding infants 

or to replace breast milk.  Meanwhile, 18% of the mothers claimed  to have used the coffee creamer 

to feed their infants and leading to a number of children developing kwashiorkor (Barennes et al., 

2008b).  The cartoon logo influenced people’s perceptions of the product.  It was a non-verbal 

message, which implied that the product was intended for infants.  This was misleading to the local 

population and placed health of infants at risk (Barennes et al., 2008b).   
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Composition and quality of breast milk products 

In Article 9 of the Code, it is stated that, “the label of food products within the scope of this Code 

should also state all the ingredients used, the composition/analysis of the product, the storage 

conditions and the date before which the product is to be consumed”.  Meanwhile, in Article 10 of the 

Code it is stated that, “quality of products is an essential element for the protection of the health of 

infants and therefore should be of a high recognized standard.  Food products within the scope of this 

Code should, when sold or otherwise distributed, meet applicable standards recommended by the 

Codex Alimentarius Commission and also the Codex Code of Hygienic Practice for Foods for Infants 

and Young Children. 

Violations of the Code sometimes take criminal dimensions, when low quality, expired, or 

adulterated breast milk substitutes are marketed.  In one incidence, in Nigeria (2001), expired 

skimmed milk containers were kept by a manufacturer as one of the ingredients for BMS.  This 

incidence was brought to light by the National Agency for Food and Drug Administration and 

Control (NAFDAC).  It was reported that if the containers had not been discovered, they would have 

been used to manufacture BMS and later sold to the public (Sokol et al., 2007).  In another incidence, 

a man was mixing cassava flour, milk and sugar, later packing it in recycled containers of breast milk 

substitutes in Abuja, Nigeria.  The man confessed that he had been doing that for years and the case 

was in the Nigeria court (Sokol et al., 2007).  It is unclear as to the number of children who died due 

to these incidents. 

Meanwhile, in a 2008 Chinese milk scandal (a food safety incident), involving milk and infant 

formula, and other food materials and components, adulterated with melamine, 300,000 children got 

sick.  Out of these, 54,000 were hospitalized and 6 of them died from kidney stones and other kidney 

damages.  Melamine was added to cause milk to appear to have higher protein content.  Warnings 

about the same adulteration started in 2005 to 2006 (Branigan, 2008).   

Studies in China have further revealed that expired infant formula is often sold to unsuspecting 

mothers and caregivers.  Barennes (2012) reported that about 4.6% of the Infant formula sampled in 

China during a study in LAO PDR were expired (Barennes et al., 2012a). 
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1.2.2 Influence from distributors 

In a study conducted in China, 52% of the shop owners promoted BMS to mothers (Barennes et al., 

2012a).  This is contrary to the Code which forbids undue influence on use of breast milk substitutes 

to mothers by distributors (also manufacturers). 

1.2.3 Influence from health workers 

Health workers get motivated to promote BMS usually after receiving incentives from manufacturers.  

A study done in China showed that 72% of the health workers were asked to promote breast milk 

substitutes.  Health workers up to 52% and 17%  in Togo and Burkina Faso respectively promoted 

BMS to mothers (Barennes et al., 2008b).  In another study in Lao  26.5% of the mothers were 

advised to give infants BMS by health workers (Barennes et al., 2012a) and  Doctors were the ones 

that mostly recommended BMS 89% followed by nurses 65% and lastly, shop owners 52% (Barennes 

et al., 2012a).  Health workers particularly have an obligation to support, protect and promote 

breastfeeding (Article 7.1) and should not accept gifts from manufacturers or distributors (Article 7.3) 

(WHO, 1981).  In addition in Article 4 of the Code, “Health authorities are supposed to take 

appropriate measures to encourage and protect breast-feeding and promote the principles of this 

Code”, and therefore, “should give appropriate information and advice to health workers in regard to 

their responsibilities” (WHO, 1981). 

1.2.4 Influence from the community 

One result of direct marketing to the general public is the spreading of the information acquired 

within the community as was seen in Togo and Burkina Faso (17%) as well as in Lao (50%) of the 

mothers were advised to use BMS by family members and relatives.  Furthermore, about quarter of 

the mothers interviewed in Lao recommended breast milk substitutes to others (Aguayo et al., 2003, 

Barennes et al., 2008b, Barennes et al., 2012a).     

1.2.5 Underlying factors affecting mothers  

 

Knowledge of the code 

In Article 6, it is stated, “the health authorities should give appropriate information and advice to 

health workers in regard to their responsibilities, including the information”.  Health workers 

awareness of the ICMBMS and its role in child survival is key in reducing its violation by 

manufacturers and distributors.  However, studies show high levels of inadequate knowledge among 

health workers.  In Asia, 70% of health professionals in Pakistan were unaware of their own 
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breastfeeding laws and 80% unaware of the Code (UNICEF, 2009).  Two similar studies conducted in 

2003 yielded similar results.   Firstly, 85% and 40% of the health care providers had never heard of 

the Code in Togo and Burkina Faso respectively (Waterston et al., 2003).   

Secondly, in the same countries collectively, Aguayo and associates reported that 90% of the health 

workers indicated that they had never heard of the Code (Aguayo et al., 2003).  Meanwhile a similar 

study five years later, revealed that 85% and 74% of health workers in Togo and Burkina Faso 

respectively had never heard of the Code (Barennes et al., 2008b).  Furthermore, 87% of the nurses in 

Geneva indicated that they also had never heard of the Code (Brady and Pauline, 2012).  Inadequate 

knowledge about the code among health workers may be an advantage for manufacturers promoting 

their products in health care facilities, thereby violating the Code. 

Factors that make mothers opt for Breast Milk Substitutes 

Despite the Code’s emphasis on the superiority of breastfeeding (WHO, 1981), studies documented 

various factors that make mothers vulnerable to giving infants Breast Milk Substitutes.  These were 

replacement feeding, severe diseases of the mother, in order for the child to gain weight, faster 

growth of the child.  Mothers also believed that in BMS there were lots of added vitamins (Hoddinott 

P, 2008, Barennes et al., 2012a).  In two separate studies conducted in China, 86% and 35% of the 

mothers claimed to have had insufficient milk production (Tang et al., 2014, Barennes et al., 2012a), 

while others gave BMS to infants because they had to return to work (Tang et al., 2014, Barennes et 

al., 2012a).  

1.2.6 Non-compliance with the Code in Zambia 

Available Zambian literature revealed that there is limited information on non-compliance with the 

Code.  Studies that have been conducted in Zambia mainly concentrated on breast feeding.  To shed 

light on factors associated with non-compliance with the Code and/or SI no. 48 of 2006 of the Laws 

of Zambia by manufacturers and distributors, a study was carried out in Kalingalinga (a medium-

density area) and Chelstone (a low-density area).     
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CHAPTER TWO 

RESEARCH FOCUS 

2.1 Problem statement 

The International Code of marketing breast milk substitutes protects, promotes and supports the 

health of the baby particularly in the first six months of life.  Non-compliance with the code is a 

major challenge due to unethical marketing of breast milk substitutes.  These substitutes are often 

portrayed as acceptable, preferable and more convenient to feed children than breastfeeding.  

According to Sokol and colleagues (2007), violations of the Code endanger lives of children in 

developing countries like Zambia through increased illness from infections and malnutrition.  In these 

countries, diarrhea and respiratory tract infections are the common causes of malnutrition, morbidity 

and mortality for children on BMS.  Infants who are not breastfed are six times more likely to die 

from infectious diseases during the first two months of life than infants who are breastfed due to 

nutritional and immunological properties present in milk (Sokol et al., 2007, UNICEF, 2009).  Other 

risks include high leukemia rates in older children, high levels of cholesterol, hypertension and type 2 

diabetes mellitus (UNICEF, 2009).  

 Mothers also face several risks if breastfeeding is not adhered to when they give breast milk 

substitutes to infants.  These risks may include prolonged bleeding following delivery, which can lead 

to hemorrhage and eventually anemia.   The mother may not gain her normal figure following 

delivery and can get pregnant earlier than a woman who is breastfeeding.  A mother who gives other 

foods such as commercial breast milk substitutes can also have ovarian and breast cancer (MOH, 

2008).   

2.2 Justification/significance 

Non-compliance with the ICMBMS and/or SI Number 48 of 2006 of the Laws of Zambia by 

manufacturers and distributors in Kalingalinga and Chelstone is due to non adherence to the 

individual articles of the code and/or regulations of SI no 48 of 2006 of the Laws of Zambia used as 

the yardstick.  Oftentimes, manufacturers and distributors present themselves to mothers and health 

workers as partners in the fight to protect and improve infant health. In reality, companies exist to 

increase shareholder value by increasing profit thereby seeking to sell as much of their product as 

possible.  To do this, they need to persuade parents to formula feed rather than breastfeed or to use 
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their brand of food.  Factors associated with non compliance with the Code in Kalingalinga and 

Chelstone were determined.   

 The information generated from this study will help officers responsible for programming to improve 

compliance with the Code of Marketing Breast Milk Substitutes at Ministerial, Provincial, District, 

Heath Facility and community levels.  The evidence from the study will also provide the basis for 

building the capacity of health workers to influence the government, manufacturers and distributors 

as well as mothers to support, promote and protect breastfeeding thereby enhancing compliance with 

the code. 

2.3 Research Questions 

 What factors are associated with non-compliance with the Code of Marketing breast milk 

substitutes and/or SI no. 48 of 2006 of the Laws of Zambia in Kalingalinga and Chelstone? 

 What factors influence mothers to opt for breast milk substitutes in Kalingalinga and 

Chelstone? 

2.4 General Objective 

To determine factors associated with non-compliance with the International Code of Marketing 

Breast milk Substitutes and/ or SI number 48 of 2006 of the Laws of Zambia by manufacturers and 

distributors, in Kalingalinga and Chelstone, Lusaka, Zambia. 

2.4.1 Specific Objectives 

 To determine the extent of non-compliance with the ICMBMS and/or SI no 48 of 2006 of the 

Laws of Zambia, among manufacturers and distributors in Kalingalinga and Chelstone. 

 To determine factors associated with non-compliance with the Code and/or SI no. 48 of 2006 

of the Laws of Zambia by manufacturers and distributors in Kalingalinga and Chelstone. 

 To determine factors that influence mothers to opt for BMS in Kalingalinga and Chelstone. 
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CHAPTER THREE 

METHODOLOGY 

3.1 Research Setting and Population 

The study was carried out in Kalingalinga and Chelstone.  Kalingalinga had a total population of 

82,130, of which18,069 were women of child bearing age and 3,285 were mothers of children below 

one (1) year (CSO, 2015).  Chelstone on the other hand had a total population of 113,647, whereby 

25,002 of these were women of child bearing age and 4,549 were mothers of children below one (1) 

year (CSO, 2015).  Kalingalinga had 140 health workers while Chelstone had 154 health workers.  In 

both Kalingalinga and Chelstone the common breast milk substitute outlets were retail shops and 

pharmacies.  These residential areas were chosen because it was hypothesized that non-compliance 

with the Code and/or SI no 48 of 2006 of the Laws of Zambia was more prevalent in the two sites.  

Furthermore, they were chosen to represent medium and low-density residential areas with similar 

incomes as they closely reflected the urban living standards of most Zambians.  In addition, it was 

considered that women in rural areas were much more likely to breastfeed and not use BMS 

(Barennes H et al., 2012).  A pre-test was conducted in Mtendere and Chipata Health Facilities to test 

the data collection instruments and data collectors.  The two catchment areas were also under the 

District Health Community Office and had similar environment to Kalingalinga and Chelstone.   

3.2 Study Design  
This study employed a mixed method known as concurrent triangulation.  This study design is based 

on use of complementary data collection methods, involving quantitative and qualitative approaches 

as recommended by Silverman (Silverman, 2013). The quantitative component employed a survey in 

which interviews were conducted with shop owners, health care workers and mothers. Qualitative 

data was generated from Focus Group Discussions (FGDs) with mothers of children below six 

months who provided narratives of their experiences. Triangulation was ensured at discussion stage 

(Liamputtong and Ezzy, 2005). Triangulation employs multiple and varied sources of data, methods 

and theories to corroborate evidence (Creswell et al., 2003). In this study, triangulation supported 

validation of data (Grbich, 1998).  This study applied a concurrent strategy in which data was 

generated and corroborated in the same study (Creswell et al., 2003).  This design compensated for 

weakness inherent in quantitative or qualitative methods (Creswell et al., 2003). It provided an 

opportunity for mothers to express their views about their experiences within their social and cultural 

environment. 
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3.3 Quantitative  

3.3.1  Sampling Process 

Data was collected from manufacturers and distributors in the community in anonymity.  That is to 

say that the names of manufacturers and distributors were not mentioned.  It was also collected from 

health workers and mothers captured at the two health facilities.  These were also de-identified.  This 

means that their names were not recorded.  Since the study was about non-compliance with the 

ICMBMS and/or SI no 48 of 2006 of the Laws of Zambia, all manufacturers, distributors and health 

workers in Kalingalinga and Chelstone catchment areas were eligible for the study.  Participants who 

were eligible but belonged to other catchment areas were excluded.  In addition all the mothers (who 

brought their children below 6 months for health services) belonging to Kalingalinga and Chelstone 

catchment areas were also eligible for enrolling in the study.  Mothers with children below 6 months 

were chosen because it was easy to determine if they were exclusively breastfeeding or giving a 

breast milk substitute. 

 

Manufacturers, distributors, health workers and mothers (with children below 6 months) participated 

in the quantitative study.  Manufacturers were assessed from their products in the shops as well as 

from their activities in the shops, community and at the health facility.  Distributors were assessed 

from their activities in the shops.  Meanwhile, health workers and mothers were met at the health 

facilities.  Health workers were met as they came for work.  The mothers were met at the Maternal 

Child Health Department (MCH) when they came for postnatal visits and under five clinics.  A total 

representative sample of 364 respondents participated in the study.  Of these 182 were from 

Kalingalinga and 182 from Chelstone.  In each site 107 mothers and 4 health workers were 

interviewed.  The two samples above are based on sampling proportionate to size.  In addition 40 

shops and 31 manufacturers’ breast milk substitutes were enrolled in the study.  The sample size for 

shops was derived from literature averages of similar studies (Aguayo et al., 2003, Barennes et al., 

2012a)  while the sample size for manufacturers’ breast milk substitutes was arrived at by enrolling 

all the available breast milk substitutes in the two catchment areas.   There were equal sample sizes 

for both sites because the populations in the two sites were not significantly different.  The sample 

size was meant to detect differences in proportions regarding non-compliance with the code between 

Kalingalinga and Chelstone from a categorical outcome.  It was calculated using Stata software as 

follows: 
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Estimated sample size for two-sample comparison of proportions 

Test Ho: p1 = p2, where  p1 is the proportion in population 1  

P2 is the proportion in population 2 

Assumptions: 

          alpha   =   0.0500 (two-sided) 

          power   =   0.8000 

            p1   =   0.7500 

            p2   =   0.6000 

          n2/n1   =   1.00 

 Dropouts  = 10% (33) 

 

Estimated required sample sizes: 

            n1 =      165 

            n2 =      165 

Total = 330 +33=363, rounded off to 364  

3.3.2 Data Collection  

Two teams, one in Kalingalinga and the other one in Chelstone collected data between September and 

November 2015.  Each team had the principal investigator (PI) and four team members.  The PI made 

sure that there was quality data collection.  All team members participated in a one day orientation 

workshop to standardize data collection.  Four members of each team were health workers based at 

each health facility while the PI came from the University of Zambia.  Teams worked until data 

collection was completed (1 month).  There were morning and afternoon meetings with the PI daily to 

ensure completeness of questionnaires and quality data collection. 

 

Standard IBFAN Monitoring (SIM) tools which are also the monitoring forms in the SI No. 48 of 

2006 of the Laws of Zambia were used to collect data.  SIM form1 was used for interviewing mothers 

who came for post-natal or brought their children to under-five clinic from Kalingalinga and 

Chelstone catchment areas.  These mothers who were eligible and gave consent to participate were 

interviewed to collect data on manufacturers and distributors’ non-compliance.  SIM form 2 was used 

for interviewing distributors in Kalingalinga and Chelstone catchment areas.  Those that gave consent 

were interviewed to collect data about the distributors’ non compliance.  SIM form 3 for assessing 
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health facilities was also used.  Health facilities were evaluated for non-compliance by manufacturers.  

This was done by checking for promotional materials for breast–milk substitutes.  In addition SIM 

form 4 for Assessing offending labels to check for non compliance by manufacturers was used.  Other 

forms used were SIM form 6 for interviewing health workers and SIM form 5 for listing and 

analyzing advertisements on infant formula.  These were both used to assess manufacturers’ non-

compliance.  Health workers were interviewed on basis of availability as they came for work.  Quality 

control of the data collection was conducted by daily monitoring of each questionnaire for 

completeness of the information recorded.  There were daily morning and evening meetings between 

the Principle Investigator and the Research Assistants during the period of data collection in the 

communities.  All Research Assistants went through a one-day training to standardize data collection.  

All interviews were confidential. 

3.3.3 Data processing and analysis 

This was carried out with reference to the ICMBMS articles and regulations of SI no. 48 of 2006 of 

the Laws of Zambia.  These were used as explanatory variables to non-compliance.  Data were 

entered, tabulated and analyzed using Stata version 14 soft ware. 

 

Descriptive continuous variables 

Prevalence and 95% confidence interval were calculated.  These were the only descriptive statistics 

calculated because the data set had categorical outcomes and yielded only frequencies. 

 

Association 

As stated above, the Independent variables under manufacturers and distributors in Kalingalinga and 

Chelstone were adapted from the articles of the Code and /or SI no 48 regulations.  The dependent 

variable was non-compliance (yes/no).  The details are shown in table 1 below.  For the purposes of 

this study manufacturers and distributors had to adhere to at least three (3) out of six variables being 

studied under them.  Pearson’s Chi square was calculated to check for association between non-

compliance with the Code and/or SI no 48 of the Laws of Zambia and the independent variables.  

Univariate and multivariate logistic regression was also carried out to check for strength of 

association and identify the factors that were independently associated with non-compliance with the 

code articles and /or regulations of SI no 48 of 2006 the Laws of Zambia.   
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Table 1:  Factors associated with non-compliance with the Code and/or SI no. 48 by manufacturers 
and distributors dummy table 

Variables 

 

Indicator 

 

Negative responses to compliance 

with Code articles and/or SI no. 48 

of 2006 of the Laws of Zambia 

regulations  

Statistics 

 

Prevalence 

(95%CI)  

Chi2 (P<0.001) 

OR (95%CI) 

 

Dependent variable 

  

 

Non compliance with the Code and/or SI no 48 of 

2006 of the Laws of Zambia (Categorical) 

Yes     No  

 

Independent variables 

 

Manufacturers  

 Free samples to health workers and mothers Yes     No  

Free gifts to health workers and mothers Yes     No  

BMS indicating use of feeding bottle Yes     No  

BMS with photos/ drawings representing infant Yes     No  

BMS labels resembling Yes     No  

BMS idealizing use of the product Yes     No  

BMS advertized to mothers Yes     No  

BMS promoted by company rep. contacting mothers Yes     No  

 

Distributors 

Promoting expired BMS Yes     No  

Displaying unsuitable products close to BMS Yes     No  

BMS set apart  Yes     No  

Company rep. contacting mothers at the shops Yes     No  

Allowing Point of sale advertizing Yes     No  
SI:  Statutory Instrument; BMS:  Breast Milk Substitutes; OR:  Odds Ratio 
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3.4 Qualitative 

3.4.1 Sampling process 

   

A purposive sample of 71 mothers of children below 6 months participated in the focus group 

discussions (FGDs) in Kalingalinga and Chelstone.  This sample was composed of mothers who had 

children below 6 months belonging to Kalingalinga and Chelstone catchment areas willing to share 

their views.  Mothers who did not come from these two catchment areas were excluded in the study.  

An average of nine mothers participated in the focus group discussions. The FGDs were conducted to 

generate information on the factors that influence mothers to opt for breast milk substitutes.  There 

were a total of 8 FGDs.  Table 2 has the details. 

Table 2:  Focus Group Discussions 

 

Site                                           Focus Group Discussions (FGDs) 

 

Kalingalinga  

 

Date 

 

28/10/15 

 

29/10/15 

 

02/11/15 

 

03/11/15 

 

TOTAL FGDs 

Venue 

Number* 

YMCA MCH MCH MCH 

8 8 8 8 4 

 

Chelstone 

 

Date 

 

14/10/15 

 

15/10/15 

 

21/10/15 

 

22/10/15 

 

TOTAL FGDs 

Venue 

Number* 

MCH CBTO MCH MCH 

9 10 10 10 4 

GRAND TOTAL FGDS     8 

*Number of mothers of children below 6 months old, FGDs: Focus Group Discussions 

3.4.2 Data collection 

A Focus Group Discussion guide was used to collect data.  Other data collection instruments 

included; a note taking form and an audio tape.   The first place where data was collected from was 

Chelstone.  Focus group discussions were chosen in order to reveal collectively shaped social 

processes (Denzin and Lincoln, 1998).  Eight FGDs were conducted during which theoretical 

saturation was reached after conducting four FGDs in each site.  
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Each focus group discussion was conducted by two moderators and was digitally recorded.  One 

moderator led the discussion and ensured that all the topics were covered in the interview guide.  A 

note-taker assisted with recording both digitally and by writing which helped in determining 

emerging themes.  Each focus group discussion lasted for an average of an hour. 

 

FGDs were held at the health facilities and in the community.  In Chelstone these were held at the 

Maternal Child Health (MCH) department in a room.  It was the most conducive place at the moment.  

Meanwhile in Kalingalinga the FGDs were held in an office for the nutritionist.  One FGD in 

Chelstone was held in the community in a room at the Community based tuberculosis organization 

(CBTO).  As for Kalingalinga the FGD conducted in the Community was held at a far place from the 

other mothers at YMCA growth monitoring and promotion point.  This was also the most conducive 

place at that time.  Participants were assured of confidentiality.  The level of participation was 

handled by constantly reminding the mothers that the information they were providing was of utmost 

importance to the nation and thus were urged to actively participate. Education to the mothers where 

there was ignorance was ensured. 

3.4.3 Data processing and analysis 

All interview data was recorded digitally, transcribed verbatim and later translated.  The data was 

then organized using NVIVO soft ware.  The organized themes were analyzed to come up with major 

and sub themes. 

Gaining an overview of collected data was done in order to familiarize with the data.  This was done 

by reading and re reading transcripts thereby ensuring deeper insight of the data.  This was followed 

by coding.  Coding was done using NVIVO soft ware.  A code is a word or sentence or phrase that 

represents aspects of a data or captures the essence or features of a data (Miles et al., 2013).  During 

coding, codes were matched with segments of text/informant statements selected as representative of 

the code (Ritchie et al., 2003).  The original meaning of what was communicated by the informants 

was maintained. 

Searching for themes among codes was the next level.  Firstly, categorization was done.  This 

involved grouping the Code segments into subthemes based on similarity of content.  This was done 

in order to reduce the number of different pieces of data in the analysis.  Therefore, similar codes 

were grouped together to form categories. 
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Major themes were developed by interpreting the categories for their underlying meaning.  Themes 

were the higher level of categorization that was used to identify a major element of the entire analysis 

of the data.  A theme therefore is an outcome of the coding, categorization and analytic reflection 

(Miles et al., 2013).   

3.5 Ethical Consideration 
The Excellence of Research Ethics and Science (ERES) converge Institutional Research Board (IRB) 

approved the study (ref. No. 2015-June-028). In addition, we obtained permission from the Lusaka 

District Health Office to conduct the research in Kalingalinga and Chelstone health facilities.      

3.5.1 Respect for persons and confidentiality 

A written consent form was given to all participants.  The consent form had an information sheet 

attached.  Obtaining consent was important in this study for the sake of treating the participants 

justly, respecting the participants’ basic right to autonomy; as well as encouraging active participation 

(Levy et al., 2003). 

Permission to use the tape recorder as well as to write what was being discussed was sought from the 

mothers who participated in the focus group discussion.  Participants were assured that all the 

information they gave would be confidential and that they would remain anonymous.  In the analysis 

and writing of the thesis, no names were used.  To maintain privacy, all electronic data in the 

computer were stored on a password-protected computer with access only restricted to the researcher 

(MPH student). 

During data collection, mothers, health workers, manufacturers and distributors were de-identified.  

Interviews were also conducted in a private room at the health facilities and at a place far from other 

mothers in the community during community based growth monitoring and promotion CBGMP) plus 

immunization sessions. 

3.5.2 Beneficence 

Respondents were assured that no harm would be done on them and that there were no risks from the 

study, apart from the likelihood of sharing confidential or personal information by chance.  These 

risks were avoided by assuring participants that all information from the interview would be kept 

confidential.  Participants were also given the right to withdraw from the interview or focus group 

discussion or not talk about things they were not comfortable with.  To remove the social barriers that 

mothers might have anticipated the investigators also tried to be as friendly as possible.  In terms of 
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benefits the mothers had additional knowledge and opportunities on infant and young child feeding.  

The investigators took it upon themselves to educate the mothers whenever there was need at the end 

of every interview.  There were no direct benefits for participant, but their participation contributed to 

the scientific knowledge. 

3.5.3 Justice 

All respondents were availed with information of how they were selected.  They were also given 

information regarding their right to quit the study any time and submit their complaints to the 

authority and even to the researcher. 

3.6 Dissemination of results 
The results will be disseminated to the Ministry of health Lusaka district health office and the two 

health facilities (Kalingalinga and Chelstone) where the study was conducted.   
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CHAPTER FOUR 

RESULTS 

4.1 Background characteristics 
Two urban townships, Kalingalinga and Chelstone were selected. These townships represented 

middle incomes in Lusaka Zambia.   Shops in Kalingalinga included 38 retail outlets, one wholesale 

and one pharmacy.  In Chelstone shops included 39 retail outlets and one wholesale. A total number 

of 31 breast milk substitutes with labels were included in the observations in each site.  These were 

three milk cereals, 13 brands of formula and 15 other breast milk substitutes (teats, teethers and 

feeding bottles).  The eight health workers in the study came from varied professional backgrounds. 

In both Kalingalinga and Chelstone one health worker from each of the following categories was 

recruited; General Nurses, Midwives, and Clinical Officers.  In Kalingalinga an Environmental 

Health Technologist was also recruited while in Chelstone a Nutritionist was recruited.  Four out of 

140 (3%) and 154 (3%) health workers were recruited from Kalingalinga and Chelstone respectively. 

In both Kalingalinga and Chelstone 107 mothers were recruited.  Mothers with formal employment in 

Chelstone were 13 (12%) being higher than in Kalingalinga 11 (10%).  Mothers who introduced 

children to breast milk substitutes below six months of age were 35 (33%) in Chelstone higher than in 

Kalingalinga 31 (29%).  Most children 17 (16%) below six months of age were introduced to formula 

in Kalingalinga.  This proportion was higher than in Chelstone 16 (15%).  Others were introduced to 

milk cereal in Chelstone 12 (11%) higher than in Kalingalinga 6 (6%).  Some children were also 

introduced to other breast milk substitutes in Chelstone 12 (11%) higher than in Kalingalinga.  These 

included maize porridge, nshima, and supa maheu, fresh and sour milk.  The mix of mothers in the 

sample may have been affected by the fact that all interviews were conducted at health facilities 

where most mothers came for post natal services.  The total number of respondents was 364 (182 for 

each site).   
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Table 3:  Background characteristics of study participants 
Characteristics  Kalingalinga Chelstone   

 n=182 % n=182 %  

Manufacturers’ breast milk substitutes 31 17.03 31 17.03  

Milk Cereals 3 1.65 3 1.65  

Formula 13 7.14 13 7.14  

Other
a 

15 8.24 15 8.24  

Distributors  40 21.98 40 21.98  

Shops 38 20.88 39 21.43  

Pharmacies 1 0.55 0 0  

Wholesale 1 0.55 1 0.55  

Health workers 4 2.20 4 2.20  

General Nurse 1 0.55 1 0.55  

Mid wife 1 0.55 1 0.55  

Clinical Officer 1 0.55 1 0.55  

Environmental Health Technologist 1 0.55 0 0  

Nutritionist 0 0 1 0.55  

Mothers of children below 1 year 107 58.79 107 58.79  

Formal employment 11 10 13 12  

Introduced children on BMS 31 29 35 33  

<6 months 31 29 35 33  

At 6 months 1 1 2 3  

Milk cereal 6 6 12 11  

<6 months 6 6 12 11  

At 6 months 0 0 0 0  

Formula 17 16 16 15  

<6 months 17 16 16 15  

At 6 months 0 0 0 0  

Others
b 

10 5.49 14 7.69  

<6 months 9 4.94 12 6.59  

At 6 months 1 0.55 2 1.10  

a
Teats , teethers and feeding bottles; 

b
Maize porridge, nshima, supa maheu, fresh or sour milk; BMS: breast milk 

substitutes, p-value is chi-square p-value 
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4.2 Prevalence of Non-compliance 
The overall prevalence of non-compliance by manufacturers in Kalingalinga and Chelstone was 21 

%( 95%C: 12%-33%).  Manufacturers were reported of having photos on their products idealizing 

use of breast milk substitutes or graphical representation of an infant.  The breast milk substitutes also 

had messages that idealized their use, indicated use of a bottle and infant formula brands resembled 

follow-up formula.  This proportion was higher in Chelstone 23 %( 95%CI: 10%-41%) and lower in 

Kalingalinga 19 %( 95%CI: 7%-37%).  However, there was no significant difference in the 

prevalence of non-compliance by manufacturers between Kalingalinga and Chelstone (p=0.76).  

Meanwhile the overall prevalence of non compliance by distributors was 13 %( 95%CI: 6%-22%).  It 

was also higher in Chelstone 15 %( 95%CI: 6%-30%) than in Kalingalinga 10 %( 95%CI: 3%-24%).  

There was equally no significant difference in the prevalence of non compliance by distributors 

between Kalingalinga and Chelstone (p=0.50) Distributors who did not comply were reported to set 

apart the breast milk substitutes, displaying unsuitable products close to brands of breast milk 

substitutes, allowed point of sale advertizing and promoted expired breast milk substitutes (Figure 1 

and 2). 

 

Figure 1: Prevalence of non-compliance by manufacturers in Kalingalinga and Chelstone 
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Figure 2:  Prevalence of non-compliance by distributors in Kalingalinga and Chelstone 

 

4.3 Relationship between background characteristics and non-compliance 
Indicating use of feeding bottle, having photos/drawings representing an infant on the label and infant 

formula labels resembling with follow-up formula were associated with non-compliance by 

manufacturers in Kalingalinga(p=0.001, 0.003, 0.030 and  0.038) as well as in Chelstone(p<0.0001, 

0.001, 0.004, and 0.007) respectively.  Meanwhile, promoting expired products, displaying unsuitable 

products and point of sale advertizing were significantly associated with non-compliance by 

distributors in Kalingalinga(p<0.0001, 0.008 and <0.0001)  as well as in Chelstone(p=0.001, 0.002 

and <0.0001) respectively ( table 4). 
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Table 4:  Association between non-compliance and characteristics of manufacturers and 
distributors 

 
Variable 

 
Kalingalinga 

 
Chelstone 

 
 
 
Manufacturers 

n (%) 
Compl 

n (%) 
Ncompl 

 
p-value* 

n (%) 
Compl 

n (%) 
Ncompl 

 
p-value* 

 
 

    
 

  

BMS indicating use of 
feeding bottle 

 
4(44.44) 

 
5(55.56) 

 
0.001 

 
2(28.57) 

 
5(71.43) 

 
<0.0001 

BMS with photos 13(68.42) 6(31.58) 0.030 9(56.25) 7(43.75) 0.004 
BMS labels resembling 1(25.00) 3(75.00) 0.003 1(25.00) 3(75.00) 0.007 
BMS idealizing use of 
product 

6(66.67) 3(33.33) 0.208 6(66.67) 3(33.33) 0.360 
 

BMS advertized to 
mothers 

0(0.00) 1(100.0) 0.038 0(0.00) 1(100.00) 0.060 

BMS promoted by 
company 
representative 
contacting mothers 

0(0.00) 0(0.00) 0.00 0(0.00) 3(100.00) 0.001 

 
Distributors 

 
 

   
 

  

Promoting expired 
products 

 
0(0.00) 

 
3(100.0) 

 
<0.0001 

 
0(0.00) 

 
2(100.00) 

 
0.001 

Displaying unsuitable 
products close to 
brands of BMS 

6(66.67) 3(33.33) 0.008 4(50.00) 4(50.00) 0.002 

BMS set apart 12(85.71) 6(14.29) 0.507 16(80.00) 4(20.00) 0.376 
Company 
representative 
contacting mothers 

1(100.00) 0(0.00) 0.736 0(0.00) 1(100.00) 0.016 

Point of sale 
advertizing 

0(0.00) 2(100.0) <0.0001 2(33.33) 4(66.67) <0.0001 

*p-value: chi2 p-value 

4.4 Predictors of non-compliance 
Table 6 shows a univariate and multivariate analysis.  A univariate analysis was performed in order to 

determine the strength of association between non-compliance and the independent variables.  It 

showed that indicating use of feeding bottle on the labels (OR 23.89; 95%CI 5.08 to 112.25) and 

labels of breast milk products resembling (OR 20.14; 95%CI 37 to 120.22) were significantly 

associated with non-compliance with the Code and/or SI no. 48 of 2006 of the Laws of Zambia 
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among manufacturers.  On the other hand displaying unsuitable products close to brands of breast 

milk substitutes (OR 14; 95%CI 3.10 to 63.32) as well as point of sale advertising (OR 51; 95%CI 

7.69 to 338.10) were significantly associated with non-Compliance among distributors.  All the 

variables were fitted in the multiple logistic regression analysis to come up with the adjusted 

estimates in the most efficient model that rules out confounding factors.   

The variables both significant and those not significant at <0.05 were entered using weighted logistic 

regression. After controlling for all the other factors indicating bottle use on the labels of breast milk 

substitutes (AOR 14.86; 95%CI 2.32 to 95.13) was still significantly associated with non-compliance 

among manufacturers.  Meanwhile, labels of breast milk substitutes resembling (AOR 8.45; 95%CI 

0.93 to 76.46) was not significant.  In addition, displaying unsuitable products close to brands of 

breast milk substitutes (AOR 16.29; 95%CI 1.32 to 201.64) and point of sale advertizing (AOR 

92.25; 95%CI 6.37 to 1335.52) were still significantly associated with non-compliance with the Code 

and/or SI no 48 of 2006 of the Laws of Zambia among distributors after controlling for all the other 

factors. 
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Table 5:  Predictors of non-compliance among manufacturers and distributors 

 
Variables 

 
Univariate 

 
Multivariate 
 

  
OR(95%CI) 

 
p-value 

 
AOR(95%CI) 

 
p-value 

 
Manufacturers  

    

Free samples to health 
workers and mothers 

 
0.00 

 
0.00 

 
0.00 

 
0.00 

Free gifts to health 
workers and mothers 

0.00 0.00 0.00 0.00 

BMS indicating use of 
feeding bottle 

23.89(5.08,112.25) <0.0001 14.86(2.32,95.13) 0.004 

BMS with photos/drawing 
representing an infant 

1.00 1.00 1.00 1.00 

BMS labels resembling 20.14(3.37,120.22) 0.001 8.45(0.93,76.46) 0.058 
BMS idealizing use of the 
product 

2.64(0.72,9.41) 0.134 1.00 1.00 

BMS advertized to 
mothers 

1.00 1.00 1.00 1.00 

BMS promoted by 
company representative 
contacting mothers 

1.00 1.00 1.00 1.00 

 
Distributors 

    

Promoting expired BMS 1.00 1.00 1.00 1.00 
Displaying unsuitable 
products close  to brands 
of BMS 

14(3.10,63.32) 0.001 16.29(1.32,201.64) 0.030 

 BMS set apart 2.25(0.58,8.70) 0.240 1.86(0.13,26.04) 0.646 
Company representative 
contacting mothers 

7.67(0.44,134.54) 0.162 1.00 1.00 

Point of sale advertizing 51(7.69,338.10) <0.0001 92.25(6.37,1335.52) 0.001 
OR: Odds Ratio, AOR: Adjusted Odds Ratio, BMS: Breast Milk Substitutes 

In best fit (final) model (Table 7) the research revealed that the predictors of non-compliance with the 

Code and or SI no 48 of 2006 of the Laws of Zambia among manufacturers were indicating use of 

feeding bottle on labels of breast milk substitutes and breast milk substitute labels resembling.   Thus, 

manufacturers who indicated use of feeding bottle on their labels and those with labels of breast milk 

substitutes resembling had increased chances of not complying.   
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On the other hand it was revealed that distributors who displayed unsuitable products close to brands 

of breast milk substitutes and allowed point of sale of advertizing had also increased chances of not 

complying with the Code and /or SI no 48 of 2006 of the Laws of Zambia. 

 

Table 6:  Best fit model 

 

 

Variables     Adjusted or (95%ci) P-value 

Manufacturers   

BMS indicating use of feeding bottle 22.23(3.79,130.55) 0.001 

BMS labels resembling 17.99(1.88,172.47) 0.012 

Distributors   

Displaying unsuitable product close to brands of BMS 21.91(2.27,211.82) 0.008 

Point of sale advertizing 79.68(6.23,1019.19) 0.001 

BMS: breast milk substitute   
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CHAPTER FIVE 

FINDINGS 

5.1 Social-demographic characteristics of participants 
All the participants in the qualitative part of the study were mothers of children below six months 

who brought their children at the under-five clinic or came for post natal services.  These mothers 

belonged to Kalingalinga and Chelstone catchment areas.  Those that did not belong to these two 

catchment areas were excluded. 

5.2 Overview of focus group discussion findings 
The FGDs brought out information on the knowledge of the mothers about breastfeeding. They also 

brought out the knowledge of the mothers about the risks of giving infants and young children breast 

milk substitutes as well as the knowledge of the mothers about the Code and/or SI no 48 of 2006 of 

the Laws of Zambia.  In addition, the FGDs brought out information about the factors that make 

mothers opt for breast milk substitutes as well as the sources of influences. 
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Table 7:  Factors associated with non-compliance with the Code and /or SI no. 48 by 
manufacturers and distributors 

Major themes Sub-themes 

 Kalingalinga Chelstone 

  

Knowledge Knowledge about breastfeeding Knowledge about breastfeeding 

 Knowledge about risks of giving 

infants breast milk substitutes 

Knowledge about risks of giving 

infants breast milk substitutes  

 Knowledge about the Code Knowledge about the Code 

   

Underlying factors making 

mothers opt for breast milk 

substitutes 

Perceived low milk production 

Busy mother 

Personal modesty 

Mother’s poor health 

Perceived benefits of BMS 

Perceived low milk production 

Busy mother 

Personal modesty 

Mother’s poor health 

Perceived benefits of BMS 

Mode of delivery 

Traditional beliefs 

Standard of living 

Others 

Influences From the community 

 

From manufactures 

Advertisements 

Labels 

Low price sales 

Free gifts and samples 

Posters 

Painting shops 

From the community 

From health workers 

From manufacturers 

Advertisements 

Labels 

Low price sales 

Free gifts and samples 

  

 From distributors 

Special displays 

From distributors 

Special displays 

Shop keeper advice 
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5.3 Knowledge 

Knowledge about breast feeding 

Most mothers in kalingalinga and Chelstone were knowledgeable about breastfeeding.  They were 

able to point out that breast milk has all the nutrients, prevents diseases and promotes bonding.  They 

indicated that breast milk is better than formula. 

Breast milk is nutritious than formula.  It has more proteins and vitamins (Respondent no 2 

FGD002 Kalingalinga). 

Children don’t get easily sick when exclusively breastfed from 0 to 6 months, with giving 

water, formula or porridge (Responded no 5 FGD003 Chelstone) 

Knowledge about the risks of giving breast milk substitutes (BMS) 

Most mothers in Kalingalinga and Chelstone were also knowledgeable about the risks of giving 

infants and young children breast milk substitutes.  They said that there could be fake brands as well 

as expired breast milk substitutes.  On top of that they said that BMS could cause diseases and there 

could be artificial ingredients which are bad chemicals in BMS.  Two mothers had this to say. 

We started giving a milk cereal to my third born baby, the child used to have diarrhea and the 

weight gain was not as expected (Mother of 6 weeks old baby FGD002 Kalingalinga).   

Breast milk substitutes have chemicals, while breast milk have no chemicals (Respondent no 2 

FGD004 Chelstone) 

Mothers in Chelstone added more by saying that with the availability of BMS there could be a 

temptation to give to children below six months.  They went on to say that children could have 

indigestion and adaptation problems and that BMS are expensive.  However, they also argued that 

even though BMS cannot be compared to breast milk they are okay where there is no breast milk. 

Breast milk substitutes are not good.  … Not good compared to breast milk, but when breast 

milk is not there breast milk substitutes are okay (Respondent no 3 FGD 004 Chelstone) 
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Knowledge of the Code 

All the mothers in kalingalinga and Chelstone did not know about the Code and/or SI no. 48 of 2006 

of the Laws of Zambia.  Upon learning about it some mothers wondered as to what they should be 

doing whenever manufacturers came direct to them.   

We don’t know that by Law we are not supposed to be contacted by manufacturers of BMS 

(Respondent 4 FGD 001 Chelstone). 

If the manufacturers come direct to us what should we do? (Responded no 12 FGD 002 

Kalingalinga) 

5.4 Underlying factors making mothers opt for breast milk substitutes 
The mothers were asked to explain why they opt to give breast milk substitutes to infants below six 

months.  Five factors were common in both Kalingalinga and Chelstone while four of them came out 

in Chelstone alone. Figure 3 has the details. 

 

Figure 3:  Underlying factors that make mothers opt for breast milk substitutes 
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5.4.1 Perceived Low milk production 

Child crying of hunger  

Most mothers said that as the child grows milk may not be enough.  They believed that they did not 

have enough milk from the breasts to satisfy the child, particularly at about 2 to 3 months.   At this 

time the child is perceived to be crying of hunger especially children who cry a lot.   

Breast milk is not enough at about 2 to 3 months (Respondent no 2 FGD 002 Kalingalinga)  

My baby started eating porridge at 5 months, the child was crying, may be the milk was not 

enough, so we gave porridge (mother of a 6 months child FGD 002 Chelstone). 

No milk in the first week following delivery 

Most mothers believed that they do not have enough milk in the first week following delivery.  Most 

of them confessed having bought formula or giving glucose in this first week for fear of the child 

becoming hungry and then stopped when milk supply from the breasts improved ranging from one 

day up to one week. 

When I just delivered no milk was coming out in the first 3 days, I bought formula and gave 

the child for one day (mother of a 3 months old baby FGD002 Kalingalinga) 

For 3 days milk was not coming out so I bought milk and gave the child… (mother of 2 months 

old baby FGD001 Chelstone). 

5.4.2 Working mother 

Some working mothers opt for BMS, than healthy expressed breast milk which they feel does not 

come out in large quantities and therefore not enough to last for the whole day.  Hence, they prefer 

leaving the bottle for the child. 

Others go for work, expressed milk is not enough (Respondent no 1 FGD 002 Kalingalinga) 

Health wise bottle feeding is not good... But I work and leave the bottle what can I do (mother 

of 3 months old baby FGD003 Chelstone) 
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Mothers in Chelstone be mourned the lack of laws on maternity leave, to protect them from unpaid 

maternity leave.  If a mother has not clocked 2 years of working she is not supposed to get pregnant, 

if she does she would have no choice but to leave the child on the bottle. 

My child started taking formula1 at 2 months because of having a short leave (mother of 4 

months old baby FGD002 Chelstone). 

5.4.3 Personal modesty  

Some mothers prefer personal modesty to breast feeding.  They would rather give a feeding bottle for 

fear of their breasts falling or losing their weight at the expense of the child’s health.  Mothers 

influence each other in the community saying that you can lose weight if you breastfeed. 

   Others feel lazy to breastfeed (Respondent no 4 FGD 004 Kalingalinga) 

Others do not want to breastfeed and would rather buy breast milk substitutes for fear of 

breasts falling (Respondent 7 FGD004 Chelstone) 

5.4.4 HIV/AIDS and death of a mother 

Most mothers in kalingalinga and Chelstone still believed that HIV positive mothers were not 

supposed to breastfeed but instead put their children on replacement feeding, giving breast milk 

substitutes.  Mother’s death was also cited as one of the reasons for giving BMS to children.    

In case of positive mothers, they may give BMS (Respondent no 2 FGD 003 Kalinalinga) 

When a mother dies, the child will be given formula, where there is no wet nurse (Respondent 

no 7 FGD 003 Chelstone). 

5.4.5 Perceived benefits 

For the child to gain weight  

Giving Infants and Young Children breast milk substitutes is believed to enhance weight gain in 

children.  Mothers believe that giving BMS believed to be original from Shoprite to their children 

would make them gain weight.   

Others say if the child is not gaining weight give BMS (Respondent no 5 FGD 002 

Kalingalinga) 

Friends advise that Shoprite milk is original. If you buy from there and feed the child, the child 

gains weight (Mother of 1 week old baby FGD 001 Chelstone). 
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Open up intestines 

Intestines for children below six months open up gradually overtime as the child is being breastfed.  

However, some mothers in Chelstone believed that giving BMS helps in opening up intestines for the 

infants. 

A child is born with small intestines, I was advised to give porridge to open up the intestines 

by friends (mother of 6 weeks old baby FGD 001 Chelstone). 

5.4.6 Mode of delivery  

Some mothers in Chelstone said that they bottle fed when they had a caesarian section adding that 

during that time they had no energy to breastfeed, it was also painful and they did not produce milk.  

When they recovered they stopped giving formula. 

I bottle fed when I had no milk, because I was just drinking water after a caesarian section…  

I gave formula to the baby for 2 weeks (mother of 3 months old baby FGD003 Chelstone). 

5.4.7 Traditional beliefs  

Some mothers in Chelstone said that they could not breastfeed in public but would rather give a 

bottle.  This is so because they feared that their children would get sick if they breastfed them 

together with children who have had some medicinal rituals done to them (icibele in Bemba).   

There is a belief of “icibele” for some others who do not breastfeed in public, so when 

travelling long distances you would rather give a bottle (mother of 6 months old baby 

FGD004 Chelstone).   

Breast milk is the best food for infants even when the mother is away from home.  Breast milk can be 

expressed and left for the child home to avoid giving breast milk substitutes to infants.  However, 

there are lot of myths and misconceptions about expressed breast milk.  Some mothers in Chelstone 

believed that expressed breast milk hardens and child defecates blood.   

Neighbor told me that expressed milk hardens and the child defecates blood (mother of 4 

months old baby FGD004 Chelstone). 
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5.4.8 Standard of living 

Mothers with a lot of money 

Some mothers in Chelstone said that mothers with a lot of money have a tendency to buy and give 

their children breast milk substitutes.  These are the mothers that are usually busy.  They are the 

working classes.  In addition mothers buy BMS to show off. 

Some mothers have a lot of money, so they can buy breast milk substitutes (Respondent no 9 

FGD003 Chelstone). 

5.4.9 Others 

Inadequate Information on Storage of Expressed Breast Milk 

In health facilities mothers learn that they can breast feed all the time even when away from home.  

This can only be achieved by expressing breast milk and leaving for the infant to feed on when the 

mother is away.  Some mothers in Chelstone however, indicated that they did not have adequate 

information on how to store expressed breast milk. 

There is not enough information from the health sector on how to keep expressed breast milk 

so the mother won’t know how to keep breast milk (Respondent 8 FGD003 Chelstone). 

Child refusing to breastfeed 

Some mothers said that some of the children refuse to breast feed leaving the mother with no option 

but to put the infant on a breast milk substitute.  However, this is a rare occurrence and usually 

happens in children who have clocked one year. 

Some children refuse breastfeeding in preference for the bottle (Respondent 5 FGD003 

Chelstone) 

5.5 Sources of Influence for using breast milk substitutes (BMS) 
Mothers indicated that they experience a lot of influences that could be making them to opt for breast 

milk substitutes.  Six sources of influences were common between Kalingalinga and Chelstone.  

Meanwhile, in each one of the sites mothers cited two different sources of influences for using BMS.  

Details are shown in figure 4. 
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Figure 4:  Sources of influence for mothers to give breast milk substitutes to infants 

5.5.1 Influences from the community 

Friends and relatives 

Most mothers said that there is a lot of sharing about Infant and Young Child Feeding among 

themselves, especially if they successfully used the product.  They added that they were rarely 

influenced by health workers. 

Ourselves as mothers we buy on our own may be because of the luxury so we buy BMS 

ourselves.   At the clinic there is doctor never (Respondent no 4 FGD001 Kalingalinga). 

 

 I used formula2 and formula3, I learnt from friends and other Women (mother of 2 months 

old baby Chelstone) 

Seeing other people’s children getting fat or simply seeing other people’s children eating a brand of 

porridge, mothers get influenced to give breast milk substitutes to their children.  Mothers used 

‘ulunkumbwa’ a word meaning admiring what other women are feeding their children in Bemba 

Zambian language.   

Influence comes from among us women in the compound especially “ulunkumbwa” among us 

women (Respondent no 5 FGD 004 Kalingalinga) 
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Mothers said that they share through social media (what’s up and face book).  They went on to say 

that they share as they visit each other in homes.  They added that they learn from each other at work, 

clinic, church, public tap, market and in the neighborhood as they chat.   

We share using social media, what’s up, face book, azimayi forum for mature women 

(Respondent no 13 FGD 002 Kalingalinga) 

 

Chatting with fellow women on feeding children at work, church, kitchen parties, weddings 

and in the bus (Respondent no 3 FGD 003 Chelstone). 

 

A mother is not left alone, she is always surrounded by relatives, who can give all sorts of advises 

such as giving a breast milk substitute which they themselves have tried before.  Most mothers said 

that they were advised by relatives to give a brand of BMS.   

Mainly influences from friends, relatives if they successfully used the product (Responded no 6 

FGD 002 Kalingalinga). 

 

Sister in law told me that she was using formula3 because it is similar to breast milk in taste.  

Unlike formula 1 which you can even add to tea (Respondent 1 FGD003 Chelstone). 

5.5.2 Influences from health workers 

Health worker advice 

According to the Code health workers are supposed to protect, promote and support breastfeeding.  

On the contrary, a health worker in Chelstone was reported to be advising mothers on the type of 

breast milk substitute to give to the infant.  

I was advised to use formula3 by a doctor” (Working mother and mother of 5 months old baby 

FGD 004 Chelstone) 
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Most mothers in Kalingalinga and Chelstone said that health workers also advise them to give BMS 

to children when the mothers have a sickness that a baby can contract such as HIV/AIDs or any other 

illness which makes the mother not able to breast feed like breast cancer.  Others said that mothers 

with a caesarian section were also advised to give breast milk substitutes. 

HIV/AIDS mothers.  These are told to exclusively breastfeed for 6 months then stop.  They can 

also breastfeed up to 1 year 6 months... (Respondent 3 FGD003 Chelstone). 

 

If mother has caesarian section (Respondent 3 FGD000 Chelstone) 

5.5.3 Influences from manufacturers 

Advertisements 

Mothers in Kalingalinga said that there were advertisements on the electronic media and in the open 

ground about a known milk cereal brand contrary to the code and/or SI no. 48 of 2006 of the laws of 

Zambia.    

There are advertisements on TV with a fat crawling baby… (Respondent no.1 FGD004 

Kalingalinga). 

They come in the ground with a big vehicle with dancing advertizing a milk cereal 

(Respondent no. 3 FGD003 Kalingalinga). 

In Chelstone however, most mothers said that advertisements both on the electronic media and in the 

open ground were about a known brand of ordinary milk which some mothers confessed to have 

given to infants. 

There are advertisements using a big vehicle, dancing, giving T-shirts and sachets.  Ordinary 

milk of a known brand is what they advertise but when mothers have no milk they end up 

giving infants the same milk (Respondent no 1 FGD001 Chelstone). 

I saw an ordinary milk powder being advertised on TV on all channels about baby food 

saying, for healthy babies, strong babies and growing fat (Respondent no 4 FGD 002 

Chelstone). 
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Labels 

Most mothers in Kalingalinga said that labels have flashy and enticing colors.  Others added that 

labels have a picture of a child crawling or a picture of smooth prepared porridge contrary to the Code 

and/or SI no 48 of 2006 of the Laws of Zambia. 

  Colors are flashy and enticing (Respondent no 7 FGD002 Kalingalinga) 

 

Figure 5:  Label with picture idealizing infant feeding 

 

Meanwhile, a mother in Chelstone said that manufacturers put a new look on the containers so that 

the mothers can think it’s better.  Manufacturers do this by changing the labels or putting an 

additional label that emphasizes the new look. 

New look on the containers so mothers can think it’s better (mother of 6 weeks old baby 

FGD004 Chelstone) 

 
Figure 6:  Label indicating new look on the container 
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Most mothers in Kalingalinga reported that the breast feeding message was not clear on some labels 

of breast milk substitutes including the expiry date.  They are not clearly seen unless one checks 

closely. 

Breastfeeding message is not eye catching.  It is not in broad letters unless you check 

especially on formula1 and formula2 (Respondent no 10 FGD002 Kalingalinga) 

Low price sales 

In Kalingalinga mothers reported tie-in-sales in nearby supermarkets.  Mothers were told to buy two 

and get one breast milk substitute free contrary to the Code and/or SI no. 48 of 2006 of the Laws of 

Zambia.  Similarly, in Chelstone mothers cited promotion in shops in the form of price reduction. 

They say buy two get one free in nearby supermarkets (Respondent no3 FGD002 

Kalingalinga) 

 

There are promotions in shops by reducing prices (Respondent no 4 FGD 004 Chelstone) 

 

Free gifts 

Some mothers reported that manufacturers were giving T-shirts as they came in the ground to 

promote their milk cereal brand.  In addition some mothers reported that a distributor was promising 

T-shirts promoting a milk cereal.     

They mostly give out T-shirts and glycerin, they come with a big vehicle, dancing, asking 

questions and give T-shirts, advertizing a milk cereal (Respondent no 2 FGD 002 

Kalingalinga). 

A wholesale at the market in Kalingalinga promised to bring T-shirts when we bought a milk 

cereal (Respondent no 3 FGD001 Kalingalinga). 

In Chelstone some mothers reported that manufacturers of ordinary milk were giving out T-shirt as 

they came to advertize their brand of ordinary milk.  They also gave out sachets of ordinary milk 

which some mothers confessed to have given to infants. 
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…giving T-shirts and sachets.  Ordinary milk of a known brand is what they advertise but 

when mothers have no milk they end up giving infants the same milk (Respondent no 1 FGD 

001 Chelstone). 

Posters 

Some mothers in Kalingalinga reported that there were posters promoting a brand of milk cereal.  

Others added that there were also maheu posters which encouraged the mothers to give unsuitable 

breast milk substitutes.  

Posters are there especially posters of milk cereal in shops (Respondent no 4 FGD 004 

Kalingalinga) 

 

   There are maheu posters (Respondent no 3 FGD 003 Kalingalinga) 

Painting shops 

Some mothers in Kalingalinga also reported that some shops were painted with a brand of breast milk 

substitute label contrary to the recommendations of the Code of Marketing Breast Milk Substitutes 

and/or SI No. 48 of 2006 of the Laws of Zambia. 

Painting shops with a milk cereal using their labels (Responded no.4 FGD002 Kalingalinga) 

5.5.4 Influences from distributors 

Shop owner’s advice 

 In chelstone, some mothers reported that shop owners were advising them on the brand of breast 

milk substitute to buy contrary to the Code of marketing breast milk substitutes and/or statutory 

instrument number 48 of 2006 of the Laws of Zambia. 

… I was also advised to buy formula1 by the shop keeper (mother of 6 months old baby 

FGD002 Chelstone).  
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CHAPTER SIX 

DISCUSSION 
Discussion 

We found that non-compliance with the Code and/or SI no 48 of 2006 of the Laws of Zambia by 

manufacturers and distributors in Kalingalinga and Chelstone was prevalent. Manufacturers who did 

not comply were advertizing breast milk substitutes to the general public, had offending labels and 

carried out low price sales of breast milk substitutes.  In addition, they were reported to be giving out 

free gifts to mothers and the general public while promoting breast milk substitutes (BMS).   They 

also conducted point of sale advertizing.   Furthermore, in Kalingalinga they were reported to be 

distributing information/educational materials in the form of posters and were painting shops with 

their brand of BMS.  Distributors who did not comply carried out special displays, such as displaying 

unsuitable products close to brands of BMS as well as setting BMS apart.  In addition, they gave 

advice to mothers on use of BMS.  Non-compliance with the Code and/or SI no. 48 was not 

significantly different between Kalingalinga and Chelstone.  This could have been due to the fact that 

the study populations in the two settings were similar.  Manufacturers and Distributors’ non-

compliance could have been enhanced by professional endorsement by health care workers who 

advised mothers on use of a particular brand of BMS.  It could have also been enhanced by factors 

underlying to mothers and their children. 

Manufacturers who did not comply were reported to be advertising to the general public on 

television, radio and in the open ground during which different brands of BMS were promoted.  

Similarly, in Thailand Television was cited to be the main source of information about BMS 

(Barennes et al., 2012a).  In addition, in the Phillipines advertisement messages about formula were 

reported (Howard L. Sobela and Nyunt-Ua, 2011)  Commercial promotion of breast milk substitutes 

through various channels contributes to an increase in artificial feeding (Ergin et al., 2013).  In the 

UK, for example advertizing had a negative impact on the prevalence of exclusive breastfeeding 

which was at 7% at 4 months (Hoddinott P, 2008).  According to the Mass media Regulation 3(a) in 

the Statutory Instrument No.48 of 2006 of the Laws of Zambia, all advertisements on TV, radio and 

in the open ground for breast milk substitutes are violations (GRZ, 2006).  In addition the Code 

Article 5 recommends that “there should be no advertising or other form of promotion to the general 
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public of products within the scope of the Code” (WHO, 1981).  However, the rampant advertising 

opportunities available to manufacturers undermine the efforts that support mothers to breastfeed.  

Direct marketing of BMS to the general public may influence the sharing of information within the 

communities.   In this study, most mothers reported that they learnt about giving a breast milk 

substitute to infants from relatives and friends similar to the findings of two studies conducted in 

Africa and Asia.  In Togo and Burkina Faso studies revealed that 17% of the mothers reported being 

advised to use BMS by relatives and friends.  Nine years later in Lao PDR, one of the East Asian 

countries 50% of the mothers also indicated that they were advised to use breast milk substitutes by 

relatives and friends (Aguayo et al., 2003, Barennes et al., 2012a).  There is a tendency to learn from 

others especially if information is given by respected people in the community. Families also tend to 

pass on information to help each other raise children. 

Photos/drawings on BMS labels were reported among non-compliant manufacturers.  These 

represented an infant thereby idealizing infant feeding.  This is similar to the findings in China and 

West Africa.  In China BMS had pictures of mother bear with a cub (Barennes et al., 2009, Barennes 

et al., 2012a).  While in Togo and Burkina Faso, images and texts idealizing use of BMS on the labels 

were reported (Aguayo et al., 2003).  Such labels generally contravene the laws and regulations 

governing BMS.  Article 9 of the Code states that “neither the container nor the label should have 

pictures of infants, nor should they have other pictures or text which may idealize the use of infant 

formula” (WHO, 1981).  Meanwhile, Regulation 11 and 12 of SI no. 48 of 2006 of the Laws of 

Zambia on labeling of breast milk substitutes states that “there should be no photograph, drawing or 

other graphic representation other than the illustrating method for preparation”(GRZ, 2006).  

Photos/drawings idealizing infant feeding as well as use of BMS encourage mothers to give BMS to 

children regarding them to be superior to breastfeeding.  This can in turn reduce on the prevalence of 

breastfeeding which could have negative health outcomes on infants and young children. 

Breast milk substitutes’ labels with unclear breastfeeding messages were also reported among non-

compliant manufacturers.  In a similar study in Lao mothers reported that breastfeeding messages 

were completely missing on 22.7% of the BMS labels (Barennes et al., 2012a).  In Article 9 of the 

Code it is stated that a label on BMS should have “a statement of the superiority of breastfeeding” 

and “a warning against the health hazards of inappropriate preparation” (WHO, 1981).  If 

breastfeeding messages are not clear mothers will not realize how superior breast feeding is over 
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artificial feeding.  They are more likely to opt for artificial feeding reducing on the prevalence of 

breastfeeding and ultimately increasing the chances of infections in infants and young children. 

Follow-up formula labels resembling with infant formula labels were more likely to cause non-

compliance among manufacturers in both study sites. The Code recommends that labels of infant 

formula and those of follow up formula should not resemble each other (WHO, 1981).  Unclear infant 

formula labels put infants at risk of gastro-intestinal problems as the mothers may be confused and 

end up buying and giving follow up formula to infants.   

Indicating use of feeding bottle on the labels was more likely to cause non-compliance among 

manufacturers.  The Code forbids use of feeding bottles (WHO, 1981) because cleaning and 

sterilizing them poses a challenge and they harbor microorganisms, some of which can be pathogenic, 

leading to high incidences of diarrhea and respiratory tract infections among infants and young 

children.       

Low price sales were reported in the shops (distributors).  In Kalingalinga mothers were being told to 

“buy two and get one free”. While in Chelstone general price reductions were reported.  In a similar 

study, it is the health facilities 9% in Togo and 16% in Burkina Faso which received free supplies in 

the form of donations (Aguayo et al., 2003).   The Code Article 6 and/or SI no. 48 of 2006 of the 

Laws of Zambia forbids giving free supplies, unless authorized by a relevant authority.  Any 

manufacturer or distributor who gives quantities of a product free of charge or at a price lower than 

80% of the retail price is not complying with the Code and/or SI no. 48 of 2006 of the Laws of 

Zambia.  In Zambia ‘relevant authority’ means the Permanent Secretary of the Ministry of Health 

(GRZ, 2006).  Breast milk substitutes at a reduced price can temporarily encourage mothers to opt for 

artificial feeding.  It is however not sustainable as mothers might not manage to buy the BMS later 

when the price is high.  This can lead to inadequate infant feeding and malnutrition.   

Free gifts in the form of T-shirts given by the manufacturers during promotion of BMS in open 

grounds were reported in Kalingalinga. Three studies had similar findings.  In Geneva, China and 

West Africa, it was the health workers who reported receiving gifts.  They received gifts of 

sponsorship, special grants for innovations in nutrition and water development.  They also received 

T-shirts, pens, food boxes, highlighters, measuring tapes, obstetric stethoscopes and note pads bearing 

a BMS brand (Brady, 2012, Barennes et al., 2012b, Aguayo et al., 2003).  In addition the study in 

China reported paddling pools for children and scooters given to mothers (Barennes et al., 2012a).    
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Article 5 of the Code forbids manufacturers and distributors to give any gifts that may promote BMS 

or bottle-feeding” (WHO, 1981).  In this study, only mothers reported having received gifts.    This 

may be an indicator that health care workers are fully aware of the Code and/or SI no. 48 of 2006 of 

the Laws of Zambia in Kalingalinga and Chelstone.  On the other hand manufacturers may be taking 

advantage of the ignorance of the mothers about the Code and the Zambian law that protects 

breastfeeding as well as the mothers’ inadequate knowledge about successful breastfeeding.  Giving 

free gifts to mothers may reduce on the prevalence of breastfeeding thereby increasing on morbidity 

and mortality in infants and young children.       

Point of sale advertizing was more likely to cause non-compliance with the Code and/or SI no. 48 

among manufacturers.  Mothers reported that manufacturers were promoting a particular brand of 

BMS to them at the point of sale (at the shops).  Similar findings were reported in China where 11% 

of the mothers were contacted by a sales representative at the shops to promote a brand of BMS 

(Barennes et al., 2012a).  The Code and/or Point of sale Regulation 3 and 5 of SI no. 48 of 2006 of 

the Laws of Zambia, forbids any gimmick to promote purchase or use of breast milk substitute at the 

point of sale (WHO, 1981, GRZ, 2006).   By promoting breast milk substitutes at the point of sale, 

manufacturers give mothers undue influence (WHO, 1981) to purchase and give infants breast milk 

substitutes. This practice may entice mothers to purchase BMS even when they do not need to do so 

later reducing of the prevalence of breastfeeding. 

Posters of a milk cereal brand and painting of shops with a milk cereal brand were reported in 

Kalingalinga.  Posters and painting of shops are forms of information and educational materials.    

This is consistent with the findings of the studies in China and West Africa.  In China  35% of posters 

promoting a brand of breast milk substitute were reported (Barennes et al., 2012a).  Leaflets with 

brand name and advantages of milk cereal were found in Burkina Faso (Barennes et al., 2008b).  

Regulation 3 and 10 of SI no 48 of 2006 of the Laws of Zambia on information and education, states 

that ‘information and education materials should contain objective and consistent information on 

breastfeeding’ (GRZ, 2006).  The Code article 5 as well as the mass media Regulation 3(a) of SI no. 

48 of 2006 of the Laws of Zambia, state that ‘all advertisements to the general public, including 

painting of shops with a label of a BMS brand are a violation’ (WHO, 1981, GRZ, 2006). Posters and 

painting of shops with brands of BMS erodes the value of breast milk, and may subsequently reduce 

on the prevalence of breastfeeding. 
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Displaying unsuitable products close to brands of BMS was more likely to cause non-compliance 

with the Code and/or SI no. 48 among distributors.  This is a form of special display meant to 

influence mothers to buy BMS.  Unsuitable products included custard, cremora, grown up milk 

cereals.  This could have given an impression to mothers that they could also be used for infant 

feeding.  Similarly, in West Africa, special displays were found in 44% of the sales and distribution 

outlets (Aguayo et al., 2003).  Regulation 12(3) and 12(4) in SI no. 48 states that distributors of milk 

products unsuitable for infant feeding violate the Regulations if they do not place a warning that the 

product is unsuitable for infants below six months (GRZ, 2006).  Such displays mislead mothers and 

reduce opportunities for receiving relevant information that may support their feeding and child care 

practices.  Unsuitable products used for infant feeding increase the risk of developing malnutrition in 

infants and young children. 

Giving advice to mothers promoting a particular brand of breast milk substitute by distributors was 

reported in Chelstone.  This violates Regulation3 and 10 on Information and Education in the SI no. 

48 of 2006 of the Laws of Zambia, which recommends that objective and consistent information on 

breastfeeding should be given to mothers (GRZ, 2006).  A shop keeper’s advice on the breast milk 

substitutes to use may be a business promotional gimmick which may ultimately reduce the 

prevalence of breastfeeding.     

Doctor’s advice on a particular BMS to use was reported in Chelstone.  Similar findings were 

reported in Togo and Burkina Faso whereby 52% and 17% of health workers respectively advised 

mothers to use a brand of BMS (Barennes et al., 2008a).  In addition, a study conducted in Lao also 

reported 26.5% of the mothers having been advised to use a BMS brand.  Doctors (89%) and nurses 

(65%) were the categories of health workers reported to have given advice on use of BMS (Barennes 

et al., 2012a).  Health workers particularly have an obligation to support, protect and promote 

breastfeeding (Declaration, 1990).  In addition in Article 4 of the Code, “Health authorities are 

supposed to take appropriate measures to encourage and protect breast-feeding and promote the 

principles of the Code”. It is therefore important that health workers “should give appropriate 

information and advice in relation to their responsibilities”(WHO, 1981).  Furthermore, according to 

Information and Education Regulation 3 and 10 of SI no 48 of 2006 of the Laws of Zambia, health 

workers are not supposed to confer professional endorsement for any breast milk (GRZ, 2006).  

Health worker advice on use of a BMS may be interpreted to be medical advice by mothers and could 

later negatively impact on the prevalence of breastfeeding. 
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Non-compliance with the Code and/or SI no 48 of 2006 of the Laws of Zambia by manufacturers and 

distributors may be enhanced by factors that are underlying to mothers and their children.  These 

factors make mothers with their children vulnerable to unethical marketing of breast milk substitutes.  

Manufacturers and distributors use them to target mothers posing as though they were partners in 

ensuring the health of infants and young children.  These factors include knowledge of the mothers 

about breastfeeding as well as knowledge of the law that protects breastfeeding in Zambia.  Others 

are perceived low milk production, working mother, personal modesty and perceived benefits.  

Furthermore, mode of delivery, traditional beliefs, standard of living and inadequate information 

about the storage of expressed breast milk were implicated for mothers opting for BMS.   

Knowledge of the mothers about the importance of breastfeeding and the risks of giving children 

BMS is key in reducing on the prevalence non compliance with the Code and/or SI no. 48 of 2006 of 

the Laws of Zambia by manufacturers and distributors.  Most mothers however demonstrated that 

they were knowledgeable about breastfeeding and the risks of giving infants and young children 

breast milk substitutes.  It was clear that mothers learnt about breast feeding from health facilities 

when they attended antenatal and child health services. Similarly, in a study conducted in Southern 

Province, in Zambia, information about breastfeeding was mostly obtained from hospitals (Fjeld et 

al., 2008).  From these observations, it is clear that there is need to continue providing supportive 

information to mothers so that they are not influenced to use BMS.  In this study, despite the mothers’ 

knowledge of breastfeeding most mothers opted for breast milk substitutes.  This is contrary to the 

finding of a study in the US where perceived benefits of breastfeeding were found to be negatively 

associated with initiation of formula (McCann et al., 2007).  All the mothers interviewed however, 

had no knowledge of the Code and the Zambian Law that protects breastfeeding, an indication that 

mothers may fall prey to promotion of BMS.  The mothers’ ignorance about the Code and/or SI 48 

can be a loop hole for manufacturers to have direct contact with them when marketing their products 

(WHO, 1981).   

Perceived low milk production, particularly when the child is two to three months old made mothers 

to opt for BMS.  This was judged by a crying child who was perceived to be crying of hunger.  

Similar observations were noted in an earlier study in Chelstone (Nchimunya, 2015).  However, a 

child may cry due to a number of reasons such as wet nappy, illness, feeling dirty and feeling 

uncomfortable.  Therefore, mothers need not panic and rush into giving breast milk substitutes 

thinking that the child is crying of hunger (MOH, 2008). 
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Insufficient milk production in the first week following delivery was cited by mothers opting for 

BMS. This is in agreement with  findings from two separate studies carried out in China, where 86% 

and 35% of the mothers gave breast milk substitutes claiming that they had insufficient milk (Tang et 

al., 2014, Barennes et al., 2012a). In Zambia insufficient milk was implicated in using BMS as an 

alternative (de Jager et al., 2012, Nchimunya, 2015).  Insufficient milk production in the first week 

following delivery is a natural phenomenon, particularly in the first three days when the first milk 

called colostrum is produced.  Nonetheless, the quantity of milk in the first few days is adequate for 

the human infant (MOH, 2008) and mothers need not panic during this period.  In the United States 

of America, mother’s concerns about insufficient milk were strongly associated with formula 

supplementation (McCann et al., 2007).  Colostrum is critical in supporting the child’s immune 

system. Giving breast milk substitutes in the first three days could make the infant miss the passive 

immunity found in colostrum and puts the infant at risk of developing infections earlier in life leading 

to increased morbidity and mortality in infants and young children (MOH, 2008). It is important that 

mothers are made aware of the importance of breastfeeding and lactation management.    

Working mothers were reported to be opting for BMS.  These were mostly mothers who did not 

qualify for maternity leave.  In addition mothers cited short maternity leave to be the cause of them 

opting for breast milk substitutes.  The maximum period of maternity leave in Zambia is three 

months.   Most mothers reported giving BMS to their children below six weeks.  Others started giving 

at two, three and four months.  They mostly gave formula followed by milk cereal. These were 

mainly introduced to infants and young children as supplements when the mother was away for work 

during the day.  This is similar to the findings of an earlier study in Chelstone where working mothers 

opted for BMS (Nchimunya, 2015).  Furthermore, difficulties associated with storage of expressed 

breast milk made working mothers to opt for BMS.  Similar studies from China and Zambia cited 

being employed as one of the reasons that made exclusive breastfeeding a challenge (Tang et al., 

2014, Barennes et al., 2012a, de Jager et al., 2012, Nchimunya, 2015).  Even though the mother may 

be working, giving BMS early in the infant’s life may not be sustainable.  This may lead to mixed 

feeding with non-nutritious or over-diluted feeds; and may in turn increase the prevalence of 

malnutrition among infants.  In addition, the feeds may be prepared under hygienically compromised 

conditions while the mother is at work thereby increasing the risk of common childhood infections 

such as diarrhea, respiratory tract infections and middle ear infections (MOH, 2008).  Challenges 

associated with mixed feeding indicate inadequate and ineffective messages about breastfeeding.  
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Personal modesty among mothers was reported to be one of the causes of the tendency to opt for 

BMS.  Young mothers influenced each other in the community saying that breastfeeding could cause 

the breasts to lose shape and sag.  They also feared to lose weight.  Similarly in the US and 

Chelstone, young women opted for formula in order to maintain the shape of their bodies and breasts 

(McCann et al., 2007, Nchimunya, 2015).  Such mothers are a target for manufactures and 

distributors of breast milk substitutes, a situation that violates the Code and/or SI no. 48 of 2006 of 

the Laws of Zambia.  Infants and young children denied breastfeeding and depending on artificial 

milk are prone to the risk of common child hood illnesses such as diarrhea, respiratory tract 

infections, middle ear infections as well as malnutrition and ultimately death (MOH, 2008).  Personal 

modesty could also be an indicator of poor breastfeeding messages and ultimately inadequate 

knowledge on benefits of breastfeeding for children as well as mothers. 

The fear of transmitting the Human Immunodeficiency Virus (HIV) infection made mothers to opt for 

BMS.  Similarly, in  three separate studies in UK, China and Zambia the mothers used BMS for 

replacement feeding (Hoddinott P, 2008, Barennes et al., 2012a, Nchimunya, 2015). Feeding with 

BMS in case of HIV infection may put the child at risk of malnutrition and ultimately death, 

particularly in situations where it is not acceptable, feasible, affordable, sustainable and safe 

(AFASS) (Doherty et al., 2007).   In the case of HIV infection, it is important to consult health 

experts in infant and young child feeding. There is also need to intensify educating mothers about 

infant and young child feeding in the context of HIV/AIDS.   

Perceived benefits such as enhancing weight gain and bowel movement in children influenced 

mothers to give BMS.  Similarly in the UK and China, mothers believed that such a child would grow 

fast and that BMS had added vitamins (Hoddinott P, 2008, Barennes et al., 2012a).  Enhancing 

movement of bowel using BMS may be more harmful than beneficial.  The intestines of the child 

may end up being bruised and become susceptible to infections (MOH, 2008).  Perceived benefits of 

BMS show that benefits of breastfeeding are still unclear to the mothers.   

Mode of delivery, particularly the caesarian section made mothers in Chelstone to opt for BMS.  

They gave BMS to infants for at least one day when they were still feeling too weak to breastfeed.  In 

an earlier study in Chelstone, it was found that mothers who gave birth by caesarian section had 

challenges about exclusive breastfeeding (Nchimunya, 2015).  However, a human infant could stay 

for a day for the mother to recover before initiation of breastfeeding.  Giving breast milk substitutes 



63 
 

to an infant early in life, could introduce infections from contaminated milk and feeding bottle to an 

infant.  It could also interfere with uptake of the first milk (colostrum).  This milk is rich in 

immunoglobulins conferring passive immunity that the infant needs (MOH, 2008). 

A traditional belief, ‘Icibele’ in Chelstone was yet another reason for mothers opting for BMS.  

‘Icibele’ is a Bemba word implying that some mothers may not breastfeed in public fearing that if 

they breastfeed at the same time and in the same place with the mother who did some traditional 

medicine on her child, their children who have not experienced the traditional ritual would end up 

getting sick.  According to mothers, the signs and symptoms of ‘Icibele’ are vomiting and passing of 

milky watery stool. In the US, perceived barriers to breastfeeding in public were positively associated 

with formula initiation (McCann et al., 2007).  Initiating formula feeding to children could affect their 

growth and development and could also expose them to food and water born infections early in life 

resulting in high morbidity and mortality among infants and young children (MOH, 2008). The 

influence of traditional beliefs on infant feeding could be reduced if mothers appreciate the 

importance of breastfeeding more.   

Furthermore, improved disposable income among mothers influenced them to opt for BMS.  

Similarly findings from earlier studies reported that breast feeding declines with improved living 

standards in developing countries (McCann et al., 1981).  Contrary around the same time in the  UK 

and US, higher family income was associated with greater incidence and duration of breastfeeding 

reducing the incidence of formula feeding (Martin, 1978, Martinez and Dodd, 1983, Martinez and 

Stahle, 1982, McKean et al., 1975).  It is possible other interventions may have been applied in the 

UK and US to favorably opt for breastfeeding and not BMS.  When people are well informed about 

the advantages of breastfeeding, they are likely to opt for it.   

Lastly, inadequate information on storage of expressed breast milk influenced mothers to opt for 

BMS in Chelstone.  Inadequate information on the storage of expressed breast milk could hinder 

mothers from expressing and leaving breast milk for their infants and therefore defeat the whole 

purpose of breast feeding even when the mother is away from home.  This increases the incidence of 

artificial feeding.  A child who refuses to breastfeed could also false the mothers to give artificial 

feeding.  This area requires more research to determine the factors associated with the child refusing 

to breastfeed. 

 



64 
 

Limitations  

The study provided a basis for understanding the complexities associated with non-compliance with 

the Code and/or SI no. 48 of 2006 of the Laws of Zambia.  However, the results may not be 

generalized to the whole Zambia, as the investigation focused on two urban communities in the 

capital city Zambia.  Conditions related to breastfeeding and use of BMS could be different in other 

residential areas.  In addition, promotional activities may vary from place to place.  However, the 

nature of violations of the code and/or SI no 48 of 2006 of the Laws of Zambia, suggest systematic 

contravention.  It would be reasonable to believe that similar violations are occurring in other 

residential areas.  Generally, health workers were aware of the fact that manufacturers are not 

supposed to have direct contact with them.  In responding to questions that hinted on the relationship 

between them and manufacturers, their prior knowledge could have influenced their responses. 

Mothers were also aware of the fact that health facilities were against use of breast milk substitutes.  

Therefore, using health workers to interview them would have prevented them to express themselves 

freely and therefore could have affected the outcome of the findings.  

There is need for further investigation to understand areas that are not captured as well as to answer 

some of the questions raised.  These could include the causes of symptoms that mothers regard to be 

symptoms of ‘Icibele’ as well as what causes children to stop breastfeeding on their own before two 

years of age.   

Conclusion 

Non compliance with the International Code of Marketing Breast Milk Substitutes and/or SI no.48 of 

2006 of the Laws of Zambia is prevalent in Kalingalinga and Chelstone after 10 years of the 

enactment of Statutory Instrument number 48.  Several factors associated with non compliance by 

manufacturers and distributors have been found.   

Manufacturers who did not comply were; advertizing on television and radio, had enticing pictures 

and text on the labels and conducted low price sales.  In addition they gave free gifts to the general 

public and conducted point of sale advertizing.  In Kalingalinga alone, manufacturers were 

distributing information and educational materials in the form of posters and painting of shops.  Non-

compliance by distributors was due to special displays particularly displaying unsuitable products 

close to brands of breast milk substitutes.  In chelstone alone giving advice to mothers on use of 
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breast milk substitutes was found to be associated with non-compliance by distributors.  This study 

has also revealed that mothers get advice on use of breast milk substitutes from friends and relatives 

as well as from health workers citing doctors. 

Underlying factors making mothers vulnerable to unethical marketing of breast milk substitutes found 

include; lack of knowledge of the code, perceived low milk production and busy mother.  In addition, 

personal modesty, poor health of the mother and perceived benefits make mothers opt for breast milk 

substitutes.  Furthermore, mode of delivery, traditional beliefs and standard of living also made 

mothers opt for breast milk substitutes.  Lastly, a child who refuses to breastfeed cited in Chelstone 

and age of the child made mothers opt for BMS. 

Recommendations 

Non-compliance with the Code and/or SI no 48 of 2006 of the Laws of Zambia by manufacturers and 

distributors shows inadequate enforcement of the Law.  The underlying reasons for mothers opting 

for breast milk substitutes coupled with lack of knowledge about the Zambian Law that protects 

breastfeeding show gaps in knowledge about breastfeeding among mothers.  Advice by health 

workers on use of breast milk substitutes show gaps in knowledge about breastfeeding among health 

workers.  All this can translate into low prevalence of breastfeeding increasing on morbidity and 

mortality in infants and young children.   

Lusaka district health office as well as Kalingalinga and Chelstone health facilities should ensure 

adequate routine law enforcement to control the unethical marketing of breast milk substitutes.  

Particular attention should be paid on advertisements on radio and TV, manufacturers’ information 

and educational materials such as posters and painting of shops as well as labeling.  Manufacturers’ 

activities at the point of sale should also be monitored.  These include; advertizing, low price sales as 

well as free gifts.  Distributors’ influences on the choice of infant feeding by mothers should equally 

be controlled.  Particular attention should be paid on special displays particularly displaying 

unsuitable products close to brands of BMS and giving advice to mothers on use of breast milk 

substitutes.   

In addition, there is need to refocus infant and young child feeding messages in nutrition to address 

the gaps.  Some suggested messages to focus on are; Breastfeeding and the Zambian law, 

breastfeeding and caesarian section, breastfeeding in the first week following delivery (Lactation 
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management), breastfeeding when away from home (expressing breast milk) and breastfeeding in 

illness such as HIV/AIDS focusing on the latest guidelines on Prevention of Mother to Child 

Transmission (PMTCT) of HIV.  The appropriate channels for effective behavior change 

communication to address the gaps should be found.  Meanwhile there is need to scale up this 

research in other residential areas.  Furthermore, the causes of the symptoms associated with ‘Icibele’ 

as well as the causes for refusing and then stopping to breast feed in children below the age of two 

years should be further investigated. 
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APPENDICES 

Appendix 1:  Indicating bottle use, picture idealizing infant feeding and teats 

 

Figure 7:  Label indicating use of feeding bottle 

 

 

Figure 8:  Teats 
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Appendix 2: Information Sheet for health workers 
Factors associated with non-compliance with the Code of Marketing Breast Milk Substitutes in 

Kalingalinga Compound, Lusaka, Zambia. 

Principal Investigator: Priscilla Funduluka 

Purpose of the Research Project 

The reason for this study is collect information that will help us know the extent of compliance with 

the Code of Marketing Breast Milk Substitutes and the reasons why health workers and mothers fail 

to comply in Kalingalinga.  We hope talking to you would help in developing interventions that will 

improve the health and wellbeing of infants and young children and their mothers in Kalingalinga 

through improved prevalence of exclusive breastfeeding. 

Why are you being asked to participate? 

Participants for this study are from Kalingalinga Compound as well as Kalingalinga Health Facility.  

Among them are mothers with children below ix (6) months of which you are one of them as well as 

health workers such as Doctors and Nurses.  Overall, we expect about 288 people to participate. 

Procedures 

If you allow us to talk to you, we will ask you to take part in an interview that will take about 30 

minutes.  It will be done in private place.  We may also write notes on what you are going to say.  If 

there is some information you feel should not be recorded, feel free to say so.  If you allow us to 

write, the information will help us fully understand what you are saying.  Your name will not be 

written/recorded. 
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Risks/discomforts 

We don’t expect you to have any major problems because of your participation in this study.  We 

would also like to assure you that the information we will get from you would not be shared with 

anyone outside the research the team. 

Benefits 

There are no direct benefits to you, but what we will learn from you in this study will help us come 

up with activities to improve on the health status of infants and young children in Kalingalinga 

compound.  It will also help us find better ways of working with your community on developing 

solutions that affect the Infants and Young Children in Kalingalinga. 

Payment 

There is no payment for participating in this programme as this is part of the health care delivery 

system.  However, refreshments will be provided during the time you will spend in this study. 

Protecting data confidentiality 

We will not put names on any information collected from you.  Instead we will use numbers for 

identification.   

What happens if you don’t want to participate or decide to leave the interview early? 

You are free to decide whether you want to take part in this study.  You are also free to leave at any 

point during the interview.  Furthermore, you are free not to answer any questions that you are not 

comfortable with and this will not bring any problem to you.  Whether you decide to participate or 

leave early, we will give you a token (a packet of boom) for the time you have spent in the study. 

Who to call if you have questions or problems  

 Call Priscilla Funduluka, on cell 0977 822963 for any further information 

 Call or contact the Department of Public Health of the School of Medicine, University 

of Zambia, if there are questions about your rights or you have been treated unfairly or 

have other concerns.  The Department of Public Health contact information is 260-1-

290258, P.O. Box 50110, UNZA, Lusaka 
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Appendix 3: Consent form for health workers 
What does my signature (or thumbprint/mark) on this consent form mean? 

My signature (or thumbprint/mark) on this form means: 

 I have been informed about this study’s purpose, procedures, possible benefits and risks. 

 I have been given the chance to ask questions before I sign. 

 I have voluntarily agreed to participate in this study. 

 

Name of participant  Signature of participant  Date 

 

Name of person  Signature of person   Date   

Obtaining consent  obtaining consent 

                                          

                                     Ask the participant to mark a “left thumb impression” in this box if 

                                       the participant in unable to provide a signature above. 

  

 

Name of witness if the person giving  Signature of witness  Date 

Consent cannot read and write 
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Appendix 4: Information Sheet for mothers  
(Nyanja) 

PEPALA LA OTHENGAMO MBALI MUKUFUNSIDWA - AZIMAYI  

Mugwirizano wa malamulo wa kugulisa zakudya zolowa m’malo mwa kuyamwisa mu Kalingalinga 

ndi ku Chelstone, Lusaka, Zambia.  

Mwini Wofufuza: Priscilla Funduluka 

NO: 

Choyamba 

Pumzirololi la chitidwa pansi pa University ya Zambia kuno ku Kalingalinga/Chelstone. Puzirololi ili 

pa kadyesedwe ka ana amusinku ochepela miyezi 6. 

Chifuno cha kufufuzaku 

Chifukwa cha punziloli ndi kupeza malingalilo amene angatithadize kuzi mulingo umene kugwilizana 

ndi malamulo akagulisidwe a zakudya zolowa mumalo mwa kuyamwisa ndiponso zopangisa azimayi 

kuti azipasa ana ao zolowa mumalo akuyamwisa. Tikuyebekezela kuti kulakhula nanu kuzatithadiza 

kusitha umoyo wa ana ndi amai ao mu Kalingalinga/Chelstone kupyolela mu kuyamwisa chabe basi.  

Chifukwa ninji mufusidwa kuti mutengemo mbali?  

Otengamo mbali muphuziloli ndi aku Kalingalinga/Chelstone. Pakati pawo ndi azimayi ali ndi ana 

amiyezi 6 ndi chepelapo amene inuyo muli umodzi wa iwo kuphatikizapo azachipatala monga 

madokotala ndi manesi. Ena ache ndi eni masitolo mu Kalingalinga/Chelstone. Tikufuna anthu 

okwanila 364 kuti atengemo mbali.    

Kachitidwe kake 

Ngati mwatilola kuti tikufunseni, tizakupempani kuti mutengeko mbali mu kufufuza komwe 

kuzatenga mpidi 30. Kuzachitidwa mwa chinsinsi. Tikoza kulembako zina pa zimene muzatiuza 

Ngati pali zina zimene mufuna kuti zisalembedwe kalani omasuka kunena. Ngati muzativomeleza 

kulemba uthengau uzatithandiza kumvesesa zimene mukunena. Dzina lanu silizalembedwa.    
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Zovuta zolowesedwamo  

Sitikuyembekezela kuti muzakhala ndi vuto lalikulu pa kutengamo mbali kwanu.Tikufuna 

kukusimikizilani kuti uthenga umene tizatenga kwa inu sitizagawana ndi wina aliyense kunja kwa 

gulu lofufuza, Ngakale zili conco muzafunika kutipasa nkhani za umwini.   

Mapindu 

Palibe mapindu achindunji kwa inu koma zimene tiphunzire kwa inu kuzatithandiza kuti tipeze njila 

zopangisila kuti umoyo wa ana ukhale wa bwino mu Kalinganlinga/Chestone.  

Malipilo  

 Kulibe malipilo aliwonse kwa otengako mbali mukufukuzaku  cifukwa ndi mbali ya zaumoyo. 

Ngakale zili conco ndalama  yoyendela(K30) pa ntawi ya mapuzilowa izapelekedwa.   

Kuchinjiliza chinsinsi 

Sitizaika maina pa uthenga uliwonse wumene tizatenga kwa inu. M’mumalo mwake tizagwirisa ncito 

ma nambala monga zizindikilo. Uthengau tizausungila mu kompyuta ndi mau achinsinsi.  

Nchiyani chigachitike ngati simukufuna kutengamo mbali kapena mufuna kuleka kufunsa 

mwamusanga? 

Muli omasuka kusanka kutengamo mbali mupunziloli. Muli omasukanso kuleka nthawi ina iliyonse 

ya kufusa. Mulinso omasuka kusayankha mafuso amene salibwino kwa inu ndipo palibe vuto 

iliyonse. Ngakale mwatengamo kapena mwalekela pa njila koma tizakupasani ndalama yoyendela 

(K30) pa nthawi imene mwataya papunziloli.     

Amene mungafikile ngati mwakala ndi mafunso kapena mavuto 

Ibilani foni Priscilla Funduluka, pa 0977 822963 ngati pali zina zoonjezeleka 

Tumilani lamiya wa kumpando University ya Zambia, Biomedical Ethics Committee (UNZABREC) 

ku sukulu ya zamankwala;  

P.O Box 50110, Lusaka, Zambia.  

TeleFone: 0211 256067.  

Emelo: unzarec@zamtel.zm 

 

 

 

mailto:unzarec@zamtel.zm
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Appendix 5: Consent forms for mothers  
(Nyanja) 

Pepala la Chilolezo 

Kodi siginechala yanga (chizindikilo ca chikumo) pa pepalali zitanthauza ciyani? 

Siginechala yanga (chizindikilo ca chikumo) pa pepalali zitanthauza :  

Nauzidwa zachifuno, kachitidwe kake, mapindu and zoopya zake.  

Ndapasidwa mwayi wofunsa mafuso nikalibe kusaina. 

Nazifunila kuti nitegemo mbali mupuziloli. 

 

Dzina la wotengamo mbali  siginecha ya wotengamo mbali  Siku 

 

Dzina la munthu wopempa           siginecha ya munthu wopempa  siku 

chilolezo    chilolezo     

    

                                          

                                    Pempani wotengamo mbali kuti aike chizindikilo chachikumo chikulu cha                                            

                                    Kuzanja  

                                

 

Dzina la mboni ngati wopeleka                         siginecha ya mboni               siku 

Chilolezo sangawelenge ndi kulemba 
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Appendix 6: Information sheet for focus group discussion  
(Nyanja) 

PEPALA LA OTENGAMO MBALI MUKUFUNSIDWA – BUNGWE LOKABILANA LA 

AZIMAYI  

Mutu wa phunzilo:  Mugwirizano wa malamulo wa kugulisa zakudya zolowa m’malo mwa 

kuyamwisa mu Kalingalinga ndi ku Chelstone, Lusaka, Zambia.  

Mwini Wofufuza: Priscilla Funduluka 

NO: 

Choyamba 

Pumzirololi la chitidwa pansi pa University ya Zambia kuno ku Kalingalinga/Chelstone. Puzirololi ili 

pa kadyesedwe ka ana amusinku ochepela miyezi 6. 

Chifuno cha kufufuzaku 

Chifukwa cha punziloli ndi kupeza malingalilo amene angatithadize kuzi mulingo umene kugwilizana 

ndi malamulo akagulisidwe a zakudya zolowa mumalo mwa kuyamwisa ndiponso zopangisa azimayi 

kuti azipasa ana ao zolowa mumalo akuyamwisa. Tikuyebekezela kuti kulakhula nanu kuzatithadiza 

kusitha umoyo wa ana ndi amai ao mu Kalingalinga/Chelstone kupyolela mu kuyamwisa chabe basi.  

Chifukwa ninji mufusidwa kuti mutengemo mbali?  

Otengamo mbali muphuziloli ndi aku Kalingalinga/Chelstone. Pakati pawo ndi azimayi ali ndi ana 

amiyezi 6 ndi chepelapo amene inuyo muli umodzi wa iwo kuphatikizapo azachipatala monga 

madokotala ndi manesi. Ena ache ndi eni masitolo mu Kalingalinga/Chelstone. Tikufuna anthu 

okwanila 364 kuti atengemo mbali.    

Kachitidwe kake 

Ngati mwatilola kuti tikufunseni, tizakupempani kuti mutengeko mbali mu kufufuza komwe 

kuzatenga mpidi 30. Kuzachitidwa mwa chinsinsi. Tikoza kulembako zina pa zimene muzatiuza 

Ngati pali zina zimene mufuna kuti zisalembedwe kalani omasuka kunena. Ngati muzativomeleza 

kulemba uthengau uzatithandiza kumvesesa zimene mukunena. Dzina lanu silizalembedwa.    
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Zovuta zolowesedwamo  

Sitikuyembekezela kuti muzakhala ndi vuto lalikulu pa kutengamo mbali kwanu.Tikufuna 

kukusimikizilani kuti uthenga umene tizatenga kwa inu sitizagawana ndi wina aliyense kunja kwa 

gulu lofufuza, Ngakale zili conco muzafunika kutipasa nkhani za umwini.   

Mapindu 

Palibe mapindu achindunji kwa inu koma zimene tiphunzire kwa inu kuzatithandiza kuti tipeze njila 

zopangisila kuti umoyo wa ana ukhale wa bwino mu Kalinganlinga/Chestone.  

Malipilo  

 Kulibe malipilo aliwonse kwa otengako mbali mukufukuzaku  cifukwa ndi mbali ya zaumoyo. 

Ngakale zili conco ndalama  yoyendela(K30) pa ntawi ya mapuzilowa izapelekedwa.   

Kuchinjiliza chinsinsi 

Sitizaika maina pa uthenga uliwonse wumene tizatenga kwa inu. M’mumalo mwake tizagwirisa ncito 

ma nambala monga zizindikilo. Uthengau tizausungila mu kompyuta ndi mau achinsinsi.  

Nchiyani chigachitike ngati simukufuna kutengamo mbali kapena mufuna kuleka kufunsa 

mwamusanga? 

Muli omasuka kusanka kutengamo mbali mupunziloli. Muli omasukanso kuleka nthawi ina iliyonse 

ya kufusa. Mulinso omasuka kusayankha mafuso amene salibwino kwa inu ndipo palibe vuto 

iliyonse. Ngakale mwatengamo kapena mwalekela pa njila koma tizakupasani ndalama yoyendela 

(K30) pa nthawi imene mwataya papunziloli.     

Amene mungafikile ngati mwakala ndi mafunso kapena mavuto 

Ibilani foni Priscilla Funduluka, pa 0977 822963 ngati pali zina zoonjezeleka 

Tumilani lamiya wa kumpando University ya Zambia, Biomedical Ethics Committee (UNZABREC) 

ku sukulu ya zamankwala;  

P.O Box 50110, Lusaka, Zambia.  

TeleFone: 0211 256067.  

Emelo: unzarec@zamtel.zm 

 

 

 

mailto:unzarec@zamtel.zm
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Appendix 7: Consent form for focus group discussion  
(Nyanja) 

Pepala la Chilolezo 

Kodi siginechala yanga (chizindikilo ca chikumo) pa pepalali zitanthauza ciyani? 

Siginechala yanga (chizindikilo ca chikumo) pa pepalali zitanthauza :  

Nauzidwa zachifuno, kachitidwe kake, mapindu and zoopya zake.  

Ndapasidwa mwayi wofunsa mafuso nikalibe kusaina. 

Nazifunila kuti nitegemo mbali mupuziloli. 

 

Dzina la wotengamo mbali  siginecha ya wotengamo mbali  Siku 

 

Dzina la munthu wopempa           siginecha ya munthu wopempa  siku 

chilolezo    chilolezo     

    

                                          

                                    Pempani wotengamo mbali kuti aike chizindikilo chachikumo chikulu cha                                            

                                    Kuzanja  

                                

 

Dzina la mboni ngati wopeleka                         siginecha ya mboni               siku 

Chilolezo sangawelenge ndi kulemba 
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Appendix 8: Information sheet for shop owners  
(Nyanja) 

PEPALA LA OTENGAMO MBALI MUKUFUNSIDWA – ENI A SITOLO 

Mutu wa phunzilo:  Mugwirizano wa malamulo wa kugulisa zakudya zolowa m’malo mwa 

kuyamwisa mu Kalingalinga ndi ku Chelstone, Lusaka, Zambia.  

Mwini Wofufuza: Priscilla Funduluka 

NO: 

Choyamba 

Pumzirololi la chitidwa pansi pa University ya Zambia kuno ku Kalingalinga/Chelstone. Puzirololi ili 

pa kadyesedwe ka ana amusinku ochepela miyezi 6. 

Chifuno cha kufufuzaku 

Chifukwa cha punziloli ndi kupeza malingalilo amene angatithadize kuzi mulingo umene kugwilizana 

ndi malamulo akagulisidwe a zakudya zolowa mumalo mwa kuyamwisa ndiponso zopangisa azimayi 

kuti azipasa ana ao zolowa mumalo akuyamwisa. Tikuyebekezela kuti kulakhula nanu kuzatithadiza 

kusitha umoyo wa ana ndi amai ao mu Kalingalinga/Chelstone kupyolela mu kuyamwisa chabe basi.  

Chifukwa ninji mufusidwa kuti mutengemo mbali?  

Otengamo mbali muphuziloli ndi aku Kalingalinga/Chelstone. Pakati pawo ndi azimayi ali ndi ana 

amiyezi 6 ndi chepelapo amene inuyo muli umodzi wa iwo kuphatikizapo azachipatala monga 

madokotala ndi manesi. Ena ache ndi eni masitolo mu Kalingalinga/Chelstone. Tikufuna anthu 

okwanila 364 kuti atengemo mbali.    

Kachitidwe kake 

Ngati mwatilola kuti tikufunseni, tizakupempani kuti mutengeko mbali mu kufufuza komwe 

kuzatenga mpidi 30. Kuzachitidwa mwa chinsinsi. Tikoza kulembako zina pa zimene muzatiuza 

Ngati pali zina zimene mufuna kuti zisalembedwe kalani omasuka kunena. Ngati muzativomeleza 

kulemba uthengau uzatithandiza kumvesesa zimene mukunena. Dzina lanu silizalembedwa.    
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Zovuta zolowesedwamo  

Sitikuyembekezela kuti muzakhala ndi vuto lalikulu pa kutengamo mbali kwanu.Tikufuna 

kukusimikizilani kuti uthenga umene tizatenga kwa inu sitizagawana ndi wina aliyense kunja kwa 

gulu lofufuza, Ngakale zili conco muzafunika kutipasa nkhani za umwini.   

Mapindu 

Palibe mapindu achindunji kwa inu koma zimene tiphunzire kwa inu kuzatithandiza kuti tipeze njila 

zopangisila kuti umoyo wa ana ukhale wa bwino mu Kalinganlinga/Chestone.  

Malipilo  

 Kulibe malipilo aliwonse kwa otengako mbali mukufukuzaku  cifukwa ndi mbali ya zaumoyo. 

Ngakale zili conco ndalama  yoyendela(K30) pa ntawi ya mapuzilowa izapelekedwa.   

Kuchinjiliza chinsinsi 

Sitizaika maina pa uthenga uliwonse wumene tizatenga kwa inu. M’mumalo mwake tizagwirisa ncito 

ma nambala monga zizindikilo. Uthengau tizausungila mu kompyuta ndi mau achinsinsi.  

Nchiyani chigachitike ngati simukufuna kutengamo mbali kapena mufuna kuleka kufunsa 

mwamusanga? 

Muli omasuka kusanka kutengamo mbali mupunziloli. Muli omasukanso kuleka nthawi ina iliyonse 

ya kufusa. Mulinso omasuka kusayankha mafuso amene salibwino kwa inu ndipo palibe vuto 

iliyonse. Ngakale mwatengamo kapena mwalekela pa njila koma tizakupasani ndalama yoyendela 

(K30) pa nthawi imene mwataya papunziloli.     

Amene mungafikile ngati mwakala ndi mafunso kapena mavuto 

Ibilani foni Priscilla Funduluka, pa 0977 822963 ngati pali zina zoonjezeleka 

Tumilani lamiya wa kumpando University ya Zambia, Biomedical Ethics Committee (UNZABREC) 

ku sukulu ya zamankwala;  

P.O Box 50110, Lusaka, Zambia.  

TeleFone: 0211 256067.  

Emelo: unzarec@zamtel.zm 
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Appendix 9: Consent form for shop owners  
(Nyanja) 

Pepala la Chilolezo 

Kodi siginechala yanga (chizindikilo ca chikumo) pa pepalali zitanthauza ciyani? 

Siginechala yanga (chizindikilo ca chikumo) pa pepalali zitanthauza :  

Nauzidwa zachifuno, kachitidwe kake, mapindu and zoopya zake.  

Ndapasidwa mwayi wofunsa mafuso nikalibe kusaina. 

Nazifunila kuti nitegemo mbali mupuziloli. 

 

Dzina la wotengamo mbali  siginecha ya wotengamo mbali  Siku 

 

Dzina la munthu wopempa           siginecha ya munthu wopempa  siku 

chilolezo    chilolezo     

    

                                          

                                    Pempani wotengamo mbali kuti aike chizindikilo chachikumo chikulu cha                                            

                                    Kuzanja  

                                

 

Dzina la mboni ngati wopeleka                         siginecha ya mboni               siku 

Chilolezo sangawelenge ndi kulemba 
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Appendix 10: FGD question guide, questionnaires and letters of approval 

MUGWIRIZANO WA LAMULO LA MALONDA A ZAMULOWA MALO WA 

KUYAMWISA PAKATI PA OPANGA NDI OGULITSA MU  KALINGALINGA 

NDI MU CHELSTONE, LUSAKA, ZAMBIA (Nyanja). 

CHITSOGOZO CHA MAFUNSO AMAKABITSILANO AMAGULU  

CHOLINGA  

Kuona zinthu zimene zimapangitsa azimayi kuti afune BMS mwa Kalingalinga ndi Chelstone 

monga zotulukapo kusagwirizana kwa opanga ndi ogulitsa ndi lamulo. 

  MAFUNSO 

1. Kodi ndi mapindu ati akuyamwitsa? 

2. Kodi ndi ngonzi zotani zimene zilipo za kudyetsa makanda zakudya za amulowa mu malo 

akuyamwitsa?  

3. Kodi ndi zifukwa zotani zimene amayi a ana ochepela miyezi 6 amapereka zopasila ana awo 

zakudya za amulowa malo akuyamwitsa?   

4. Nanga n’chiyani chimapangitsa azimayi wa kugwiritsila nchito amulowa malo a kuyamwitsa?  

a) Azimayi afilkilidwa ndi Oimila ma kapani opanga za amulowa malo akuyamwitsa   

b) Azimayi apatsidwa zina mwa mwa zopagidwanzo monga mpaso pamene ali ndi 

pakati. 

5. Kodi ndi kumemeza kotani kumene kumawakoko? 

6. Kodi ndi kutsatsa kotani kumene kumawakoka?  

a) Amayi aona zithunzithunzi za makanda amene agwiritsa nchito BMS. 

b) Amawerenga pa zimene zili pa botolo azopagidwazo. 

c) Aona mauthenga akuyamwitsa pa mabotolo a ana ochepela miyezi 6  

d) Aziwa kuti opanga sayenela kunena kuti azipeleka mauthenga a BMS. 

e) Alandila mpaso za ulele . 

7. Kodi zisokenzelozi zimachokela kuti? 

a) Anchito azaumoyo,  

b) Opanga amene amawayendela, 

c) Anzawo ,  

d) Achibale. 

8. Kodi azimayi amagawana bwanji zeru za kugwiritsila nchito amulowa malo akuyamwitsa ndi 

azanwo?   

9. Kodi muganiza kuti BMS ingaonoge makanda? 

 
NB: Malamulo akusonyeza kuti“muzimayi ali yense ayenela kuudzidwa moyenela ndi mokwanila pazimene 
ayenela kuchita pa kudyesa mwana wake”:      



83 
 

 


