
Part I: Workshop Proceedings • 1 •

Meeting the nutritional needs
of infants during emergencies:
recent experiences & dilemmas

Report of an International Workshop
Institute of Child Health, London

November 1999

Researched and compiled by:
Marie McGrath, Save the Children UK
Andrew Seal, Institute of Child Health
Anna Taylor, Save the Children UK

Lola Gostelow, Save the Children UK



• 2 • Part I: Workshop Proceedings

Part 1 – Workshop Proceedings . . . . . . . . . . . . . . . . . . . . . 1

Abbreviations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4

Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5

Acknowledgements . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5

Workshop Participants . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6

Action Plan and Recommendations . . . . . . . . . . . . . . . . . . . . 7

Abstracts of Workshop Presentations:

‘A Review of Current Guidelines and Policy Documents . . . 9

Relating to Infant Feeding in Emergencies’

Andrew Seal, ICH

‘Report of WHO Infant Feeding Consultancy . . . . . . . . . . 10

to Macedonia and Albania’

Vivienne Forsythe, WHO Consultant 

(Presented by Felicity Savage, WHO)

‘Research on Infant Feeding in Macedonia . . . . . . . . . . . 11

During the Kosovo Crisis’

Marie McGrath, Save the Children

‘Nutrition & Health Survey of Refugee Camps in Macedonia’. . . 12

Rory McBurney, Action Against Hunger

‘Infant Feeding Practices in Macedonia’ . . . . . . . . . . . . . 13

Marie McGrath, Save the Children

‘Infant Feeding Practices: . . . . . . . . . . . . . . . . . . . . . . . 14

Observations from Macedonia and Kosovo’

Frances Mason, Action Against Hunger

‘Medium and Long Term Impact of the Crisis and . . . . . . 15

Humanitarian Response on Infant Nutrition and Health’

Marie McGrath, Save the Children

Discussion of Presentations: Summary of Key Concerns . . . . 16

Summary of Working Group Action Points. . . . . . . . . . . . . . . 18

Contents Part 2 – Research Report . . . . . . . . . . . . . . . . . . . . . . . . . 21

Executive Summary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 23

Definitions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25

1 Introduction. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 27

1.1 Introduction to Infant Feeding in Emergencies . . . . . . 27

1.2 Introduction to the Kosovo Crisis . . . . . . . . . . . . . . . 27

1.3 Overview of Political, Military and . . . . . . . . . . . . . . . 28

Aid Intervention in FYR Macedonia

2 Methodology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30

2.1 Objectives. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30

2.2 Research Tools . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30

2.3 Period of Research . . . . . . . . . . . . . . . . . . . . . . . . . 30

2.4 Study Population . . . . . . . . . . . . . . . . . . . . . . . . . . . 31

2.5 Sampling . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 31

2.5.1 Stankovec 1 Camp. . . . . . . . . . . . . . . . . . . . . . . 31

2.5.2 Neprostino Camp. . . . . . . . . . . . . . . . . . . . . . . . 31

2.5.3 Agencies Selected for Field Questionnaire . . . . . . 31

2.5.4 Agencies Selected for HQ Questionnaire . . . . . . . 31

2.5.5 Agency Personnel Selected for Interviewing. . . . . 31

2.5.6 Interventions Selected for Assessment . . . . . . . . 31

2.6 Data Collectors . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32

2.7 Data Analysis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32

2.8 Constraints . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32

3 Results . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33

3.1 Response Rates . . . . . . . . . . . . . . . . . . . . . . . . . . . 33

3.2 Guidelines on Infant Feeding in Emergencies . . . . . . 33

3.2.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33

3.2.2 Key UN and NGO Policies and Guidelines. . . . . . . 33

3.2.3 Implementation and Adherence . . . . . . . . . . . . . 36

to Guidelines and Policies

3.2.4 Violations of the International Code . . . . . . . . . . . 39

of Marketing of Breastmilk Substitutes

3.2.5 Constraints to Implementation of Guidelines . . . . 43

3.2.6 Support for Implementation of Guidelines . . . . . . 44

3.2.7 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . 44



Part I: Workshop Proceedings • 3 •

3.3 Aid Flows . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 45

3.3.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . 45

3.3.2 The Aid Delivery System. . . . . . . . . . . . . . . . . . . 45

3.3.3 Sources, Types and Quantities of Infant Foods . . . 47

3.3.4 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . 48

3.4 Infant Feeding Interventions . . . . . . . . . . . . . . . . . . . 49

3.4.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . 49

3.4.2 Mother and Baby Tents (MBT). . . . . . . . . . . . . . . 49

3.4.3 Distribution of Infant Feeding Items. . . . . . . . . . . 51

3.4.4 Postnatal Breastfeeding Support . . . . . . . . . . . . . 53

3.4.5 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . 54

3.5 Infant Feeding Practice and Morbidity . . . . . . . . . . . . 54

3.5.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . 54

3.5.2 Characteristics of the Study Population . . . . . . . . 55

3.5.3 Infant Feeding Practice. . . . . . . . . . . . . . . . . . . . 55

3.5.4 Morbidity. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 58

3.5.5 Impact of the Crisis on Infant Feeding & Morbidity. . 59

3.5.6 Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . 62

4 Key Conclusions . . . . . . . . . . . . . . . . . . . . . . . . . . 63

4.1 Guidelines and Policies . . . . . . . . . . . . . . . . . . . . . . 63

4.2 Aid Flows . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 63

4.3 Infant Feeding Interventions . . . . . . . . . . . . . . . . . . . 63

5 Recommendations. . . . . . . . . . . . . . . . . . . . . . . . . 64

5.1 Policy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 64

5.2 Practice . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 64

5.3 Research . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65

6 References . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66

7 Annexes. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67

Annex 1 Organisations operating in FYR. . . . . . . . . . . . . 68

Macedonia, June 1999

Annex 2 A Selection of Guidelines and Policy . . . . . . . . . 69

Documents on Infant feeding in Emergencies

Annex 3 Age and Sex Distribution of Children. . . . . . . . . 70

surveyed in Stankovec I and Neprostino camps

Figure 1 Refugee flow to and from FYR Macedonia . . . . . . . 28

Figure 2 Infant feeding commodity flows . . . . . . . . . . . . . . 46

in FYR Macedonia

Table 1 Examples of donations offered or received by . . . . 47

organisations working in FYR Macedonia

Table 2 Infant feeding items distributed. . . . . . . . . . . . . . . 48

and stored between April and July 1999

Table 3 Mother and Baby Tents location . . . . . . . . . . . . . . 49

and responsible organisation, June 1999

Table 4 Combined 24 hour recall of Neprostino and . . . . . . 55

Stankovec camps for children 0-24 months

Table 5 Age at which breastfeeding . . . . . . . . . . . . . . . . . 56

was stopped in children 0-24 months

Table 6 Reasons given for stopping breastfeeding . . . . . . . 57

in children 0-24 months

Table 7 Two week prevalence of diarrhoea . . . . . . . . . . . . 59

in Stankovec I and Neprostino camps

Table 8 Two week prevalence of fever. . . . . . . . . . . . . . . . 59

and cough in Stankovec I camp

Table 9 Rates of initiation of breastfeeding . . . . . . . . . . . . 60

in relation to time of birth

Table 10 Cessation of breastfeeding before four months . . . 60

of age in relation to time of cessation

Figures & Tables



AAH Action Against Hunger

ACC/SCN UN Administrative Committee on Co-
ordination Sub-Committee on Nutrition 

AMI Assistencia Medica Internacional

ARI Acute Respiratory Infection

ASB Arbeiter Samariter Bund

BFHI Baby Friendly Hospital Initiative

BMS Breastmilk substitute (see definition)

CDC Centers for Disease Control and Prevention

CESVI Cooperazione e Sviluppo

CRS Catholic Relief Services

CRIC Centro Regionale d’intervento per la
Cooperazione

DEA Diakonie Emergency Aid

DFA-Ireland Department of Foreign Affairs-Ireland

DFID Department for International Development

DOW Doctors of the World

DRC Danish Refugee Committee

EBR Exclusive Breastfeeding Rate

ECHO European Commission Humanitarian
Organisation

FRY Former Republic of Yugoslavia

FYR Macedonia Former Yugoslav Republic of Macedonia

GVC Gruppo do Volontariato Civile

HDR Humanitarian Daily Ration

HQ Headquarters 

IBFAN International Baby Food Action Network

ICH Institute of Child Health (London)

ICVA International Council of Voluntary Agencies

ICRC International Committee of the Red Cross 

IDP Internally Displaced Person

IFRC International Federation of Red Cross and
Red Crescent Societies

IMC International Medical Corps

IMCH Macedonian Institute of Mother & Child
Health

IO International Organisation

IPH Institute of Public Health

IRC International Rescue Committee

KFOR Multinational security force (large input from
NATO)

MBT Mother and Baby Tent (see definitions)

MCI Mercy Corps International

MCIC Macedonian Centre for International Co-
operation

MDM Medecins du Monde

MICS Multiple Indicator Cluster Survey

MPDL Movement for Peace, Disarmament and
Liberty

MSF-H Medecins sans Frontieres - Holland

MT Metric tonne

MTS Mother Theresa Society

NATO North Atlantic Treaty Organisation

NB Never Breastfed

NCA Norwegian Church Aid

NGO Non-Government Organisation

NRC Norwegian Red Cross

OCHA Office for the Co-ordination of Humanitarian
Affairs 

OFDA Office of U.S. Foreign Disaster Assistance

PBR Predominant Breastfeeding Rate

SC UK                  Save the Children UK

SNI Shelter Now International

TCR Timely Complementary Feeding Rate

TIB Timely Initiation of Breastfeeding

TRC Turkish Red Cross

UNFPA United Nations Population Fund

UNHCR United Nations High Commissioner for
Refugees 

UNICEF United Nations Children’s Fund

USAID U.S. Agency for International Development

VOICE Voluntary Organisations in Co-operation in
Emergencies

WFP World Food Programme 

WHA World Health Assembly

WHO World Health Organisation

⊗ Symbol for anonymous response to
interview/questionnaire

• 4 • Part I: Workshop Proceedings

Abbreviations



The issue of infant feeding has become increasingly important

to humanitarian agencies as populations, normally dependent

on breastmilk substitutes, have become affected by

emergencies – such as in Bosnia and Iraq. Decisions as to

appropriate programme responses are, however, fraught with

public health, ethical and logistical dilemmas. Agencies have

been keen to collaborate and a number of interagency

initiatives have progressed research, policy and practice in this

area. In October 1998, an international meeting was held in

Croatia which brought together key players to identify and

review problems in this area1. In the UK, an interagency group

published various materials to support infant feeding

interventions in emergencies2. In addition, WHO, UNICEF,

Linkages and IBFAN are currently developing a training module

for emergency personnel concerning infant feeding. These

initiatives formed the foundations of the current work.

This report presents an action plan and recommendations to

address some specific problems concerning infant feeding in

emergency operations. These were developed by key

international humanitarian agencies at a meeting in London on

29 November 1999. The action plan particularly reflects issues

that emerged from the Kosovo crisis, and was informed by the

personal experience of the meeting participants and research

conducted by Save the Children UK (SC UK), The Institute of Child

Health and others during the Kosovo crisis.

The research highlighted a plethora of problems concerning the

humanitarian aid response to the nutritional needs of infants.

This empirical evidence base created a momentum to identify

action which needs to be taken to prevent these problems from

arising again in future emergencies.

It is hoped that this document will serve two specific purposes.

First, the research findings may stimulate the modification of

current, or development of new, infant feeding interventions. It

is also hoped that the report will be used by international and

national agencies in the Balkans region as a resource to inform

consideration of infant feeding interventions in the post-

emergency phase. Second, the report, and in particular the

action plan, may be used for advocacy work within the

humanitarian community to promote and support good practice.

The report is divided into two parts. The first part comprises an

account of the workshop and documents the key problems

concerning infant feeding in emergencies which were identified

during discussion of a series of presentations (abstracted on

pages 9-15). It also documents the areas for action which

individual working groups identified. The second part (page 21

onwards) of the report documents the research conducted in

Macedonia which provided a substantial part of the information

base from which action points were developed.
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Action Plan

A Working Group will be formed to:

• Compile a set of concise, practical guidelines, or do’s and

don’ts, based on the WHO document on ‘Guiding Principles

For Feeding Infants and Young Children During

Emergencies’, to provide a minimum overview of what

comprises good practice in infant feeding in emergencies.

The document would be aimed at all humanitarian relief

staff including, health, logistics and management personnel.

• Maintain close contact with MSF, who are currently revising

their ‘Nutrition Guidelines’, with the aim of harmonising the

content of the resulting documents.

• Make recommendations as to how a lead agency on infant

feeding may be nominated or identified for each emergency

situation – taking into consideration the current structure of

management and co-ordination in humanitarian responses.

• Provide draft guidelines for discussion at the ACC/SCN

meeting in April 2000.

• Produce a PowerPoint presentation to supplement the

outputs of the Working Group.

The following agencies agreed to take part in the working

group: WHO, SC UK, ICH, Linkages and IBFAN. SC UK will also invite

UNICEF, UNHCR and WFP to participate.

Recommendations

1. Standardised questions on infant feeding and indicators

recommended by WHO should be used for emergency

assessments or surveys, to monitor changes over time, and

examine any associated health impacts3.

2. The increasing militarisation of many humanitarian

operations calls for close co-operation between

humanitarian agencies and military forces involved in the

delivery of relief interventions. Recent experience during the

Kosovo crisis has underscored the prominent role that

military operations played in the supply of infant feeding

materials. Representatives from OFDA and Children’s Aid

Direct undertook to investigate linkages with military

authorities in the USA and UK respectively. It was also

recommended that greater interchange of information and

experience be facilitated by UNHCR and other relevant

organisations concerning the provision of infant foods in

emergencies.

3. The Kosovo experience also highlighted the need for better

training of health, nutrition and other staff involved in relief

operations. Responsibility for the practice of aid workers

clearly lies with the organisations who recruit them. The

meeting welcomed the ongoing work of WHO on the

development of training courses on Infant Feeding in

Emergencies, and called for the inclusion of appropriate

modules in training courses on nutrition and food aid.

4. During the Kosovo crisis, many emergency personnel were

unaware of relevant policy instruments intended to promote

good practice in infant feeding. Mechanisms for

dissemination of policies and guidelines, and training in

their use, should be improved as a matter of urgency.

5. The meeting welcomed the issuing by WHO of the latest

draft of the WHO ‘Guiding Principles For Feeding Infants and

Young Children During Emergencies’ (draft 8.11.1999).

Participants agreed to read these, and submit any specific

comments to Randa Saadeh in WHO on any outstanding

editorial or factual issues that they might come across.

However, since the document has now been in draft form

for a number of years it was hoped that it can be published

in the near future.

6. Production of a video to facilitate effective communication/

training on the key issues surrounding infant feeding in

Part I: Workshop Proceedings • 7 •
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Programs’ (1996), Wellstart International
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emergencies. This could also be used as a support to

existing training modules, or used as an advocacy tool with

agencies intending to support infant feeding in

emergencies. Due to the high costs of video production, this

was initially regarded as a longer-term recommendation.

However, the idea was developed further at a subsequent

meeting on ‘Training in Infant Feeding during Emergencies’

(facilitated by WHO, UNICEF, IBFAN and Linkages), which

took place in London on 30/11/99-02/12/99. A number of

agencies agreed to investigate options for funding and

production. Lida Lhotska at UNICEF, New York, undertook to

compile feedback on what the video should include.

7. The widespread use of UHT milk in general distributions

during the Kosovo crisis highlighted the fact that current

commodity guides do not usually include this item. The

policy documents of UNHCR (1989) and the International

Red Cross refer to non-fresh milk products. Clarification is

required as to whether this description includes UHT milk or

not.

8. Consideration of the high, and continually increasing,

prevalence of HIV needs to be acknowledged during

preparation of future material relating to infant feeding in

emergencies.

9. Given the difficulties in interpreting the Code and existing

World Health Assembly resolutions regarding the donation

of infant feeding supplies to the health care system during

emergencies, further discussion is required to determine if

an additional resolution would be useful.

10. A number of research needs were identified during the

meeting:

• The optimal timing and duration of breastmilk substitute

during relactation/lactation support 

• Pilot testing of combined approaches to meet infant

feeding needs, with development and refinement of the

mother and baby tent model

• Refinement of assessment tools for infants 0-<6

months: anthropometry, morbidity, feeding practices

• Investigation of the effects of stress on lactation so as

to better understand how its effects may be mitigated.

Which women and infants are most effected by stress

and are most likely to benefit from a stress reduction

approach? 

• Evaluation of the effectiveness of non-formal types of

support for breastfeeding women in emergencies such

as from family, social or community groups?

• Evaluation of the effectiveness and cost-effectiveness of

stress counselling as an intervention

• Measurement of the impact of interventions on feeding

practices and health outcomes

• Development of outreach mechanisms to optimise the

effectiveness of interventions in reaching the most

vulnerable

• Investigation of optimal ways to create supportive

environments for infant feeding in stressful situations

• Development of mechanisms to ensure appropriate

infant feeding policies are adopted during post conflict

rehabilitation 

• Development of effective media and marketing

approaches to reduce public donations of breastmilk

substitutes during emergencies

• Measurement of the cost effectiveness of breastfeeding

support and other infant feeding interventions

Participants at the subsequent meeting on ‘Training in Infant

Feeding during Emergencies’ recommended that SC UK and ICH

combine these research needs with the research requirements

identified at the IBFAN meeting in 1998 and circulate these for

comment before the next ACC/SCN meeting.
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A number of documents have specific relevance for infant

feeding in emergencies, and may be considered as falling into

the following categories: The International Code of Marketing of

Breastmilk Substitutes and related WHA Resolutions; memoranda

of understanding (MOUs) between UN agencies; field manuals;

NGO policy statements; and advocacy documents4. Each has a

potentially important role to play in ensuring a coherent and

effective response at all levels of a humanitarian operation.

The International Code of Marketing of Breast-Milk Substitutes

was adopted as a recommendation by the World Health Assembly

(WHA) in 1981. Its aim is to ensure that breastmilk substitutes

are used properly according to adequate information and through

appropriate marketing and distribution. It thus supports safe and

adequate nutrition for infants. Since 1981, a number of additional

resolutions have been adopted by the WHA which have sought to

amplify and clarify the Code’s provisions. Of particular relevance

to emergencies is resolution WHA 47.5 (1994) which calls upon

member states to: ‘exercise extreme caution when planning,

implementing or supporting emergency relief operations…’ so

that breastfeeding can be promoted and protected.

The Code and associated resolutions specify that breastmilk

substitutes should only be given if:

• the infant has to be fed on substitutes (according to agreed

guidelines: WHA 39/1986/REC/1, Annex 6, Part 2)

• the supply is continued for as long as the infants concerned

need it

• the supply is not used as a sales inducement 

• there are no donations of free or subsidised supplies of

breastmilk substitutes, bottles or teats to any part of the

health care system

There are a number of different MOUs which aim to promote

the effective implementation of aid operations at the field level.

Two of the most important in this context are:

• The WFP/UNHCR MOU on the Joint Working Arrangements

for Refugee, Returnee and Internally Displaced Persons

Abstracts of Workshop Presentations
(1) A Review of Current Guidelines and Policy Documents

Relating to Infant Feeding in Emergencies

Andrew Seal, Institute of Child Health, London

Feeding Operations (March, 1997). This “is a management

tool…defining clearly the responsibilities and arrangements

for co-operation between UNHCR and WFP” and the

requirement for UNHCR to set up an effective monitoring

and reporting system.

• The UNICEF/WFP MOU in Emergency and Rehabilitation

Interventions (February 1998). This “provides an operational

framework for programmes in which WFP and UNICEF

agree to work together”, identifies UNICEF responsibility for

the supply of generically labelled infant formula and

mobilisation of therapeutic milk and breastmilk substitute in

the treatment of severe malnutrition.

However, the impact of these important documents is limited by

ambiguity as to the responsibility of the UN agencies in co-

ordination of unsolicited donations and alternative food

pipelines, and lack of clarity as to when the agreement between

UNICEF and WFP actually applies. This weakens the current

policy framework and undermines efforts towards ensuring an

effective response. In addition the UNHCR commodity

guidelines5 do not currently specify whether UHT milk is

included or excluded from their provisions.

During the recent Balkans conflicts, a number of joint UN

statements concerning infant feeding have been issued. A

revised statement, relating specifically to the Kosovo crisis, was

issued in April 1999, which specified recommended practice

and adherence to the provisions of the Code of Marketing

described above.

The interagency Sphere Project, Humanitarian charter and

Minimum Standards in Humanitarian Response, includes a

number of indicators relating to infant feeding. These are of

particular relevance in reviewing the relief activities during the

Kosovo crisis and setting goals for future interventions.

4 For a list of the main documents
considered please see annex 2 in part 2 of
this report 

5 UNHCR, 1989, ‘Policy For Acceptance,
Distribution And Use Of Milk Products in
Refugee Feeding Programmes’
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The procurement, distribution and use of infant formula in

Macedonia and Albania were reviewed within the context of

humanitarian aid programmes and local practices in each host

country.

As part of the humanitarian response effort, large quantities of infant

formula were sent to the region. It appears that most of the formula

sent to Macedonia was from unsolicited donations via NATO, other

bi-lateral countries and various small international agencies and

community groups. In Albania, while unsolicited donations were

certainly received, there were also a number of operational NGOs

who procured their own supplies of infant formula.

Kosovo is generally recognised as a breast feeding society;

nevertheless, the pre-emergency rate of exclusive6 breast-feeding

was extremely low. Many mothers tended to introduce additional

fluids (tea, water, glucose, fruit juice and/or cows milk), usually from

a bottle, within the first month after birth. Others stopped breast-

feeding and switched to infant formula two or three months after

birth. Early weaning was common in Kosovo, with many mothers

starting to introduce solid foods at two months. Cows milk, mixed

with bread or cookies, is the normal weaning food, while fruit and

vegetables are rarely used for early feeding purposes.

Infant feeding practices promoted by relief organisations were

extremely variable. Some experienced organisations promoted

sound infant feeding practices in their programmes, while many

others demonstrated irresponsible practice. Although many

organisations stated a commitment to a policy of promoting

breast-feeding, there was a general absence of real

understanding of the complexities and implications of promoting

breast-feeding in a situation where many mothers would perhaps

choose to feed their children by artificial methods.

For those mothers choosing to breastfeed, there was little

evidence of practical support for those experiencing difficulties,

nor was there much evidence of support for re-lactation.

Meanwhile, many local medical doctors continued to endorse

and promote artificial feeding.

The infant feeding activities of the various operational agencies

were not monitored systematically – by themselves, the

(2) Report of WHO Infant Feeding Consultancy to Macedonia and Albania.

Vivienne Forsythe, WHO Consultant, July 1999

respective national authorities or by UN bodies.

There were also major breaches of the International Code of

Marketing of Breastmilk Substitutes in both Albania and

Macedonia:

• All the infant formula was branded with company logos,

rather than being generically labelled.

• Labels and instructions were not in the local languages;

stickers to correct this were not applied.

• Infant formula was given to mothers on request when

visiting health workers, often in the absence of breast-

feeding counselling or lactation support.

• In many situations, infant formula was given as part of a

general distribution in the absence of any educational

component.

• International organisations distributed baby bottles as well

as infant formula.

• International NGOs distributed infant formula to national

government hospitals.

There was no quality control of infant formula as it arrived into

the region. Expired formula was observed in one camp during

the visit, and a number of key informants stated that they had

been offered formula due to expire within a few weeks.

Significant quantities of formula due to expire within three to six

months of the arrival date were also observed during the visit.

Large quantities of commercial weaning foods were also provided

for the refugees. Much of this food was donated from abroad

through similar channels as the formula. However, large quantities

of pre-prepared baby foods were also procured locally by NGOs.

Infant weaning practices are generally poor in Kosovo. The

emergency should have been used as an opportunity to educate

mothers and carers about how to feed infants and recommend

appropriate local home made infant foods, rather than

introducing expensive commercial foods and inferring

superiority of these over locally available fresh foods.
6“Exclusive” breastfeeding means the infant
does not receive anything other than drops,
syrups and medicines, no water or other
liquids and fluids, such as tea.



An assessment of infant feeding was carried out in Macedonia

between 15 June and 31 July 1999. The objectives of the

research were: to document aid flows of infant feeding items

during the aid operation; to monitor the availability and use of

guidelines on infant feeding; to describe interventions in infant

feeding and their perceived success or failure; and to record

any violations of the International Code of Marketing of

Breastmilk Substitutes. The methodology consisted of a

literature review of current guidelines, field and headquarters

questionnaires and structured interviews with key personnel.

The response rate was limited by the timing of the field

research which coincided with the mass return of refugees to

Kosovo. The following is a summary of the key findings.

Inadequate monitoring of aid flows of infant feeding items by

UN agencies and NGOs. Unsolicited donations contributed a

significant proportion of the infant feeding items supplied and

NATO played a key role in handling donations during the early

phase of the humanitarian response. Responsibility for the co-

ordination and monitoring of infant feeding items is not clear in

current guidelines and MOUs.

There was poor awareness, use and implementation of

guidelines in the field. Current UN guidelines were not fully

implemented, particularly in relation to co-ordination and

monitoring of infant feeding interventions, complementary food

distribution and supply of generic-labelled infant formula.

Awareness and use of guidelines relating to infant feeding by

field teams was low. Awareness of infant feeding issues at

headquarters level was not always reflected in field practice.

Field teams did not necessarily implement organisational

guidelines. Adherence to policies was often individual rather

than institutional.

Interventions in infant feeding, e.g. Mother and Baby tents

(MBT), were generally inadequate to effectively support

breastfeeding. There were no defined criteria as to what

constituted a MBT. There was consequent wide variability in

practices, with little co-ordination and monitoring of activities.

Humanitarian Interventions violated the International Code.

Many of the violations were linked to aid agencies distributing

donated infant formula to healthcare facilities even though

some of these facilities had strong breastfeeding policies. In

addition, breastmilk substitutes were also included in

untargeted food distributions for the general population. Also, a

wide range of commercial baby foods were distributed to

different age-groups according to various criteria, with little co-

ordination and monitoring of their use. UHT milk was targeted

at infants under six months and infant feeding bottles were also

distributed.

The main recommendations arising from this research are

reflected in the key recommendations and action points of the

workshop.

(A full description of the research is given in Part 2 of this

report)
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In late March 1999 the rapid mass movement of Kosovar

Albanians from their country of origin was the start of the

Kosovo crisis that lasted for a further four months or so. By mid

May there was a need to assess the Health and Nutritional

Status of Refugees within the eight camps in Macedonia. A

combined nutrition and health survey was initiated to assess

the potential needs of the population for the coming months.

There had been concern in the international community that

infant feeding practices were inappropriate in the refugee

camps. One of the aims of the survey was to assess the

prevalence of breast-feeding, and infant formula feeding in

young children and infants. Four separate surveys were

completed between 25th of May and 5th June 1999. Three

surveys were conducted in each of the larger camps of Brazda

(Stankovac I), Stankovac II, and Cegrane. The fourth survey was

conducted using the four smaller camps of Bojane, Radusha,

Neprosteno, and Senkos. A systematic random sample of

households was taken, a household being defined as a group of

persons occupying the same structure and sharing resources

such as bedding and food. At least 350 children within each

survey were measured. Within the questionnaire there were two

closed questions, each with a yes/no answer. These were: ‘does

your child receive breast milk?’ and ‘does your child receive

infant formula?’

Infant feeding in children < 4 months of age. Kosovar refugees

in camps in Macedonia, May-June 1999.

Age Type of milk fed to refugee children < 4 mths

Group Breast Formula Breast & Neither Breast

Formula or Formula

No. % No. % No. % No. % (95% CI)

<4 mths 40 70 3 5 1 1 13 23 (13-36)

From the results, it can be stated that 23% of children of under

4 months were receiving neither breast milk or infant formula.

In other words, 23% of children in refugee camps in

Macedonia, at the time of the survey were not receiving

appropriate nutrition.

Within the Balkans it is traditional to breastfeed children.

However it is also well known that infant feeding practices are

more often than not inappropriate. The fact that 23% of children

in the refugee camps were not receiving appropriate infant

nutrition must reflect on the crisis, and the response of

humanitarian organisations operating in Macedonia at the time.

We do not know what foods the 23% of children not receiving

breast milk or infant formula were receiving. But several factors

point to cows milk and complementary foods. At the time of the

survey there were a targeted UHT milk distribution for the

population, with those under three years receiving an additional

ration. There was also many mother and baby tents in the

camps offering infant formula and complementary foods.

Traditionally the Albanian culture has tended to introduce

complementary foods early and switch from mothers to cows

milk even sooner. It is therefore reasonable to assume that a

large majority of the children that were not being fed mothers

milk or infant formula would have been receiving cows milk

and pre-prepared complementary foods.

For infants under the age of 4 months to be receiving cows

milk and complementary foods is against internationally

recognised WHO guidelines. Moreover the inclusion of cows

milk into an infants diet too early will cause gastric irritation

and bleeding and has also been linked to allergies in later life.

The introduction of complementary foods early causes similar

problems to that of milk. There is no reason why infants less

than four months within the refugee camps, in Macedonia

during the Kosovo Crisis should not have been receiving

appropriate nutrition. This could have been achieved easily with

re-lactation and breastfeeding counselling, combined with the

targeted distribution of suitable breast milk substitutes used

correctly. Humanitarian organisations involved in feeding

populations and the interests of children need to bear in mind

the affect on the population of their actions during the initial

assessment, design, and implementation of interventions.
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As part of the research carried out in June/July 1999, an

assessment was made of infant feeding practices in two of the

Macedonian refugee camps. A questionnaire on infant feeding

practice, including 24-hour recall, was targeted at carers of

children aged 2 years and under. Responses were limited by

the timing of the survey which coincided with the mass return

of refugees to Kosovo. A total of 242 children were surveyed,

170 in Stankovec I camp and 72 in Neprostino camp. Additional

information on infant feeding practice was collected in

Stankovec I camp (170 children) only.

88% of mothers had initiated breastfeeding. For infants under 4

months of age, 64% were exclusively breastfed and 32% were

predominately breastfed. Of infants 6-12 months, 40% had

ceased breastfeeding (none of these were receiving infant

formula) and 58% had received UHT or powdered milk in the

previous 24 hours. Nine per cent of infants under 6 months had

received UHT or powdered milk in the previous 24 hours.

Eleven per cent of carers of infants 6-12 months reported ever

giving infant formula to their child, and 100% stated giving UHT

or powdered milk.

To improve assessments of infant feeding, there needs to be

standardisation of key infant feeding indicators used in surveys

and the age groups in which they are measured. Clarification of

morbidity definitions and anthropometric measurement

methods for infants under six months are required. It is

recommended that infants under six months are included in

surveys on infant feeding and morbidity.

(5) Infant Feeding Practice in Macedonia

Marie McGrath, Save the Children, London
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It is easily concluded that infant-feeding practices Kosovo-wide

generally do not follow internationally accepted

recommendations. They are potentially contributing to the

reported high incidence of diarrhoea and iron deficiency

anaemia in children under 18 months of age. The issue of

exclusive breast feeding appears to be an educational one, as

the introduction of infant formula, cow’s milk, tea and biscuits

to children under 6 months has reportedly only occurred in the

last 20 years, and has occurred in response to marketing,

availability and inappropriate health advice. Kosovo is such a

child-orientated society that when mothers and health

professionals are able to make an informed decision, in our

limited experience, their practices change. The dissemination of

this information to health professionals and throughout the

community will be a lengthy process, but the initial stages are

promising.

A survey7 was undertaken to assess infant feeding practices

immediately following the return of refugees to Kosovo in July

1999. The methodology (2-stage random cluster sampling)

involved retrospective questioning of mothers of infants/children

6-18 months of age, and key informant discussions. Amongst

the key findings was that 25% of women do not start to breast

feed until 24 hours or more after birth. It appears that such

poor practices are reinforced by both medical staff and by

birthing attendants (usually the mother-in-law).

Of the 24% of infants/children who received infant formula, 26%

of their mothers were unable to read the instructions. Following

donations by humanitarian organisations and multinational

companies, national doctors and food distribution agencies (both

national and international) were seen to be prescribing/donating

infant formula for mothers who report problems breast feeding –

many without counselling or lactation support. A continued supply

of formula was not always assured so the family either had to

purchase this expensive product or swap it for an accessible

alternative. The options available are far from ideal as six months

supply of infant formula is equal to an average family’s bread

expenditure for 6 weeks8 and key informant discussions suggest

that if the mothers could not afford to continue with formula, they

swapped to diluted cow’s milk with added sugar. In cases where

there was an adequate supply of formula, mothers often did not

have the knowledge or facilities for hygienic preparation. Both

practices may potentially result in an increased incidence of

diarrhoea due to either unclean water/preparation facilities or due

to an immature infant gut.

The results also showed that 68% of infants drink cow’s milk

on a daily basis before 6 months of age. The number of cows

killed during the conflict (62%) appears to have negatively

affected the availability of milk. It appears from the key

informant discussions that cow’s milk is seen as a good

substitute for breast milk at any age. A further concern with

cow’s milk is the low iron content, which makes it a poor

weaning food, especially if taken in large volumes when it could

displace other foodstuffs.

(6) Infant Feeding Practices: Observations from Macedonia and Kosovo

Frances Mason, Action Against Hunger, London

7 Action Against Hunger, Anthropometric
Nutritional & Infant Feeding and Weaning
Survey, Kosovo 15-27th July 1999

8 Calculated from the average costs of 6
popular Infant Formulas at urban prices and
compared to figures taken from the Action
Against Hunger, Food Security Survey,
Kosovo 12-26th July 1999



No excess infant or child mortality was reported within the

refugee camps in Macedonia by the WHO health surveillance

system. In addition, communicable disease surveillance

identified no major outbreaks of communicable diseases.

Considering the scale of the local and international

humanitarian response, this was a considerable achievement.

However, population-level surveys, as distinct from the

surveillance of health facilities, do indicate increased child

morbidity in the refugee camps during the humanitarian

response. For example, before the 1999 crisis, the prevalence

of diarrhoea in Kosovo province was 10.7% among children

6-59 months (AAH/MCH/UNICEF survey, 1998) compared to a

prevalence of 29% found in the Macedonia camps

(UNHCR/AAH/IMCH/UNICEF survey, May-June, 1999).

To investigate whether patterns of initiation and cessation of

breastfeeding had been effected by the 1999 Kosovo crisis, and

could therefore have contributed to this elevation in diarrhoea,

170 children 2 years and under were surveyed in Stankovec I

camp. There was no negative impact on the initiation of

breastfeeding of either the aid intervention or pre-migration

factors. However, among infants 6-12 months who were no

longer breastfeeding, 81% had stopped before the age of

4 months (between June 1998-April 1999) while among infants

aged 12-24 months, only 32% stopped before the age of

4 months (between June 1995 and October 1997). The results

suggest that factors within Kosovo and during the migration to

Macedonia may have led to an earlier cessation of

breastfeeding.

Whether the recorded increase in diarrhoea morbidity is

associated with the earlier cessation of breastfeeding (and

concomitant reduced protection) cannot be answered from

current data. However, the question remains as to whether the

aid operation could have responded more appropriately and

effectively to support infant feeding.

The factors discussed so far do not give any indication of the

medium and long-term implications of the humanitarian

intervention on the population now returned to Kosovo. At the

time of this presentation, there are no community level

morbidity or mortality data available for the Kosovo population.

During the emergency, the population was relatively well

nourished and was not entirely dependent on the international

relief effort as it had considerable support from the local

community and purchasing capacity. The high level of resources

available at the time of the aid response meant that in the

absence of effective breastfeeding support, appropriate

targeting of infant formula and UN-procured infant foods, there

were alternatives available. However, if the same aid

intervention were to be repeated for a less well nourished

population in a situation with poor water and sanitation

conditions, limited coping mechanisms, no local support, and

limited aid resources, there may be a much more negative

impact on infant morbidity and mortality.
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Concerns over guidelines and policies 

• There is an apparent contradiction between the recently

agreed Joint UN Statement on Donations of Breastmilk

Substitutes in Kosovo and subsequent resolutions relating to

the International Code of Marketing of Breastmilk

Substitutes. WHA Resolution 47.5 states that there should

be no donations of breastmilk substitutes to the health care

system, whereas the Joint UN Statement from Kosovo says

that “Infant formula may, in certain circumstances, be

donated to specific infants. Such donations must be

distributed through the local health house or family

practitioner or, in their absence, through the closest health

NGO”. This example illustrates the difficulties of interpreting

the Code and associated resolutions in emergencies. How is

the health care system defined in an emergency? What is

the role of the NGO community – in what circumstances do

they form part of the health care system? Are there risks

associated with donations being handled exclusively outside

the health care system?

• An effective health campaign during the Bosnian war,

including promotion of breastfeeding and the training of

health workers, led to improved practices by 1995.

However, the lessons learned in Bosnia were not heeded

during the Kosovo crisis, such as the persistent lack of

agreement between UN agencies as to who should take the

lead on infant feeding issues. How can we ensure that

lessons learned from this situation are carried forward to

future emergencies? 

• The applicability of memorandum of understanding between

key UN agencies – e.g. UNHCR/WFP (1997) and

UNICEF/WFP (1998), are limited by the specific

circumstances of any emergency. For example, in situations

involving less than 5,000 refugees, or in developed

countries, the provisions of the UNHCR/WFP MOU may not

necessarily apply. Should the monitoring and co-ordination

provisions of these guidelines apply equally in all

emergency situations? If not, what guidelines should apply? 

• UHT milk is not currently included in the UNHCR policy for

Acceptance, Distribution and Use of Milk Products in

Refugee Feeding Programmes (1989), and yet it was a relief

commodity which was widely used in Macedonia to feed

infants.

• The definition of ‘complementary foods’ is used differently

by UNHCR and nutritionists concerned with infant feeding.

UNHCR uses the term to describe foods which are

additional to the basic commodities supplied by WFP for the

food ration. Nutritionists often refer to complementary foods

as those which are introduced into the infant’s diet to

complement breastmilk at the age of about 6 months. It

was noted that this dual meaning has led to situations of

confusion in the field.

• The majority of existing guidelines on infant feeding do not

refer to the particular needs of emergency affected

populations with a high prevalence of HIV/AIDS. Are there

particular issues which need to be included in guidelines for

these contexts? Participants at the IBFAN Africa meeting on

infant feeding in emergencies (November 1999) pointed out

that generic infant formula is used in current pilot projects

examining the mother-to-child transmission of HIV. Thus,

generic formula used in emergencies might become

associated with HIV/AIDS, or it may come to be regarded as

a drug for treatment, or alternatively, stigma may be

attached to its use, even in cases where a mother is unable

to breastfeed for other reasons. Use of generically labelled

formula may also involve risks of quality control, as

companies may not provide formula of the same quality to

that which is included in branded tins. However, are there

any preferable alternatives to the use of generically labelled

formula as the most appropriate breastmilk substitute in

contexts in which it is affordable? 

• Donors do not have systems in place to monitor or

effectively follow-up the level of compliance with

international guidelines by funded parties, or the impact of

their support on infant feeding and health.
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Concerns over practice

• In both Macedonia and Albania, significant quantities of

infant formula were identified in the aid system, although

this probably represented a small proportion of what was

actually supplied. In Macedonia, the stocks in July 1999

would have been enough to feed about 22% of infants

below six months for a six-month period9.

• Supplies were received through unsolicited donations –

given to NATO or UN agencies or distributed directly by road

convoys to refugees in camps. How can we raise awareness

among smaller NGOs and private donors/individuals of the

issues around the impact of infant formula distribution on

breastfeeding practices, and the dangers of unsupported use

of formula in emergency situations? How can the supplies of

formula to emergency areas be better controlled? How can

smaller NGOs and private donations be monitored? WFP is

experienced (either directly or through partner NGOs) in

conducting post-distribution monitoring of food commodities.

A similar model could be applied to monitoring the provision

of breastmilk substitutes.

• The infant feeding surveys in Macedonia indicated that large

numbers of infants were not receiving infant formula, despite

the quantities available. In fact, much of the formula milk was

not distributed but was kept in storage following the threat of

legal action directed against the humanitarian community for

breaches of national policies. In Macedonia, some formula was

distributed to the elderly, and there is speculation that some

was also used by the host community (though it was not seen

in local markets). Is there a potential danger of opening up new

markets for infant formula where there were none before? This

further highlights the importance of monitoring.

• There was little awareness or dissemination of information

concerning the pre-war infant feeding practices of the Kosovar

population, even though information was available from a

1996 province-wide survey. This led to assumptions being

made concerning normal practice and illustrates the urgent

need for better dissemination mechanisms to be established.

• There is no agreement over the physiological impact of

displacement on breastfeeding. Acute stress may

temporarily disrupt the milk supply, but if a woman

continues breastfeeding, the milk will reappear. However,

little is known about the factors that prevent the mother

persevering with breastfeeding in these circumstances, and

what kind of support would be most effective.

• In Macedonia, there was a lack of knowledge of infant feeding

issues among expatriate staff (logisticians, health staff,

managers etc). This led to malpractice in distribution and

failure to adhere to the Code. It also represented a missed

opportunity for raising awareness and training amongst local

staff to promote best practice both in the emergency and

beyond. It was noted that assumptions should not be made

concerning the level of knowledge of expatriate or local staff,

and that work with local health professionals might be difficult

when their ideas of best practice are not in line with those of

international agencies. There is potential for conflict – how

should this be handled? It was also noted that Health

Information Network for Advanced Planning (HINAP, WHO) are

developing a global database of resource people with

knowledge of infant feeding issues who could be used in the

early stages of an emergency.

• The Kosovo crisis raised questions concerning the objectives

of infant feeding in emergencies. The pre-crisis infant feeding

practices were not optimal. Should relief interventions have

aimed to have improved existing infant-feeding practice or

maintained practices? For a population who traditionally uses

cow’s milk to feed their infants, should they, in an emergency,

be given infant formula instead? What might the short and

long-term consequences of this be? It was agreed that the

nature and stage of the emergency would determine the

objectives of the intervention.

• This was the first time NATO was involved in a humanitarian

response, and NATO was the first international organisation

that had access to the refugee population. What are the

possibilities for influencing and training NATO staff for

potential future emergencies?
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Three working groups developed action points to address the key concerns highlighted on pages 16-17 under three broad headings:

guidelines & policies, intervention design & research needs, and implementation & training. A summary is presented below.

Working Group 1 – Guidelines and Policies

Develop unified guidelines

• A range of guidelines, policies and advocacy documents

exists on infant feeding in emergencies. However, there is

need for unified guidelines on infant feeding in emergencies

which would operationalise the MOUs and other policies.

Given its health mandate, WHO was considered the

necessary author or sponsor of these guidelines, but,

ideally, all UN agencies and relevant NGOs would endorse

them.

• These unified guidelines could be derived from, and

support, the WHO “Guiding Principles on Infant Feeding in

Emergencies”, a draft of which was distributed during the

meeting.

• In particular, there is need for inclusion of UHT milk in

guidelines and policies on milk distribution.

• OCHA should be involved in the discussion of UN co-

ordination issues.

Improve dissemination of guidelines
in the field

• A strong dissemination process must support any

development of guidelines. Currently, guidelines and polices

are poorly understood in emergency contexts.

Clarification of WHA Resolution 47.5 on the
use of breastmilk substitutes in emergencies.

• The International Code and subsequent WHA resolutions

require clarification in relation to emergency situations. In

the long-term, this may require developing another WHA

resolution. In the shorter term, it is recommended that

discussions be held to highlight areas of confusion and to
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Summary of Working Group Action Points 

clarify the application of the Code and Resolutions in

emergencies, particularly in relation to the distribution of

donated infant formula through the health care system.

Working Group 2 – Intervention Design
and Research Needs

The aim of infant feeding interventions during the acute phase

of an emergency is meeting the basic needs of the infant to

prevent excess morbidity and mortality. Other interventions to

improve infant feeding practice should be incorporated in the

post-acute phase of the response. Interventions and research

needs were discussed on the basis of this distinction.

Interventions were broadly defined as “direct” (i.e. mother- and

child-focused interventions), and “indirect” (i.e. wider scale

interventions not necessarily targeted at the mother and child

unit).

Priority interventions for the acute phase

• Sensitisation at an international and field level regarding

infant feeding issues, such as the donation of infant

formula. Target groups at an international level include the

general public (media coverage), donors, and the military.

Groups of people requiring sensitisation at field level include

logistics personnel, aid workers, mothers, health workers,

and national counterparts.

• A designated co-ordination body for sensitisation was

considered necessary, which might be a possible role for

UNHCR, UNICEF or IBFAN?

• Collection and dissemination of background information on

infant feeding practices.

• Assessment of current practices and immediate needs.

Assessments should use a combination of standard

indicators of infant feeding practice and culturally specific

indicators (e.g. key people who influence infant feeding in



the family or community). Basic infant feeding indicators

include rates of exclusive and predominant breastfeeding,

rates of artificial feeding, timely introduction of

complementary feeding and types of complementary food.

Supporting data required would include the prevailing water

and sanitation conditions.

• Combined interventions addressing breastfeeding and safe

artificial feeding. This will require close inter-sectoral links,

e.g. between obstetric facilities and feeding programmes.

• Targeting of infant formula based on background

information and current needs; no blanket distribution.

• Monitoring and control of infant feeding items.

• Clarification of the co-ordination and monitoring agency for

infant feeding interventions. Responsibilities should include

field training of agencies involved in infant feeding

interventions.

Priority interventions for the post-acute phase

• Advocacy for infant feeding issues amongst agencies and

health workers.

• The development of BFHI in host country hospitals.

• Incorporation of the International Code into national

legislation.

Working Group 3 – Implementation and
Training

The introductory questions raised by this group were who has

the power within emergencies to ensure co-ordination and

monitoring and who should monitor interventions.

The following areas requiring monitoring and agencies

responsible for monitoring were identified.

Area to monitor Monitoring body

Media DEC information service

HQ of military Health advisors to military

Points of entry of National governments

infant feeding items UNHCR/WFP

Point of distribution UNICEF

of commodities UNHCR/WFP 

Food Aid Co-ordination Groups

Code Monitoring IBFAN

Regarding monitoring, the group felt any recommendations

should aim for integration into existing mechanisms and

sectors.

Action points

• Infant feeding should be included in WFP/UNHCR guidelines

on food aid.

• Infant feeding should continue to be included in the new

MSF guidelines.

• More details on infant feeding need to be included in

selective feeding guidelines (WFP/UNHCR).

• Relevant points on infant feeding need to be included in the

Sphere Project Food Aid section.

The Action Plan that emerged from these working groups can

be found on pages 7-8.
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A number of factors constrained effective implementation of and

adherence to MOUs, guidelines and the Code and these included

poor levels of interagency co-ordination and gaps in the

applicability of the instruments themselves.

Infant feeding items reached the emergency-affected population

through a wide range of channels. Large proportions of the

items were unsolicited donations that passed through a number

of agencies before reaching the affected population. Lack of co-

ordination and monitoring of these items meant that it was very

difficult to trace these flows. This situation resulted in a range of

infant feeding interventions with the affected population which

varied substantially in quality. Mother and Baby Tents were the

focus of infant feeding interventions in camps and the quality of

support given was very variable. Breastfeeding support was

rarely adequate though MBTs often provided infant formula,

bottles, and complementary foods to mothers and infants. Other

interventions included postnatal support in maternity facilities

which was in some cases undermined by the donation of

breastmilk substitutes to these facilities.

The camp surveys of infant feeding practice showed that 88%

of the 242 children surveyed had initiated breastfeeding. Among

infants under 6 months of age, 60% were exclusively breastfed

and 24% predominately breastfed. The main supplementary

items in infants under six months were water, tea and cow’s

milk. Breastfeeding was continued in 50% of children aged

12-15 months and 22% of children aged 20-23 months. The

use of liquid or powdered (non-formula) milk was high. Among

infants aged 6-12 months who were being breastfed (60%),

74% were receiving liquid or powdered milk. Among the

remaining infants aged 6-12 months not being breastfed, all

were receiving liquid or milk powder and none were receiving

infant formula. In Stankovec I camp, the timely complementary

feeding rate for infants aged 6-9 months was 33%. Among

children receiving non-milk foods, biscuits were the main

complementary infant food introduced (67%). In Neprostino

camp, 47% of all children 2 years and under had fed on a bottle

in the previous 24 hours.

The importance of infant feeding in emergencies has been

highlighted during recent humanitarian responses in countries,

such as Iraq and Bosnia, where breastmilk substitutes are

commonly used. Anecdotal evidence suggests that, in these

situations, infant feeding practices have had a negative impact

on child health. The 1999 Kosovo crisis presented an opportunity

to investigate the policy and practice of agencies involved in the

humanitarian response with regard to infant feeding.

The field research was carried out in Macedonia between

15 June and 31 July 1999 and gathered data on the following:

1. The availability, awareness and implementation of existing

policy instruments and guidelines on infant feeding in

emergencies;

2. The flow of relief items used for infant feeding and any

accompanying violations of the International Code of

Marketing of Breastmilk Substitutes;

3. The quality of infant feeding interventions;

4. The infant feeding practices of the emergency-affected

population.

The methodology included a literature search of guidelines and

policies relating to infant feeding in emergencies,

questionnaires for field and headquarters personnel on infant

feeding issues and structured interviews with key field

personnel. In two camps, an infant feeding practice survey

(including 24 hour recall) of children 2 years and under was

conducted. The response rates were affected by the sudden

mass return of refugees to Kosovo in June, 1999.

The research found that there was poor awareness, use and

implementation of guidelines and policy instruments among

emergency personnel operating in Macedonia. UN agencies,

International and local NGOs were all affected. Where guidelines

were observed, this was often as a result of individual rather than

organisational learning. The International Code was contravened

in a number of ways including the general distribution of infant

formula, complementary infant foods, bottles and teats and the

donation of such products to facilities in the health care system.

Executive Summary
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A negative impact of the crisis on rates of initiation of

breastfeeding was not identified. However, among infants no

longer breastfeeding, a significantly higher proportion (81%) of

infants aged 6-<12 months stopped breastfeeding before the

age of 4 months than among children aged 12-24 months

(32%) (p=0.001, risk ratio 2.53). Perceived inadequacy of

breastmilk was the main reason given for cessation in all age

groups. The long-term consequences of a reduction in the

duration of breastfeeding are unknown but could be detrimental

if access to cow’s milk or water and sanitation conditions

decline. The prevalence of diarrhoea in children 2 years and

under was high (54%). More recent data from Kosovo indicate

an increased prevalence of childhood diarrhoea and ARI in the

returnee population. For a more vulnerable population in less

sanitary camp conditions and with fewer international

resources available, the negative consequences on infant

morbidity and mortality of the aid operation might have been

much greater.

Based on the research findings a number of recommendations

for policy makers and practitioners are made.
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Acute Respiratory Infection (ARI)

Cough with increased rate of breathing.

Baby biscuits

Biscuits manufactured and/or marketed for complementary

feeding of infants. In this report, baby biscuits are

categorised separately to commercial infant food.

Baby food

Baby food is the term that was frequently used in FYR

Macedonia to describe commercial infant foods excluding

biscuits.

Basic foods

Basic food refers to a category of refugee foods as

categorised by UNHCR and WFP including cereals, edible

oils and fats, pulses and other sources of protein, blended

foods, salt, sugar and high energy biscuits. (5)

Biscuits

Biscuits manufactured for infant feeding (“baby biscuits”),

BP5 biscuits, high energy biscuits and sweet biscuits.

Breastmilk substitute

The International Code of Marketing of Breastmilk

Substitutes defines a breastmilk substitute as, “any food

being marketed or otherwise represented as a partial or

total replacement for breastmilk, whether or not suitable for

that purpose”. (13) 

Carer

Person directly and primarily responsible for the nutrition,

health and welfare of the infant or child, at the time of

assessment. The carer may or may not be the biological

parent of the infant or child.

Children

Children over 12 months of age.

Commercial infant food

Foods manufactured and/or marketed for complementary

feeding of infants. In this report this specifically refers to

jars and packets of commercial infant food.

Complementary feeding

The period during which other foods and liquids are

provided along with breastmilk.(24)

Complementary food

A category of refugee foods as categorised by UNHCR and

WFP including local fresh food, spices, tea and dried and

therapeutic milk.(5)

Complementary infant food

The International Code defines complementary food as any

food, whether manufactured or locally prepared, suitable as

a complement to breastmilk or to infant formula, when

either becomes insufficient to satisfy the nutritional

requirements of the infant (13). In this report,

complementary infant food is the term used to distinguish

these from a category of refugee foods described above.

Continued Breastfeeding at 12 Months

The percentage of children 12-<16 months of age who are

breastfeeding. (25)

Continued Breastfeeding at 24 Months

The percentage of children 20-<24 months of age who are

breastfeeding. (25)

Diarrhoea 

Three or more loose stools in a 24 hour period. The same

definition is normally used for breastfed infants under six

months of age. (26) 

Dried milk powder

Based on the WFP definition, this includes dried whole milk,

dried skimmed milk with vitamin A, dried skimmed milk

with no vitamin A. (8)

Ever Breastfed

The proportion of infants who have ever been breastfed.

Exclusive Breastfeeding

Infants who receive breastmilk with no other liquids or

solids, with the exception of drops or syrups of vitamins,

mineral supplements or medicines. (25)

Definitions 
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Mother and Baby Tents (MBT)

Programmes, usually run from tented accommodation

within a refugee camp, involved directly or indirectly in

infant feeding, health, or hygiene of infants and/or children

during the humanitarian response to the Kosovo crisis.

Mushy or solid foods 

Commercial infant foods (e.g. baby biscuits), porridge,

mashed fruits and vegetables as well as solid foods such as

bread, meat and fish.

Never Breastfed (NB)

The proportion of infants who never initiate breastfeeding. (25)

Partial Breastfeeding

Infants who receive mixed feeding with breastmilk and

other nutrient containing foods or fluids. (25)

Predominant Breastfeeding

Infants who are breastfed but who also receive water,

water-based drink drinks (sweetened or flavoured water,

teas, infusions), fruit juice, or oral rehydration salts (ORS)

solution. No food-based liquids or milk are allowed. (25) 

Predominant Breastfeeding Rate (PBR)

The percent of infants aged 0-<6 months who are being

predominantly breastfed. (25)

Timely Complementary Feeding Rate (TCR)

The proportion of infants 6-9 months of age receiving

complementary solid foods according to breastfeeding

status. Solids are defined as being of a mushy or solid

consistency, not fluids. (25)

Timely Initiation of Breastfeeding (TIB)

The percentage of infants 0-<12 months of age who were

put to the breast within one hour of birth. (25)

Exclusive Breastfeeding Rate (EBR)

The percent of infants aged 0-<6 months who are being

exclusively breastfed. (25)

Home-made breastmilk substitutes

This is an infant formula based on cow’s milk, dried skim

milk or dried whole milk with the addition in specified

proportions of water, sugar and/or oil to meet a specified

energy and protein density.

Infant

All children less than and including 12 months of age.

Infant feeding

Any of the dietary, behavioural, physiological or social

factors involved in the process of infant nutrition. (24)

Infant feeding equipment

Equipment used or related to infant feeding, including baby

bottles, cups and spoons.

Infant feeding items

A general term that includes breastmilk substitutes,

complementary infant foods and infant feeding equipment

and any item that may, intentionally or not, be used in infant

feeding.

Infant formula

Infant formula means a breast-milk substitute formulated

industrially in accordance with applicable Codex Alimentarius

standards to satisfy the normal nutritional requirements of

infants up to between four and six months of age, and

adapted to their physiological characteristics. (13)

Milk products

Milk product is defined by UNHCR as any non-fresh milk

product such as powdered, evaporated, condensed, or

otherwise modified milk, including infant formula. UHT milk

is not specifically included in this definition. (7)



1.1 Introduction to Infant Feeding
in Emergencies

The public health importance of infant feeding in emergencies

has been highlighted by recent emergencies in countries such

as Iraq and Bosnia where feeding infants with breastmilk

substitute was common practice. Although there are few

epidemiological studies on the impact of emergencies on infant

feeding many anecdotal reports of adverse health outcomes

exist. Much of the excess morbidity and mortality reported, as

in the 1991 Kurdish Refugee Crisis (1), may be associated with

inappropriate or inadequate methods of infant feeding.

In such situations, displacement has created new dilemmas for

aid workers, as to how best to support women feeding infants.

Breastfeeding would be the preferred option from a public health

point of view, but many women may not have the necessary

experience or confidence and it may not be the social norm.

International guidelines exist for humanitarian operations to

protect breastfeeding and support good infant nutrition but the

degree to which these guidelines are adhered to, and the

effectiveness of interventions, has not been documented during

recent emergencies. The need for research to accomplish these

aims was identified by a number of operational and advisory

NGOs and international organisations (2).

This research attempts to address some of these questions. The

data collection was to take place both in FYR Macedonia and

Albania starting in June 1999. However, due to the rapid return

of refugees during the second half of June, an assessment of

the situation in the FYR Macedonia only was possible.

1.2 Introduction to the Kosovo Crisis

The Former Republic of Yugoslavia (FRY) consists of the

Republics of Serbia and Montenegro. Kosovo is a province in

southern Serbia and, at the time of the crisis, had a mixed

population of which the majority were ethnic Albanians. The

region enjoyed a high degree of autonomy within the FRY until

1989, when it was brought under the direct control of Belgrade.

A period of increasing unrest in Kosovo followed. International

attention in the mid-nineties focused on the escalating conflict

with increasing concerns for the humanitarian consequences of

the growing conflict and the risk of unrest spreading to other

countries. Throughout 1998 and early 1999 diplomatic efforts

aimed at achieving a peaceful resolution to the crisis were

intensified. Failure to achieve a political solution was followed in

March 1999 by the aerial bombing of Serbia by NATO and the

deployment of military forces. The NATO bombardment of Serbia

lasted for 78 days, between 24 March and 10 June 1999.
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1 Introduction

Children living in Cegrane camp, which is located two and a half hours drive west of Skopje.



1.3 Overview of Political, Military and Aid Intervention in FYR Macedonia

Figure 1 summarises the arrival and departure of the refugees in FYR Macedonia in the context of NATO activities.

During the beginning of the crisis, numerous agencies, bilateral

donors and NGOs operated unilaterally rather than through a

UNHCR co-ordinated plan. Later, within the camps, humanitarian

organisations were assigned responsibilities to ensure all basic

needs were covered (see Annex 1 and ‘Sequence of Events’

opposite). Lines of responsibility for the provision of services to

refugees in host families were less clear. By May 1999, within

the 28 official administrative areas of FYR Macedonia, at least

14 local NGOs/religious groups/committees were implementing

programmes instigated by both international and local NGOs

according to a wide variety of criteria and aimed at a number of

different target groups.

The humanitarian response to the 1999 Kosovo crisis was a

considerable achievement bearing in mind that there were no

reported epidemics and no significant malnutrition was

detected within the refugee camps (4) in spite of a rapid and

massive population flow. However, major questions of cost-

effectiveness and the equity of resource allocation in

comparison to other emergencies remain.

• 28 • Part II: Research Report

Air strikes
commence

Refugees in host families

Air strikes
cease

Refugees in camps

Total refugees

January 24 March April May

1999

10 June July
0

50 000

100 000

150 000

200 000

300 000

250 000

N
um

b
er

 o
f R

ef
ug

ee
s

Figure 1 Refugee flow to and from FYR Macedonia 
Source: UNHCR population figures, FYR Macedonia (1999) and “NATO’s role in relation to the conflict in Kosovo” (www.reliefweb.int)



Sequence of Events

1995-1998: Plans to address a refugee crisis in the Balkans region were

first discussed by UNHCR and WFP in 1995 and preparedness plans were

subsequently developed (3).

1999

Jan-March: Relocation of personnel from agencies working in Kosovo

to FYR Macedonia; establishment or expansion of field offices there.

Arrival of new aid agencies to the region. UNHCR expands field offices

in Skopje, FYR Macedonia.

24 March: NATO bombing of Serbia commences.

31 March: The first consignment of WFP food (90 MT mixed

commodities) arrives in FYR Macedonia.

1 April: Serb military starts systematic deportation of Kosovar

refugees to Albania and Macedonia

2 April: Refugees begin to arrive in number at the border crossing

(Blace) between FYR Macedonia and Kosovo. NATO provides the first

line logistical support to the large numbers of refugees expelled into

FYR Macedonia and Albania. UNHCR negotiates with the government of

FYR Macedonia to accept refugees. Refugee numbers at Blace reach

40,000. Refugee numbers in private accommodation reach 50,000 (see

Figure 1).

3 April: WFP established as co-ordinating agency for emergency food

operations in FYR Macedonia with logistical support from NATO. Blace

transit camp at border crossing established. Refugees also arriving at

host families in FYR Macedonia. Refugee numbers at Blace camp

reaches 65,000 (see Figure 1).

6 April: Refugees transferred from Blace camp to camps in FYR

Macedonia. Nine camps (including Blace camp) established, four

constructed by NATO. Refugees also transferred to host families. Aid

organisations work to meet the needs of the camps.

6 April: UNHCR is the lead co-ordinating agency in the crisis with

logistical support of early operations by NATO. WHO is responsible

for communicable disease surveillance in the refugee camps and

hosted families. OCHA was not involved in the UN field response

in FYR Macedonia.

13 April: Refugee camp hand over from NATO to NGOs commences. By

the end of April, hand over of camps to aid organisations is complete.

31 May: During May refugees continue to arrive (see Figure 1).

Significant numbers arrive by train as part of the systematic

deportation by the Serbs. Refugee numbers at the end of May reach an

estimated 260,000 (UNHCR, Skopje). Over half of the refugees are

housed in host families (150,000) and the remainder in refugee camps

(110,000). UNHCR establishes overall co-ordination role. Refugee

needs in camps and host families delegated among humanitarian

organisations.

10 June: NATO bombardment of Serbia suspended and on 20 June,

formally terminated.

15 June: At the time of the research visit, 74 international

organisations and 7 local organisations registered with UNHCR.

Others were operating in the area but were not registered with UNHCR

including private organisations, groups and individuals. A list of

international and local organisations and an outline of the main

agencies responsibilities within the refugee camps is given in Annex 1.

Estimated refugee population peaks during mid-June at 264,100. After

the cease fire agreement refugees begin to return home. Official

repatriation is scheduled for the beginning of July. However, large

numbers of refugees head back to Kosovo ahead of the official UNHCR

repatriation. By the end of June 200,000 refugees have returned.

1 July: UNHCR official repatriation commences. Refugees who are

unable or unwilling to return to Kosovo are relocated to one of the four

camps designated to remain open for the immediate future.

Humanitarian response begins to scale down with attention moving to

the humanitarian response in Kosovo.

23 July: Four of the seven camps closed. Development of UNHCR plan

to relocate remaining refugees in winterised centres in FYR

Macedonia. Deadline to complete centres by 1 October 1999. By the

23 July the number of refugees estimated in FYR Macedonia is

29,565. Four camps remain open.
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2.1 Objectives

1. Monitor the availability, perceived appropriateness, and use

of existing guidelines on infant feeding in emergencies.

2. Document as far as possible flows of relevant relief items

such as breastmilk substitutes and infant feeding bottles to

the affected areas; record any violations of the International

Code of Marketing of Breastmilk Substitutes.

3. Describe agencies’ interventions in the area of infant

feeding and assess their perceived success or failure.

4. Describe the main infant feeding problems faced by Kosovar

refugees and how they present as reported by a) aid agency

personnel, b) refugee mothers and c) local host population.

2.2 Research Tools

• Questionnaire1 for interviewing carers of young children in

refugee households to assess (objectives 3 & 4b):

– prevalence of breastfeeding (exclusive and predominant)

– prevalence2 of morbidity (diarrhoea) in young children 

– feeding practices in young children based on 24 hour recall

– duration of breastfeeding, complementary feeding

practice and prevalence of other morbidity (cough and

fever) were measured in Stankovec I camp only

• Questionnaire1 for completion by personnel in agencies

operational in the field to assess (objectives 1,2, 3 & 4 a,c):

– awareness, availability and use of guidelines on infant

feeding

– use of infant feeding items 

– criteria  for the use of infant feeding items

– source of infant feeding items

• Questionnaire1 for completion by head quarter personnel in

agencies operational and not operational in the region to

determine (objective 1):

– awareness, availability and use of guidelines on infant

feeding at HQ level

– awareness at HQ level of infant feeding issues reported

at field level

– which guidelines are used regarding the use infant

feeding items

– source of infant feeding items at HQ level

• Checklist for structured interviews with key personnel in the

field to examine (objectives 1,2, 3 & 4 a,c):

– the activities and experiences in infant feeding

programming 

– information highlighted in or lacking from the field

questionnaire

– logistical  flow of infant feeding commodities 

• Visits to aid interventions related to infant feeding,

e.g. Mother and Baby Tents (MBT), camp and host

government obstetric facilities (objective 3)

• Literature search to identify guidelines and policy

statements on infant feeding in emergencies

2.3 Period of Research 

• Stankovec I camp survey: 23-26 June, 1999; Neprostino

camp survey 15-17 July 1999 

• Questionnaire mailing to agencies operational in field:

6-9 July 1999. Follow-up 9-30 July in FYR Macedonia

and 1-30 August in London

• Structured  interviews with key field personnel: June and

July 1999

• Questionnaire mailing to agency HQ: 16-19 August 1999 

• Follow up mailing and telephone contact to agency HQ:

October and November 1999
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2 Methodology

1 Copies of all questionnaires available on request from Nutrition Advisor, SC UK, 17
Grove Lane, London SE5 8RD, England.
2 Period prevalence represents the proportion of cases that exist within a population during
a specified period of time (27). Period prevalence, rather than incidence, is reported for the
two week period since pre-existing as well as new cases are included.



2.4 Study Population

Refugees: Stankovec I (Brazda) camp located 9 km north of

Skopje city. The peak population of the camp during the current

crisis was estimated at 30,000 (UNHCR) though the camp was

originally built with a capacity of 15,000. The population at the

time of the survey was estimated at 10,000. The population in

the camp mainly consisted of Kosovo Albanians. Neprostino

camp was located one and a half hours drive west of Skopje.

The peak population in the camp during the crisis was estimated

at 8,000 though it had an original capacity of 4,000. The

population at the time of the survey was approximately 2000.

Agency personnel: UN organisations, international and local

NGOs, NATO representatives and donor organisations.

Questionnaires were addressed to the health/medical/nutrition

co-ordinator of each organisation, both in the field and at HQ.

2.5 Sampling

2.5.1 Stankovec 1 Camp

• Sample size was calculated based on an estimated

prevalence of 20% exclusive breastfeeding and an

estimated camp population (which was probably highly

inaccurate). The required sample was 160 children aged

two years or under.

• The camp was arranged in sections with numbered tents (total

600). Initially, one in three tents were systematically sampled.

• When no children two years or under were found in a tent, the

interviewers investigated the nearest tent. The sampling proved

an almost exhaustive survey of the camp with most tents being

visited to identify the target number of infants and children

aged 2 years and under. The MBT in the camp was visited to

ensure that infants and children had not been excluded

because they were absent at the time of the visit to their tent.

2.5.2 Neprostino Camp

• The camp was organised into sections, with a total of 200

tents. All tents were visited and all children three years or

under were included. Children 3 years and under were

sampled to determine the programme coverage of the SC UK

(UK) MBT. Only children 2 years and under were included in

the final data analysis.

2.5.3 Agencies Selected for Field Questionnaire

All agencies registered with UNHCR, FYR Macedonia were selected.

2.5.4 Agencies Selected for HQ Questionnaire

Contact details were sought from international registries of aid

organisations (ReliefWeb, VOICE, ICVA and INTERACTION3) and the

local field offices of international organisations. A total of 108

organisations were targeted at HQ level, for which HQ contact

details were available for 85 agencies. Those targeted included

organisations not present in FYR Macedonia during the period of

field research but who may have been operational elsewhere in

the Balkans. Eight donor organisations were contacted.

2.5.5 Agency Personnel Selected for Interviewing

The following agencies were purposively selected: Local NGOs

(El Hilal, MTI); International NGOs involved in nutrition (AAH);

International NGOs involved in food distribution (CRS, MCI, SNI,

Amica); NGOs involved in MBTs (MCI, SC UK, Care

International, AAH, IMC); NGOs involved in MCH (DOW, MDM

Greece); UN organisations (UNICEF, WFP, UNHCR) and the

Macedonian Institute of Mother and Child Health (IMCH).

2.5.6 Interventions Selected for Assessment

Six Mother and Baby Tents (MBT) located in Stankovec I, Stankovec

II, Neprostino, Cegrane and Senokos camps and two camp

obstetric facilities (Neprostino and Cegrane camps) were visited.

Agency operations that reported infant related activities and were

still operational at the time of the field trip were included. Tetevo

Government Hospital was selected since it was the main obstetric

referral hospital for refugees in camps and host families.
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VOICE is a European consortium of agencies working in emergencies, ICVA is an
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2.6 Data Collectors

• Stankovec I: Four interviewers who had taken part in the

AAH/UNHCR/IMCH/UNICEF nutrition survey of the camps in

FYR Macedonia in May-June 1999 were employed. They

had also completed one week’s training on breastfeeding

run by the Institute of Child Health, IMC and UNICEF. The

Researcher gave a half-day training session.

• Neprostino: Interviewers were employed at the SC UK Mother

and Baby Tents. Two teams of two were used, under the

supervision of the SC UK midwife.

• In-depth interviews with agency personnel were conducted

by the researcher.

2.7 Data Analysis

All quantitative data was analysed using Epi-info v6.04.

2.8 Constraints

Timing

• The data were collected and observations made during a

period of considerable and unpredictable population flux.

This was reflected in the dramatic fall in the refugee

population during the second half of June (see Section 1.3).

Between 15 June and 29 June the population of Stankovec

camp fell from an estimated 19,400 to 2,854.

• In Neprostino camp, by the time of the survey the majority

of the original population had left and the population

surveyed was not necessarily representative of them and

included those who could not or would not return to Kosovo.

• The data was collected rapidly because of the population

upheaval in the camp, which meant that interviewers

received minimal training. This may have been a cause of

the low response rates to certain questions.

• The timing of the research also affected the degree of

response from agency personnel who were busy with the

repatriation operation. In addition, there was a high turnover

of personnel as individuals were moved to new work

locations.

Sensitivity of issues surrounding infant
formula use

• During May and June 1999, the use of infant formula came

under scrutiny (see Section 3.2.5). Many organisations,

afraid of criticism for handling infant formula, may have

been reluctant to share their experiences. All personnel

were given the option of anonymity and their responses are

marked ⊗ in the text.

Targeting

• The poor response to the HQ questionnaire may be partly a

reflection of inadequate targeting of individuals with an

interest in or appreciation of infant feeding issues within an

organisation, both by the researcher and by those within the

organisation.

Expectation of carers

• Respondents may have under reported receiving food in the

hope of receiving further food aid as a result of the survey.
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3.1 Response Rates

• Questionnaire for interviewing carers of young children

in refugee households 

Response rates are reported separately for each variable when

they refer to infant feeding practice.

• Questionnaire for completion by personnel in agencies

operational in the field 

From a total of 63 NGO/IOs who were sent a questionnaire:

– Sixteen organisations completed and returned a

questionnaire.

– Additional information on infant feeding activities was

received for 27 organisations.

– Two organisations gave information excluding their

involvement with BMS, baby foods or infant feeding

equipment.

– Eight organisations involved in food distribution

confirmed receipt of the questionnaire but failed to

return it (ICRC, MCI, CRS, AAH, American Refugee

Committee, Caritas Germany, ADRA).

– All 3 questionnaires sent to donor organisations were

returned/responded to.

– None of the UN organisations returned a completed

questionnaire. WFP, UNHCR and the UN Logistics Office

supplied details of food movements and stocks levels.

– Of those 16 organisations that returned completed

questionnaires, 6 chose that their responses remain

anonymous.

• Questionnaire for completion by head quarter personnel

in agencies operational and not operational in the region 

From a total of 85 questionnaires sent:

– Eleven questionnaires were returned completed.

– Additional information on infant feeding activities was

received for 30 organisations by telephone/email/post.

– Forty-four organisations failed to respond to re-mailed

questionnaire/email reminders/telephone messages.

Of those 41 organisations who gave details of activities:

– Ten organisations were not involved with infant feeding

issues in their programmes.

– Five were unable to respond to the questionnaire

(absence of personnel, too busy).

– Twenty-seven organisations had some involvement or

awareness of infant feeding issues.

– Of the 8 donors contacted, one organisation completed

the questionnaire and four responded to email/

telephone.

A list of those organisations targeted is included in Annex 1.

3.2 Guidelines on Infant Feeding in
Emergencies

3.2.1 Introduction

There are a number of policy instruments which address the

distribution and use of breastmilk substitutes. In this section the

guidelines which apply to infant feeding in emergencies are

reviewed, and their degree of implementation during the

emergency in Macedonia by international and local NGOs, UN

agencies, donor agencies and NATO is documented.

Specifically, contraventions of the International Code and

subsequent WHA Resolutions are highlighted. Finally, some of

the constraints to and support for successful implementation of

the policy instruments are considered.

3.2.2 Key UN and NGO Policies and Guidelines

A search of available literature, electronic databases and

agency questionnaire responses revealed a number of

guidelines and policy documents relating to infant feeding

during emergencies. Pertinent points are briefly outlined below

and a list of documents is provided in Annex 2. Each has

conditions under which they apply and the general
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interpretation was that all of the following instruments applied

in the emergency in FYR Macedonia.

The WFP/UNHCR MOU (1997) on the Joint Working

Arrangements for Refugee, Returnee and Internally

Displaced Persons Feeding Operations (5) covers the co-

operation between the two organisations in the provision of

food aid to refugees, returnees and in specific situations,

internally displaced persons (IDP’s).

• UNHCR is responsible for mobilising complementary food

commodities such as local fresh foods, spices, teas, dried

and therapeutic milks.

• WFP is responsible for supplying basic commodities for the

general ration such as cereals, edible oils, fats and sugars,

and foods such as high-energy biscuits.

• Complementary infant foods such as premixed porridge

(blended food) may be supplied by WFP as a supplementary

item to the basic ration.

• UNHCR will establish, in consultation with WFP, an effective

monitoring and reporting system for each operation under

this MOU.

The UNICEF/WFP MOU in Emergency and Rehabilitation

Interventions (1998) (6).

• In the initial assessment, reassessment and routine

monitoring, UNICEF will take the lead in assessing the

special needs of young children and women.

• UNICEF is responsible for providing therapeutic preparations,

nutrition monitoring and selective feeding operations.

• UNICEF will mobilise and ensure the availability of

generically labelled breastmilk substitutes for infants who

cannot be breastfed. Neither the definition of “cannot be

breastfed” nor the responsibility and method of evaluating

an inability to breastfed is specified.

• WFP is responsible for addressing food aid requirements

and non-food items related to transport, storage and

distribution of food commodities.

• When general food distributions are implemented, food

baskets specific to the needs of the population will be

developed by WFP in consultation with UNICEF.

UNHCR Policy for Acceptance, Distribution and Use of Milk

Products in Refugee Feeding Programmes (1989) (7).

• The general distribution of milk products (see definitions) is

discouraged due to the risk of substitution of breastmilk.

• In populations who traditionally use milk as a central

component in their diet, exceptions to the general

distribution policy may be made only if proper usage is

monitored and if there is any indication of its use as

breastmilk substitute, distribution should be discontinued.

• General infant formula distribution is discouraged in refugee

relief settings.

• When absolutely indicated, BMS must be provided with

clear instruction using a cup and spoon.

• Infant feeding bottles and teats should not be used under

any circumstances.

• No infant formula should be given to infants six months and

over. Rather, instructions on appropriate weaning practice

should be provided to this age-group.

• The protection and promotion of breastfeeding and the

timely and correct use of complementary foods is supported.

WFP Guidelines for the Use of dried milk powder in all

WFP-assisted projects and operations (1992) (8).

• The WFP commodity list includes three types of dried milk

product (dried whole milk, dried skimmed milk with vitamin

A, dried skimmed milk with no vitamin A).

• Dried milk powders will only be used in on-site feeding

situations.

• Exceptions in communities where milk is part of the

traditional diet will only be made where there is assurance

that it is being safely used and never as a breastmilk

substitute.
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WFP/UNHCR Guidelines for estimating food and nutritional

needs in emergencies (Dec, 1997) (9).

• These guidelines provide a profile of the principles of the

WFP basic ration, the target populations and the

commodities used. However there is no description of how

to assess emergency food and nutrition needs of infants.

UNHCR/WFP Guidelines for selective feeding programmes

in emergency situations (Feb, 1999) (10).

• This addresses selective feeding programmes only but

includes a section on home-made alternatives to

breastmilk.

Joint UN Policy Statement on Infant Feeding in the Balkan

Region (11)

In April 1999 the 1994 Joint UN Policy Statement on Infant

Feeding in Former Yugoslavia (12) was revised to form the Joint

UN Policy Statement on Infant Feeding in the Balkan Region,

signed by UNHCR, UNICEF, WFP and WHO (11). It was circulated

in FYR Macedonia in April and in summary form in June 1999.

The following is a summary of the key recommendations.

• Exclusive breastfeeding is to be protected, supported and

promoted for all infants until about six months and continued

breastfeeding recommended through the second year of life.

• Donations of infant formula displaying brand names are not

to be accepted.

• In very exceptional circumstances infant formula provided in

generic, non-brand packaging may be used.

• If artificial feeding is required as a last resort, cups and not

feeding bottles should be used.

• Local produce (e.g. fruit and vegetables) and basic food aid

commodities (e.g. rice, beans and lentils) are recommended

as complementary infant foods. The use of specialised

manufactured complementary products, which may create a

dependency, is discouraged.

• The Joint UN Statement refers to the distribution of

supplementary food commodities such as dried milk

powder and biscuits to children aged 0-5 years. It states

that dried milk must not be used to feed infants.

• An education component should be an integral part of every

project where supplementary food commodities (especially

infant formula and commercial complementary foods) are

distributed.

• The Joint UN Statement recommends that it is the

responsibility of the Ministries of Health and local

authorities to ensure that relief agencies comply with the

International Code and subsequent WHA resolutions.

The International Code of Marketing of Breastmilk

Substitutes (WHO, 1981) and subsequent relevant

resolutions of the World Health Assembly (13, 14). The Code

sets out the responsibilities of national governments,

companies, health workers and concerned organisations in

ensuring appropriate practice in the marketing of breastmilk

substitutes, feeding bottles and teats. The Code has the

following aim which should be read in conjunction with other

relevant WHA resolutions:

‘to contribute to the provision of safe and adequate

nutrition for infants by the protection and promotion of

breastfeeding and by ensuring the proper use of

breastmilk substitutes when these are necessary on the

basis of adequate information and through appropriate

marketing and distribution.’

The Code has a series of articles covering a number of possible

avenues that could be used by companies and others to market

breastmilk substitutes:

• The Code states that donations of infant formula for use in

institutions or distribution outside them may be made for

infants who have to be fed on breastmilk substitutes (Article

6, The Code). However, a subsequent WHA Resolution states

that no donations of free or subsidised supplies of breastmilk

substitutes, bottles or teats should be given to any part of the

health care system4 (WHA 47.5), (Document WHO A47/VR/11).
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• Breastmilk substitutes, bottle and teats should only be given

outside the healthcare system if all the following conditions

apply (WHA 47.5):

– Infants have to be fed on substitutes according to

agreed criteria

– The supply is continued for as long as the infants

concerned need it

– The supply is not used as a sales inducement

• Detailed specifications on when BMS are indicated in infant

feeding are listed in WHA 39, Annex 6 (WHA39/1986/REC/1).

• No facility of a health care system should be used for the

purpose of promoting infant formula or other products

covered by the Code including the display of these products

or posters or placards concerning these products.

• Labels of BMS should be designed to provide the necessary

information about the appropriate use of the product and so

as not to discourage breastfeeding. This implies that

labelling should be in the appropriate language.

• Manufacturers and distributors5 of infant formula have to ensure

certain labelling requirements are met e.g. that the label is

in an appropriate language, includes instructions for appropriate

preparation, and does not include any picture or text which

idealises the use of infant formula (Article 9, The Code).

• Commercial infant foods labelled as suitable for infants

under 6 months of age qualify as breastmilk substitutes and

are covered by the Code BMS requirements.

At the time that this research was conducted draft legislation

incorporating the Code was before the FYR Macedonian

parliament but was not incorporated into the country’s legislation.

UNICEF had been involved in the generation of this draft legislation

as a member of the Macedonian Breastfeeding Committee.

The Sphere Project (15) documents a number of minimum

standards applicable in disaster response which include:

• Assessments give consideration to national standards for

nutrition in the country where the disaster has occurred.

• Infants under six months have access to breastmilk (or

recognised substitute).

• Children aged from about six months have access to

nutritious energy dense foods.

• Whenever food commodities such as infant formula or

commercial infant foods are distributed, an intensive

educational component must be an integral part of the work.

• Food products in emergencies have a minimum six-month

shelf life.

• Food distributions should be targeted and monitored.

3.2.3 Implementation and Adherence to Guidelines
and Policies

International NGOs

The questionnaire sent to international NGOs (sixteen responses)

in the field revealed the following:

• Four organisations had guidelines on the use of breastmilk

substitutes, baby food and baby feeding equipment.

• Five organisations had guidelines on the procurement of

breastmilk substitutes, baby foods or bottles. None of these

guidelines could be produced on request in the field.

Thirteen organisations listed criteria for distribution of

breastmilk substitutes, baby food or bottles. Criteria for

distribution varied greatly between organisations and often

specific items were not distributed to particular age groups but

targeted at all infants within the agency criteria. Criteria

included children 0-3 years, 6-59 months, 6-36 months, 4-18

months, and in, some cases, “all infants”.

• Six organisations reported receiving guidelines on infant

feeding issues since their arrival in FYR Macedonia. These
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included UN publications (9), infant feeding guidelines (16),

“UNHCR guide for emergencies, 1998”, donor guidance

(ECHO), and UNICEF and IMC guidance on dairy product

distribution.

• Only two organisations cited specific guidelines on infant

feeding in emergencies (SC UK, MDM Greece) (2). Both

had received these guidelines from a WHO consultant on

infant feeding who made an assessment on infant feeding

in June 1999 (17).

• None of the respondents made reference to the Joint UN

Statement on Infant Feeding in the Balkans (10) circulated

by UNHCR/UNICEF/WFP/WHO in April and June 1999.

• None of the respondents referred to UN guidelines on milk

product distribution.

• None of the respondents referred to The Sphere Project (15).

From a total of twenty-seven organisations who responded at

HQ level,

• Twenty-two organisations were aware of international

guidelines on infant feeding

• Eleven organisations had their own policies on infant

feeding

• Two organisations were aware of their field use of infant

feeding items in FYR Macedonia during the humanitarian

response

• Twelve organisations were unaware as to whether they had

been used by their field teams in FYR Macedonia

Lack of guidelines at a HQ or field level did not prevent

organisations becoming involved in infant feeding. The

widespread availability of infant formula through donations

meant that organisations inexperienced in food distribution

became involved in their distribution. Observations and further

interviews in the field led to the following observations

concerning implementation and use of guidelines by NGOs.

Awareness of infant feeding issues and international guidelines

at HQ level was not necessarily reflected in field practice and

thus awareness of unwritten organisational policies on issues

such as the use of breastmilk substitutes may have been

dependant on an individual’s experience of working with the

organisation rather than standard communication of policy to all

new staff. For example, at HQ level ICRC referred to their policy

prohibiting the distribution of infant bottles. Despite this, the

local field representative in FYR Macedonia reported distributing

infant bottles to refugees during the early phase of the crisis.

In addition, in some instances, guidelines were disregarded.

For example at field level, Care International reported an

unwritten organisational policy prohibiting the use of infant

formula within their programmes. Donated infant formula used

in the field was considered an exception to this rule since it had

not been directly procured by the organisation.

The Sphere standards were also not adhered to in a number of

instances. For example, infant formula and commercial foods

were distributed in the absence of any guidance on their use

and the expiry dates of infant formula varied greatly and did not

always comply with the 6 month Sphere recommendation (see

Section 3.2.2).

Local NGOs

Local NGOs interviewed had poor awareness of guidelines and

policies on infant feeding, including those policies locally

circulated such as the Joint UN Statement. Some of the infant

formula being included in untargeted distributions by local

NGOs had been provided by international organisations with no

accompanying guidance on their use (see box overleaf).
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Local NGO – Example 1

Mother Theresa Society (MTS) had no guidelines on the

procurement or use of infant feeding items. Infant formula

had been received as donations from Caritas Austria and

Kap Anamur. The instructions on these packages were

written in Russian/Bulgarian. These items were at first

included in the general distribution. The remaining stock

was then handed on to an international organisation (IO)⊗
that MTS felt would be more likely to have criteria for safe

use. The IO had no guidelines on the use of infant formula

and so it was included in the general distribution to

refugees in host families and host family members. Both

the IO and MTS were unaware of any international

guidelines on infant formula use. They had not received

and had no knowledge of the Joint UN Statement on

infant feeding in the Balkans. There was no monitoring of

infant formula distribution.

Local NGO – Example 2

El Hilal had no guidelines on the use of infant feeding

items. It had received information or guidance neither

from those organisations that gave donations nor from

the UN organisations responsible for co-ordination. The

representatives interviewed were not aware of an

international code of marketing of breastmilk substitutes.

Infant formula was made available through the medical

ambulante based on a doctor prescription. UHT milk was

distributed to all infants and children irrespective of age.

Baby foods were available through the general

distribution and sometimes without prescription through

the medical ambulante. There was no documentation or

information on the source of infant formula and baby

foods other than lists of international organisations that

had donated items over the past months. There were no

records available of any of the distributions that El Hilal

had made of these items.

Donor Organisations 

Three donors in FYR Macedonia (ECHO, DFID, OFDA) and five at

HQ level responded to questions regarding infant feeding

donors (ECHO, DFID, OFDA, Danida, DFA-Ireland). Those donors

who  responded in the field also responded at HQ level.

• All donors referred to international guidelines on infant

feeding.

• Two donors (OFDA, DFA-Ireland) referred to organisational

guidelines relating to infant feeding and assessment of

programmes.

• All donors assumed that implementing partners were aware

of international guidelines and adhering to them. There was

no requirement to account for adherence within donor

frameworks. Two donors ⊗ felt that donor assessment of

programmes in relation to infant feeding was dependent on

the individual rather than on organisational policy.

• Donors funded programmes contrary to international

guidelines, such as the general distribution of baby bottles

(e.g. ECHO) (see photograph on page 42).

UN Agencies

• At the beginning of the humanitarian response in FYR

Macedonia, UNHCR did not establish systems of co-

ordination and monitoring of complementary food

distribution as required under their MOU with WFP

(UNHCR/WFP MOU, 1997). Since UHT milk and many infant

feeding items were included as complementary foods by

NGOs, their distribution went unchecked and there was no

official ration scale or target group defined for their

distribution. UNHCR’s role in the co-ordination of UN

complementary food distribution was not fully established

until June 1999 with the arrival of a UNHCR nutritionist.

• At the beginning of the aid response, donated branded

infant formula was accepted by WFP, contrary to the Joint

UN Statement on infant feeding (see Section 3.2.2).

• Many of the donated items handled by WFP were not
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covered by WFP operational guidelines, including

commercial infant foods and infant formula. These were

distributed to aid organisations on request. No system for

monitoring the use of these items was established by WFP,

it was assumed that agencies that requested items would

distribute them appropriately.

• Donated dried milk powder was distributed by WFP to

NGOs. WFP guidelines advise against the general

distribution of dried milk powder (see Section 3.2.2).

However, no systems of monitoring to ensure that this was

practised was established by WFP.

• During the humanitarian response in FYR Macedonia, no

supply of generically labelled formula was available through

UNICEF or any other UN agency.

• The UN agencies did not carry out significant co-ordination

or monitoring of infant feeding interventions, such as

Mother and Baby Tents (MBTs), during the humanitarian

response. A UN joint visit of some of the camp infant

feeding operations in May 1999 showed great variability in

practice, some of which were contrary to international

guidelines. Despite these findings no recommendations

were reported nor systems of co-ordination or monitoring

established.

NATO

At field level, there were no NATO guidelines available on the

supply and distribution of infant feeding materials.

All Organisations

There were many specific issues for organisations regarding

implementation and adherence to guidelines and policies.

However, in most organisations logistics personnel played a key

role in decisions regarding the destination and distribution of

donated infant feeding items. Those logistics personnel

interviewed were not well informed regarding the relevant

guidelines and policies.

3.2.4 Violations of the International Code of
Marketing of Breastmilk Substitutes

Violations of the Code were observed and reported. Many

resulted directly from the aid operation. Others were noted in

contexts which are unlikely to be have been directly affected by

the aid operation.

3.2.4.1 Violations resulting from the aid operation

Infant formula

• Infant formula was observed in four out of the six MBTs

visited (see Section 3.4.2). In all four cases the products

were on display in the tent (contravening Article 6.3 of the

Code). In each case the instructions on the label were not in

Albanian or Macedonian (contravening the Joint UN

Statement and Article 9 of the Code).

Infant feeding items as found in one MBT. These items had been
purchased by the implementing organisation.
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• It was not always possible to determine whether formula

being distributed in MBTs was donated, received at

subsidised price or purchased by the implementing agency.

Some were certainly donated (see box) and therefore

contravened WHA Resolution 47.5.

Violations of the Code – Example 1

Product: Humana infant formula

Location: Observed in outpatient facility of Neprostino

camp

Organisation: Anonymity requested

Key violations: The term “Humana” is similar to the term

“humanised” (Article 9.2).

Violations of the Code – Example 2

Product: Mamex infant formula and Mamil follow-on

milk

Location: Save the Children MBT 

Manufacturer: International Nutrition Co (No evidence that

the manufacturer was responsible for the

donation)

Source: Unsolicited donation to FYR Macedonia

Key violations: Infant and follow-on formula donated to part

of the health care system (WHA 47.5).

Language: English and Arabic (Article 9.2).

Other observations:

Pictures in sequence of right to left (Arabic) thus misleading

for local population.

Mamil follow-on formula: There was no statement on the

superiority of breastfeeding. Both Mamex and Mamil

products are presented in very similar packaging and easily

mistaken for one another.

• In addition to MBTs, permanent health facilities also

received free donations of breastmilk substitutes. The

maternity unit of Tetovo Government Hospital received

donations of infant formula, baby food and feeding bottles

from international organisations (Dier Johanniter, CRS, and

AAR Japan), local organisations (El Hilal and MTS), and

private organisations (Women for Women). Some of the

items were in parcels and so it was not possible for the

staff to tell what they contained.

• Infant formula was also included in general food

distributions (see box) and therefore contravened WHA

Resolution 47.5 which stipulates that formula should only

be given to infants who have to be fed on substitutes.

Violations of the Code – Example 3

Product: Infant formula (sample not available)

Location: Baby parcels 

Organisation: Anonymity requested 

Key violations: Included in general distribution and

therefore not targeted only to children who

have to be fed on substitutes. There was no

guarantee of supply (WHA 47.5). The

duration of the programme was 3 months,

providing 2 tins (0.9kg) of infant formula per

month. The estimated needs of an infant are

9 tins of 0.45 kg (4.05 kg) per month6.

Other observations:

In addition to infant formula the baby parcels contained 400g

children’s cereal, 400g baby tea, 1 baby bottle, 1 regular

nipple and 1 fake nipple.

6 Estimation based on average energy requirement for infants under six months (WHO,
1985), (20) and including 10% distribution losses giving an estimated infant formula
requirement of 130g/day.



None of the brands given out by health facilities or in general

distributions were labelled in the local language (contravening

the Joint UN Statement and Article 9 of the Code). The

distribution of branded infant formula not labelled in the local

language resulted in a threatened legal action at the beginning

of June 1999 against humanitarian organisations by the local

FYR Macedonian Breastfeeding Promotion Group. This appeared

to curb infant formula distribution, which in turn was associated

with the legal action being subsequently dropped.

distributions were labelled in the local language.

During the past three years, there has been considerable work

carried out by the Institute of Maternal and Child Health (IMCH)

in FYR Macedonia and the Breastfeeding Committee to reduce

the marketing and use of baby tea in FYR Macedonia. During

the first phase of the emergency, 0.13 MT of baby tea was

received from Germany and stored by WFP. A total of 0.012 MT

was distributed to camp sites, but there is no record of whether

it was distributed to refugees.
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Violations of the Code – Example 4

Product: Infant formula 

Location: Included in general distribution by 1 local

NGO and 2 international NGOs

Organisation: Anonymity requested 

Key violations: Included in general distribution and therefore

not targeted only to children who have to be

fed on substitutes. There was no guarantee

of supply (WHA 47.5). Not labelled in

appropriate language (Article 9.2).

Other observations:

See Section 3.4.3 for description

Commercial infant foods

Donated commercial infant foods for children under 6 months

were supplied to MBTs (see Section 3.4.2) and included in

untargeted distributions (see box below). One international

organisation ⊗ received a donation of 20,500 jars of commercial

infant food and 1,200 jars of baby fruit juice from a commercial

company (Nestle). This donation had been received locally and

there were no samples remaining. There were no records of their

distribution or their intended use so it is not possible to determine

if the Code was contravened in this instance. None of the

commercial infant foods observed in MBTs and included in food

Violations of the Code – Example 5

Product: Lancashire Hotpot

Manufacturer: Milupa

Source: Donation delivered by Convoy from U.K. to

FYR Macedonia

Key violations: Advertisements on the reverse of the packet

for products including Milupa Forward follow

on milk. Language of instruction: English

(Article 9).

Other observations:

Distributed in MBT and by El Hilal in general distribution.

Labelled as suitable for children from 4 months.

Bottles and teats

The general distribution of feeding bottles and teats contravenes

WHA Resolution 47.5 which stipulates that such products should

only be provided to infant who have to be fed on breastmilk

substitutes. Bottles and teats were included in general

distributions (see box overleaf) and so violated the Code.



Violations of the Code – Examples 6 & 7

Product: Baby bottles

Location: Hygiene parcels 

Organisation: Anonymity requested 

Key violations: Included in untargeted distribution to

refugees in host families and host family

members and distributed from one MBT

(WHA 47.5).

Product: Baby bottles

Location: Baby parcels 

Organisation: Anonymity requested 

Key violations: Included in untargeted distribution to

refugees in camps and host families and

distributed from one MBT (WHA 47.5).

3.2.4.2 Violations not resulting from the aid operation

A number of violations were noted in health facilities (Article 6

of the Code) and retail outlets (Article 5 of the Code) (see box).
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Baby bottles, commercial infant foods and high protein biscuits included
in a distribution of baby and hygiene parcels targeted at all infants. This
programme was implemented by an international organisation
(anonymity requested) and funded by ECHO (see Section 3.2.3).

Violations of the Code – Examples 8–11

Product: Plantex baby tea 

Manufacturer: Kekona 

Location: Pharmacy of Tetovo Government Hospital

Key violation: Poster advertising baby tea in hospital

pharmacy (Article 6.2) 

Other observations:

Recommended for baby cramp for infants aged 2 months to

4 years. Includes a statement that it is suitable for infants

who are being breastfed. The picture displays an infant

being bottle fed a non-milky liquid (see photograph, p. 43).

Product: Nan infant formula

Manufacturer: Nestle

Location: Supermarket, Skopje

Key violation: On sale at a reduced price (Article 5.3)

Product: Baby bottle

Manufacturer: Chicco

Location: Supermarket, Skopje

Key Violation: Free gift included in pack (Article 5.3)

Product: Plasma keks infant food and baby biscuits

Manufacturer: Mleveni

Location: Vendors in Stankovec I, Neprostino and

Senokos camps

Key violation: Infant food: Picture of infant being bottle fed

on the front of the packet and

recommendation to add biscuits to milk and

bottle feed (Article 9.1). Baby biscuits:

Picture of infant being bottle fed on the

reverse of the packet (Article 9.1)



3.2.5 Constraints to Implementation of Guidelines

Gaps in current guidelines

• During the aid operation, UHT milk and complementary

infant foods were procured, donated and distributed outside

the UN food pipeline. The exact responsibility of the UN in

the co-ordination and monitoring of non-UN food supply is

not clearly specified in current UN policies and guidelines.

• UHT milk and fresh milk is not included as a commodity in

current UNHCR guidelines on milk product distribution (see

Section 3.2.2).

• The term “complementary food” has different meanings in

infant feeding and food distribution contexts (see

definitions). This may influence perceived responsibility

under current UN guidelines that consider complementary

food distribution as referring to refugee foods.

• Under the UNICEF/WFP MOU (see Section 3.2.2), a UNICEF

role in the monitoring of infant feeding interventions is

implied but is not clearly stated.

• Infant formula is included in the UNHCR definition of milk

products and dried milk is included in the UNHCR category of

complementary foods (see definitions). Since UNHCR has a

specified role in the mobilisation of complementary foods, this

suggests a role for UNHCR in procuring infant formula but it is

not clearly specified. According to the WFP/UNICEF MOU,

UNICEF will mobilise resources and ensure the availability of

BMS during emergencies. This indicates a possible overlap of

responsibility between UNHCR and UNICEF7.

• Under the UNHCR policy on milk products distribution infant

formula should not be distributed to infants over six months.

This reinforces the need to ensure supply of nutrient dense

complementary foods for infants and children. Although the

need to provide instruction on complementary feeding to this

age-group is identified, responsibility for this is not defined.

Limited inter-agency co-ordination

• Information on infant feeding practice in Kosovo pre-1999

crisis existed (18,19), however, lack of dissemination of this

information during the aid operation may have led to

misinformed decision making regarding interventions (see

Section 3.4).

• Between 5 and 13 April 1999, a UNFPA assessment mission to

Albania and FYR Macedonia was carried out (21), which

highlighted lack of promotion and/or protection of breastfeeding

and identified possible problems regarding the use of BMS in

the absence of education and information. In spite of early

identification of these issues by the UN, no co-ordinated

approach to address these issues was established in the field.

• In July 1999, an initiative was developed by UNICEF to

contain and re-distribute infant formula to elderly

institutions in Macedonia. There is a risk that the

curtailment of infant formula distribution in May (see

Section 3.2.4) and the UNICEF initiative to reduce circulating

infant formula in July 1999 may have cut off essential

supply to dependent infants since an alternative UN supply

source was not established.
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Poster advertising
tea for infants in the
hospital pharmacy,
Tetovo Government
Hospital (see
Violation 8).

7 This overlap of responsibility, which would exist in situations in which both MOUs are
applied, would also extend to the supply of therapeutic milk.



• Although UNICEF received large quantities of infant formula,

the attempt to contain untargeted distribution of infant

formula was incomplete as some local and international

organisations continued to include donated and purchased

infant formula in food distributions.

Application of the International Code of Marketing of

Breastmilk Substitutes in emergency situations

There were a number of limitations in interpreting and applying

the Code during the humanitarian intervention in Macedonia.

• Since many of the violating infant feeding items identified

arrived as unsolicited donations, it was difficult to assign

culpability for the violation.

• It is difficult to determine which NGO activities are

considered part of the healthcare system in the Code and at

which point the use of donated formula violates the Code.

• During the aid intervention, violating infant feeding items

were often handled by a variety of military and

humanitarian organisations before their eventual

distribution. Under the Code, it is difficult to decide with

whom lay the ultimate responsibility for distribution of the

violating item.

3.2.6 Support for Implementation of Guidelines

During the humanitarian response there were examples of

successful co-ordination relating to food distribution and infant

feeding.

• During the early phase of the humanitarian aid response,

WFP successfully liased with NATO in the distribution of

WFP food (see Section 3.3.2).

• In May 1999, WHO personnel discovered infant formula in a

NATO warehouse. They prevented its distribution to the

camps and health facilities (28).

• In May 1999, an interagency nutrition co-ordination group

was established. In the beginning, the role of this group in

co-ordination and monitoring was limited since only WFP

and a small number of interested NGOs were represented.

However improved representation by UN agencies and

NGOs throughout June and July 1999 meant it proved a

useful forum for UN agencies and NGOs to collaborate on

issues that arose relating to infant feeding.

• The arrival of a UNHCR nutritionist in June 1999 led to a

significant improvement in the co-ordination and monitoring

of complementary food distribution. UNHCR also became

actively involved in the containment of infant formula

distribution in liaison with WFP and UNICEF.

• At the end of July 1999 the decision was taken by UNHCR

(supported by AAH, SC UK and UNICEF) to destroy the

large stock of infant bottles and bottle teats held by UNHCR

(see Table 2).

• The eventual UNICEF initiative to attempt to contain the

untargeted distribution of infant formula was a result of co-

ordination between UNHCR, WFP, UNICEF and NGOs and

active monitoring and surveillance of NGO activities by

UNHCR and agencies involved in the interagency nutrition

co-ordination group.

3.2.7 Conclusion

This section has shown that despite the large number of policy

instruments supporting infant feeding in emergencies, their

application during the crisis in Macedonia was limited. In many

instances, a range of field personnel involved in the handling

and management of infant feeding items were unaware of the

policies and guidelines to which their particular agencies were

committed. UN MOUs, The Code and NGO guidelines and

policies were all contravened in various ways by a large

number of agencies. Some measures were taken to support

implementation of these policy instruments. However there

were some constraints to their implementation which include

gaps in the applicability of the instruments themselves and

failure of co-ordination mechanisms to create an environment

in which policy instruments could be effectively implemented,

particularly in the early stages of the emergency.
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3.3 Aid Flows

3.3.1 Introduction

This section describes the routes through which infant formula,

other milk powders, complementary infant foods, bottles and

teats were delivered in the emergency-affected population in

Macedonia (see Figure 2). The types and quantities of infant

foods are described though a comprehensive account of the

quantities involved is constrained by the limited monitoring

systems in place.

3.3.2 The Aid Delivery System 

The first phase of the emergency

(late March – early April 1999):

• WFP food pipeline

At the beginning of the crisis the WFP food pipeline into FYR

Macedonia was not fully established. During this time both

WFP food and donated food was handled by the British

NATO logistics camp and the distribution was co-ordinated

by WFP. During the first three weeks of emergency aid, 247

MT of WFP food commodities were distributed through

NATO under the co-ordination of WFP. These items

consisted of Humanitarian Daily Rations (HDR), BP5 biscuits,

canned fish and canned beef.

• Unsolicited donations

During this period unsolicited donations comprised a

significant proportion of the aid that arrived in FYR

Macedonia. A large proportion of the humanitarian aid that

arrived by air was brought in or handled by the NATO forces

based in FYR Macedonia whilst the UN and aid

organisations were being established. NATO countries

provided planes which worked on a “load up and go” policy

with little documentation other than tonnage. A NATO

representative in Skopje estimated that 3,500 MT of

donated humanitarian aid was handled by NATO of which

they estimated 40% was baby food or non-food items for

babies. Non-WFP food distributed under WFP co-ordination

during the second week of April totalled 190 MT and

156,000 litres of water, milk and fruit juice. Donations

received directly by NGOs were sometimes passed on as

“donations in kind” with no accompanying documentation.

• Alternative food pipelines

Food aid was also being directly accessed and distributed

outside the co-ordination of WFP. CRS and MCI established

separate food pipelines to the UN supply and began

supplying some of the camps. AAH supplied complementary

foods to support the basic ration at Blace border camp.

There is little information on the nature and quantity of food

distributed through these alternative food pipelines during

the early phase of the emergency.

Second phase of the emergency

(mid-April until 1 July 1999):

• Food pipeline

By the middle of April 1999, the logistics of the general food

distribution was taken over by WFP from NATO, with the

exception of Care International in Stankovec II and CRS in

Stankovec I who took over the food distribution for these

camps. The lead food agencies in FYR Macedonia involved

in the provision of basic food rations were WFP, CRS, MCI,

Care International and AAH.

• Donations received by UNHCR and WFP

As UNHCR and WFP became established in FYR Macedonia,

UNHCR agreed to accept non-food items and WFP to accept

food items that arrived based on their storage capacity.

Many of the items accepted by WFP and UNHCR were not

within their mandate to distribute. Since donated items not

covered by the WFP mandate were recorded as “non-WFP

items”, tracking of specific items, such as infant formula,

was difficult. Infant feeding bottles were handled by UNHCR

but no records were available from UNHCR on any infant

feeding bottles that may or may not have been distributed.
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Figure 2: Infant feeding commodity flows in FYR Macedonia

• Donations arriving by road

A large proportion of unsolicited donations arrived by road. Convoys

of trucks containing humanitarian aid arrived and drove directly to

the camps where items were distributed without record.
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Source Logistics Distribution/Targeting Use

Public
donations 

Manufacturers
donations 

NATO/KFOR
procurements

Commercial
companies sales

NGO
Procurements

Third party
Governments

Mercy convoy
deliveries

NATO/KFOR
deliveries

WFP
deliveries

INGO
deliveries

NGO
warehousing

NATO/KFOR
warehousing

Commercial sector
warehousing

WFP
warehousing

UNICEF
warehousing

Distribution at
Camp-level

Distribution at
refugees extra-camp

Distribution to
Host families

Alternative uses/
disposal routes

Intra-household
distribution and use

Donations

• In May 1999 a convoy of 36 trucks, the “Convoy of Hope”,

arrived in FYR Macedonia from the U.K. with donations of

clothes, bedding, toys and infant foods including infant

formula and commercial infant foods. One organisation

who accepted donations from this convoy was SC UK.

Included in the donations of “baby items” were infant

formula and commercial infant food. All were labelled in

English and included a wide range of products (see Picture

5). Included in the infant formula donation were six tins of a

medically prescribable formula prescribed in cases of

severe fat malabsorption.

• A convoy that arrived from Portugal in June 1999 was

divided amongst organisations without documentation.

Included in this convoy was infant formula, dried

skimmed milk powder and pre-formulated infant milk

which was consequently included in the general

distribution of an international organisation ⊗ .

An example of donations of infant formula and commercial infant foods
that arrived by road. There is no evidence that manufacturers were
responsible for these donations (see box).



• Donations received directly by international organisations

Humanitarian organisations were also offered and received

direct donations of breastmilk substitutes and baby food. Five

organisations that responded to the field questionnaire had

been approached regarding donations of BMS, infant food or

infant feeding equipment. These included offers from other aid

organisations operating in the area.

Table 1 summarises the information available on these and other

donations received. None of the received products were labelled

in Albanian or Macedonian. Anecdotal information suggests that

many other donations of these commodities were received and

distributed. However, there is little documentation of this.

3.3.3 Sources, Types and Quantities of Infant Foods

Table 2 summarises the quantity of infant foods distributed

between April and July 1999 and in storage on 16 July 1999 for

which there were records kept. Recipients are specified when

known. Many more distributions reportedly took place for which

there is no record. Anecdotal information suggests that infant

formula was distributed in camps during the first phase of the

humanitarian response. However, there is no documented

evidence of this.

Many of the sources of items displayed in Tables 1 and 2 were

donations and many of the sources of donations were

unknown. Of the 13.645 MT8 infant formula in WFP storage on

16 July 1999, 5.709 MT had been received from NATO and

7.944 MT was received from “Poland”. The destination of the

items distributed is unclear and could have been directly to

beneficiaries or NGOs. Many of the items handled by WFP were

distributed to international NGOs working in camps and with

host families. They were then distributed to beneficiaries or

distributed on to other international or local NGOs. Little record

was kept of the flow of items.

By 27 July 1999, 27.148 MT of branded infant formula powder

and 1,041 litres of 200ml pre-packed cartons of branded infant

formula had been received by UNICEF as part of its initiative to

contain infant formula distribution (see Section 3.2.5).
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Table 1: Examples of donations offered or received by organisations working in FYR Macedonia

Donor Recipient Offer made Offer accepted 

SC UK   SNI 0.5 MT infant formula 0.5 MT infant formula

Kap Anamur MTS 1 MT infant formula 1 MT infant formula

Mother Therese International AMICA 1 MT infant formula 1 MT infant formula

Caritas Germany CARE 24 MT infant formula Offer declined

Caritas Austria CRS infant formula* 2 MT infant formula

Caritas Austria CRS baby food* baby food*

Nestle DEA baby food* baby food*

Kuwait government Not specified 15 MT infant formula 15 MT infant formula

* Quantity unknown

8 One MT (1000 kg) of infant formula would feed approx. 248 infants for one month,
including a 10% allowance for losses (see footnote 6).
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3.3.4 Conclusion

This section has shown that there were a huge number of possible routes

through which a variety of infant foods could have reached the emergency

affected population. There were very few measures in place to monitor the flow

of infant foods. A calculation of the quantities of formula in UNICEF storage at

the end of July 1999 indicated that there was enough to feed 1114 infants for

6 months, approximately 22% of the infants in the refugee population13.

Table 2: Examples of infant feeding items distributed and stored between April and July 1999

Infant formula Amount distributed April - July 1999 (MT) Amount in storage 16 July 1999 (MT)

WFP 3.009 18.62 

SC UK   0.5010 2.59 

SNI 0.30 1.04 

IRC no detail available 0.90 

DEA no detail available

Therapeutic milk

WFP 7.9611

Commercial weaning food

WFP 32.00 0.116 

CRS 29.80  

SC UK   2.80 

Solidarites 115.2

Baby tea

WFP 0.012 

DEA no detail available

Dried milk powder

WFP 86.5 5.00 

CRS no detail available 5.29  

Condensed milk  with sugar

WFP 64.24 

Infant feeding bottles

UNHCR no detail available12 0.34 (6,000 bottles and 80,400 teats)

Solidarites 1.00 

DEA no detail available

Biscuits 

WFP (type unspecified) 158.40 

Solidarites (baby biscuits) 3.60 

WFP (high protein biscuits) 26.60

9 A distribution of 3.00 MT of branded infant formula by WFP to SC UK in
May 1999 was not distributed on but stored and later supplied to UNICEF as
part of their initiative to deal with infant formula.
10 Incomplete records of donated infant formula received and distributed.
11 A total of 7.96 MT of therapeutic milk formula distributed by WFP to AAH in
May 1999 was held in storage and later transferred to their programme in
Kosovo.
12 Non-food items received by UNHCR included infant feeding bottles. There
was no record of their distribution. However one agency reported receiving
baby bottles in May 1999 from UNHCR for use in their Mother and Baby Tent.
13 Based on population structure comprising 2% under six months of age and
3% <1 year of age (National Academy of Science and Institute of Medicine), a
peak population of 260,000 refugees during the crisis (see Section 1.3), and
an infant formula requirement of 130g per infant per day (see footnote 6).



3.4 Infant Feeding Interventions

3.4.1 Introduction

This section will review the quality of interventions into infant

feeding that were implemented in Macedonia among the host

and refugee communities. The interventions include the activities

conducted in Mother and Baby Tents in the refugee camps, the

provision of a variety of baby foods and feeding equipment and

postnatal support offered through maternity facilities. Their

practical implementation is described in the light of current

international feeding recommendations and on the basis of

interviews in the field and completed agency field questionnaires.

3.4.2 Mother and Baby Tents (MBT)

One of the main interventions into infant nutrition was the creation

of Mother and Baby Tents (MBT) in the camps. All six MBTs

operating at the time of the assessment were visited (see Table 3).

Table 3: Mother and Baby Tents location and responsible

organisation, June 1999 

Camp No. of Responsible

MBTs organisation

Stankovec I 1 IMC

Stankovec II 1 Care International

Neprostino 1 SC UK

Cegrane 2 (5 during Care International

peak population)

Senokos 1 MCI

The first MBT was set up by AAH in Blace camp in response to

the identification of a number of malnourished infants during

screening of refugees arriving across the border. The mothers

of breastfeeding infants were provided with milk and

supplementary food. Counselling was given and the mothers of

the malnourished infants trained in relactation. Infants less than

12 months were targeted. As the new camps developed,

different organisations created MBTs, the activities of which

varied greatly between organisations and camps (see case

studies overleaf). While not all MBTs were involved in all

activities, the following list describes the activities conducted:

• promotion of breastfeeding

• infant feeding and education

• provision of washing facilities for infants

• distribution of commercial weaning food

• distribution of “baby items”, including clothes, pacifiers,

bottles

• distribution of UHT milk to infants, children 

• distribution of UHT milk to pregnant and lactating mothers

• preparation of infant formula and complementary weaning

foods

Observations in the MBTs suggest that there were varying

levels of knowledge and experience among both international

and national staff operating the MBTs which was reflected in

the advice given to mothers specifically concerning the time of

introducing solids (3 months or as soon as mother wishes) and

the ability to relactate by mothers who had stopped

breastfeeding (individual staff in three MBTs did not believe it

would work in practice). Staff had little awareness of the

normal infant feeding practices of the affected population and

of international guidelines (see Section 3.2.3).
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Baby washing
activities at the
Mother and Baby
Tents in
Neprostino camp



In some MBTs, general education on infant feeding

accompanied distributions of commercial infant foods SC UK,

Neprostino camp), in others they were distributed without

education or advice (Care International, Cegrane camp) (see

Section 3.2.3). Educational materials on infant feeding

developed in Macedonia by UNICEF and IMCH were available in

Macedonia in both Macedonian and Albanian languages.

However they were observed in only one MBT visited. Since

translated versions into international languages were not

available, this made interpretation by international staff difficult.

Case 1: Neprostino

A MBT was set up in Neprostino camp by SC UK at the

end of May 1999. A need was identified by the camp

management, IRC, who were constantly receiving demands

from mothers for commercial infant food. A MBT would

offer facilities to wash infants and young children and could

provide baby foods with the necessary advice. In reality the

MBT was clean, well run and welcoming with good

facilities for mothers to bathe their infants. However there

was the danger that this detracted from addressing any

specific issues regarding infant feeding that may have

arisen. The staff promoted breastfeeding, however the

association of the MBT with breastfeeding may have

prevented those who may have difficulties regarding

breastfeeding from attending. This was voiced by some

staff as a concern. Attempts were made to encourage all

mothers to attend the tent through outreach work of the

staff. In July 1999, a survey of Neprostino camp was made

by the team to determine the coverage of the programme.

It showed 100% coverage, but at a time when the majority

of mothers and infants had returned to Kosovo. The degree

of coverage during the height of the population in the camp

(8,000) was not known.
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Case 3: Stankovec I

In Stankovec I, staff of the implementing organisation (IRC)

felt that an area where infant food could be prepared was

necessary. Individual mothers for whom infant formula was

indicated could be managed here. Relactation could be

practised for those mothers who had ceased breastfeeding.

As a result, infant cereal was prepared and the mothers fed

the child in the tent. Infant formula was not distributed from

the tent but the milk was prepared on site and fed by spoon.

All those receiving infant formula were first assessed by the

paediatrician. There was no record of the number of infants

Case 2: Stankovec II

A MBT had been operating in Stankovec II camp (Care

International) since it began in April 1999. The main aim of

the MBT was to promote breastfeeding, provide nutrition

education and provide supplies of baby commodities to the

women in the camp. In the beginning, there were no infant

foods available so BP5 biscuits crushed in milk were fed to

infants over six months of age. When the supply of BP5

biscuits ran out, commercial baby foods were used instead.

Infant formula was freely available at the tent. It was felt

that women had the right to choose how to feed their child

and were used to using infant formula. The poor facilities in

the camp for boiling water for feed preparation and the

protests regarding this practice from UNICEF, led to a

curtailment of infant milk distribution. Instead all infants

were first assessed at the medical outpatient facility in the

camp and were provided with a weekly supply on medical

prescription. Infant feeding bottles continued to be

distributed from the MBT on request of the mother. The

rationale was that it helped mothers to deal with crying

children by giving them something to drink in a bottle, and

encouraged fluid intake in the heat. UHT milk, fruit juice

and pacifiers were also available from the tent.
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who had received infant formula. Baby bottles were not

available through the tent but it was observed that many

mothers had them. The local medical staff described how

they had tried relactation but it did not work. Mothers felt that

it took too long and they got fed up. In order to discourage

abandoning relactation, the MBT advised they would not

supply these mothers with infant formula. The mothers

consequently left and instead fed infants UHT milk available

from the general distribution. Commercial infant foods were

targeted to children under 2 years and were fed on site. They

were intended to supplement the children’s intake, however

local workers felt that they may have substituted other foods

the child may have been having. Commercial infant foods

were also included in the general distribution in the camp. A

system of outreach workers was attached to the MBT,

however they became disillusioned by mothers feeding young

children other items from the general distribution.

3.4.3 Distribution of Infant Feeding Items

A number of violations of the Code regarding the use of infant

feeding items involving MBTs are outlined in Section 3.2.4.

Infant formula used in MBTs was usually donated though in

some instances was purchased locally for individual infants.

Donated infant formula included a variety of types, including

formulas for infants under 4 months, whey-based formulas and

follow-on formulas which were not always distinguished

between (see box). Furthermore, the amount of infant formula

distributed appeared to depend on the quantities in stock rather

than any estimated needs of an infant.

UHT milk

The general distribution of milk risks undermining

breastfeeding. Furthermore, the use of cow’s milk in early

infancy is not recommended due to the high electrolyte and

protein load. In later infancy the use of cow’s milk as the infants

main nutrient source increases the risk of iron deficiency

anaemia (29). In spite of this UHT milk was distributed without

any guidance on its use to refugees in both camps and host

families with additional rations for vulnerable groups, in some

cases including infants under six months. UHT milk was

supplied through an international organisation (MCI) and

included in complementary food distributions by many NGOs

including IRC in Neprostino camp, AAH14 and CRS. UHT milk for

children was also distributed through MBTs (Care International,

Cegrane camp and Stankovec II camp).

Examples of potentially detrimental infant feeding

support resulting from the use of donated supplies (see

Section 3.2.4)

• One organisation ⊗ which included infant formula in

their distribution had a variety of infant formulas written

in Polish which none of the staff could read. The

formula was packaged in different colours to

differentiate between different types of formula and

different age groups that it was suitable for. Those that

were distributing it thought the colours corresponded to

different flavours so treated them all as equal.

• One local NGO’s ⊗ monthly general distribution of baby

milk powder was two packs (size unknown) insufficient

to meet the needs of an infant dependent on infant

formula.

• Another NGO ⊗ included one pack (of variable size) per

monthly distribution of infant formula or dried milk powder.

These items had been received as a mixed donation. None

of the staff could read the language of instruction

(Portuguese) so they treated them all as the same.

14 AAH originally distributed UHT milk to pregnant and lactating mothers through the MBT in
Blace camp. However logistics personnel noticed that mothers were giving this milk to their
young infants in bottles. This distribution of UHT milk was stopped as a result.



Bottles and teats

The risks of using bottles in conditions where hygiene standards

are compromised are elevated considerably and cup feeding is

the preferred mode (2). Seven organisations reported distributing

baby packs including baby bottles and teats. Six respondents had

or were distributing baby bottles and six respondents had or were

using pacifiers or dummies in their programmes.

Distribution of baby bottles by NGOs was both intentional

(e.g. programme by one international NGO ⊗ to distribute baby

bottles in hygiene packs to all infants) and unintentional

(e.g. distribution of baby bottles via an MBT by Care International

who was unaware of the contents of the hygiene pack).

Eight of the questionnaire respondents were generally

distributing commercial weaning food in jars and five were

distributing fruit juice. Seven organisations were distributing

“baby parcels” only one of which specified the contents. It

included baby fruit juice, baby tea, high protein biscuits, baby

biscuits and commercial infant foods in jars. Only one

distributor of commercial infant foods to refugees in host

families (AAH) included a translation and recommended use on

the back of the relevant ration cards.

All of the MBTs distributed commercial infant foods. Some

prepared food in the tent for the mother to feed the child (IMC,

Stankovec I camp and MCI, Senokos camp) while others

distributed jars or packets of baby food for consumption at home

SC UK, Neprostino camp; Care International, Cegrane camp

and Stankovec II camp). Energy values of ten different samples

collected ranged from 47 kcal/100g to 105 kcal/100g. Protein

content varied from 2.8g/100g to 3.5g/100g. All were

considered as equivalent by NGO staff in terms of distribution

criteria. Target groups for complementary infant food distribution

varied from 6 months to three years SC UK, Neprostino camp

and MCI in Stankovec I) to 0 to 3 years (Care International, MCI

in Senokos). Recommended age on commercial infant foods

varied from 4 months to 15 months. All were distributed equally

to all ages. The amounts distributed in MBTs to children varied

from two jars per day SC UK, Neprostino) to five jars per week

(Care International, Cegrane). In one MBT, (Care International,

Cegrane camp) those distributing baby parcels did not know

their contents. Violations of the Code in relation to commercial

infant foods have been described in Section 3.2.4.

Biscuits are a common food in Kosovar and FYR Macedonian

households and are often included as complementary infant

foods. Five organisations were distributing baby biscuits, eight

had or were using high protein, high-energy biscuits and six

were using ordinary biscuits. These were distributed without

recommendations on their use and may have been

inappropriately used in infant feeding.
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Donated baby bottles in storage at the outpatient facility in Neprostino
camp. These were available to mothers on request.

Complementary infant foods 

The early introduction of complementary foods can be

detrimental to infant health. Furthermore complementary infant

foods should be appropriate, hygienically prepared and

consistently supplied. A wide variety of commercial infant foods

were distributed to a variety of age groups according to a variety

of distribution criteria. Their source varied from local purchase

(SC UK, MCI) and local donations (AMICA) to international

purchase (Solidarites) and international donations (IFRC).



Biscuits for babies 

Commercial baby biscuits are widely on sale in FYR Macedonia

and were on sale in the kiosks in four of the camps visited

(Cegrane, Neprostino, Stankovec I, Senokos). Two vendors

reported poor business for these commodities as biscuits were

being included in the general distribution that the mothers

would use instead. Anecdotal reports suggest infants received

milk and biscuits in bottles. This is recommended on the

popular packs of commercial biscuits (known as “keks”) (see

Section 3.2.4 and picture below). Some distributions, such as

the targeted baby pack distribution of an international NGO

included baby biscuits, baby tea and baby juice in the food

packs and baby bottles in the hygiene packs. These packs

were being distributed through one MBT at the time of the

research visit. Biscuits mixed with milk were promoted as a

complementary infant food in one MBT visited in May 1999 by

a joint UN assessment.

3.4.4 Postnatal Breastfeeding Support

During the research assessment, two camp hospitals and one

government referral hospital were visited to assess postnatal

breastfeeding support offered to refugee mothers.

Postnatal breastfeeding support 
in Cegrane camp

The services provided by the Norwegian Red Cross to mothers

in Cegrane camp were based on WHO guidelines and the

hospital was operating under the principles of the WHO Baby

Friendly Hospital Initiative (BFHI) and had applied for Baby

Friendly Hospital status. All mothers delivering infants here

were fully supported in breastfeeding. Only once breastfeeding

was established and the infant was gaining weight was the

mother discharged. The average length of stay was 5 days after

delivery and the staff adamantly maintained that the women

should stay in the relative calm and space of the obstetric unit

rather than return to the family quarters where family demands

would resume. Infant formula was rarely used, only indicated in

exceptional circumstances such as when an infant was

orphaned. The unit did not experience any great difficulties in

establishing breastfeeding in these women. The greatest

constraints were the demands placed by the family for the

mother to return home. By controlling these stresses in the

early stage of breastfeeding and giving very active support to

women, successful breastfeeding was established.

Postnatal breastfeeding support 
in Neprostino camp

The obstetric facility in Neprostino camp was run by an

international organisation (Dier Johanniter). In addition, an

outpatient facility (“ambulante”) operated including a paediatric

facility. The unit also practised a policy of supporting

breastfeeding. During the visit, two mothers were being

supported in breastfeeding. However a number of practices

were undermining breastfeeding support. Baby tea in infant

bottles was given on the basis that it was culturally practised

and that in the heat infants required more fluids. Pacifiers were
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Local vendor in Stankovec I camp selling the popular “Plasma Keks”
commercial infant biscuits



also given to infants. It was reported that infant formula was

rarely used though there were large stores of donated infant

formula and baby bottles in the unit. Formula was kept in case

of need and bottles were provided to any mothers who

requested them in the outpatient department. Feeding bottles

with larger teats were available for those mothers who wished

to put solids in feeding bottles. There was no record of how

many bottles were distributed and to whom.

Postnatal breastfeeding support in Tetevo
Government Hospital

During the Kosovo crisis over 600 infants were born in the unit.

At the height of the crisis, 50-60 infants were being born per

day. In the hospital breastfeeding policy and practice was being

developed as part of the WHO BFHI and attempts were being

made to work towards international standards in co-operation

with UNICEF. All infants were put within half an hour to the

breast. Breastmilk substitute was used in a minority of cases

where the mother could not breastfeed. Infants and mothers

were kept in separate rooms due to restriction on space.

However the mothers had unlimited access to the infants and

breastfeeding on demand was encouraged.

Infant formula was prepared in the unit for those for whom it is

indicated, supplied by the hospital pharmacy who purchased it

from a variety of companies. Incentives have been offered by

companies to the paediatricians on the unit to purchase their

products, however none had been accepted. No posters or pens

were displayed in the unit.

Where a mother had started infant formula in the unit and could

not afford to purchase it, she was referred to the hospital social

worker and a community social centre from where she received

supplies. The social worker visited these women at home. On

the unit breastfeeding and complementary feeding booklets

produced by UNICEF were available.

During the humanitarian response donations of infant formula

for refugee mothers were received by the hospital. In the WHO

infant feeding assessment carried out in June, free supplies of

infant formula were observed being given to refugee mothers in

the maternity unit (21). When this issue was raised by the

researcher the staff replied that although there was a risk of

such donations undermining breastfeeding, education given to

mothers on the benefits of breastfeeding should help to negate

any messages given by distributing such items.

3.4.5 Conclusion

Review of infant feeding interventions implemented showed

great variation in quality. A number of potentially health

threatening interventions were carried out including the

distribution of bottles and teas, the indiscriminate use of

different types of infant formula and commercial infant foods,

the provision of UHT milk for young infants, and the donation of

breastmilk substitutes to health facilities which were effectively

supporting breastfeeding.

3.5 Infant Feeding Practice and Morbidity

3.5.1 Introduction

This section reports the findings of surveys of infant feeding

practice in two camps. Levels of breastfeeding, formula use,

and complementary feeding practices are reported. Secondly,

morbidity prevalence from diarrhoea, cough, ARI and fever are

reported. The section is completed with a discussion of the

potential impact of the crisis on infant health and nutrition.

Data on infant feeding practice gathered from surveys in

Neprostino and Stankovec I camps are compared with selected

data from the following surveys though different sample sizes,

indicators and age-groups limit direct comparisons.

• 1996 Multiple Indicator Cluster Survey (MICS) of Kosovo

(UNICEF/IPH, Serbia and Montenegro) (18)

• 1998 Nutritional, Anthropometric, Child Health and Food

Security Survey of Kosovo (UNICEF/MCI/AAH) (19)

• 1998 Nutrition and Health Survey of Macedonia camps

(UNICEF/UNHCR/AAH/IMCH) (4)
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• 1999 Anthropometric, Nutritional, Infant Feeding and

Weaning Survey of Kosovo (AAH) (22)

• 1999 Health Survey of Kosovo (IRC/CDC/WHO/IPH, Pristina) (23)

3.5.2 Characteristics of the Study Population

• A total of 242 infants and children (118 boys and 124 girls)

aged 2 years and under took part in the survey (170 children

in Stankovec I camp and 72 children in Neprostino camp)

(See Annex 3 for the age and sex distribution of the sample).

• A total of 234 carers were interviewed. All were female,

with a mean age of 31.5 years (range 17-46 years).

• The mean number of children under 2 years was 1 child per

carer.

3.5.3 Infant Feeding Practice 

For 199 of the 242 infants and children surveyed, a 24 hour

breastfeeding, fluid and food recall was completed. The combined

24 hour recall data for both camps is presented in Table 4.

Indicators of Breastfeeding Practice16

In Stankovec I and Neprostino camps, 88% (212 of 242)

children 2 years had initiated breastfeeding and 12% had never

been breastfed (NB). In Stankovec I camp, the proportion of

children aged 12 months and under who were first breastfed

within 1 hour of birth was 19% (TIB). Over one quarter of

children (28%) aged <12 months were first breastfed 24 hours

or more after birth (1-3 days).
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Table 4: Combined 24 hour recall of Neprostino and Stankovec camps for children 0 - 24 months

Age Group < 4 months 4 - <6 months 6 - <12 months 12 -  24 months >0 - 24 months

% n % n % n % n % n

Breastfeeding

Exclusive 64% 14   56% 9 0% 0  0% 0 12% 23

Predominant 32% 7 12% 2 26% 15 7% 8 16% 32

Partial 4% 1 13% 2  34% 19 28% 29 26% 51

None 0% 0 19% 3 40% 23 65% 67 46% 93

Infant formula

Exclusive15 0% 0 0% 0 0% 0 0% 0 0% 0

Predominant 0% 0 0% 0 0% 0 0% 0 0% 0

Partial 0% 0 6% 1 0% 0 1% 1 1% 2

Other foods and fluids

Vitamins/minerals/medicine 9% 2 0% 0 11% 6 18% 19 14% 27

Plain water 32% 7 25% 4 91% 52 90% 94 79% 157

Sweetened or flavoured water 5% 1 0% 0 9% 5 17% 18 12% 24

Fruit juice 9% 2 19% 3 47% 27 65% 68 50% 100        

Tea/infusions 0% 0 19% 3 51% 29 60% 62 47% 94

Tinned/powder/fresh milk 5% 1 19% 3 74% 42 55% 57 52% 103

Mushy/solid foods 0% 0 0% 0 39% 22 62% 64 43% 86

ORS solution 0% 0 6% 1 47% 7 13% 6 7% 14

Response rate

Total respondents 22 16 57 104 199

Total infants  27 18 72 125 242

Response rate 81% 89% 79% 83% 82%

15 In the absence of standard definitions for artificial feeding, the terms exclusive,
predominant and partial infant formula feeding have been used in this report. These are
based on the standard definitions for breastfeeding.
16 A number of standard indicators have been recommended for monitoring and evaluating
breastfeeding practice (25). Those included in this report are Exclusive Breastfeeding Rate
(EBR), Predominant Breastfeeding Rate (PBR), Never Breastfed (NB), Timely Complementary
Feeding Rate (TCR), Timely Initiation of Breastfeeding (TIB) and Continued Breastfeeding at
12 and 24 months.



Of the infants less than 6 months old (both camps), 60% were

exclusively breastfed (EBR) and 24% were predominately

breastfed (PBR). Among infants less than 4 months, 64% were

exclusively breastfed and 32% were predominately breastfed.

The main supplementary items in non-exclusive breastfeeding

infants were water, tea and fruit juice (predominate

breastfeeding) and UHT or powdered (excluding infant formula)

milk (partial breastfeeding).

Duration of breastfeeding

Breastfeeding was continued in 50% of children aged 12-15

months and 22% of children aged 20-23 months. The duration

of breastfeeding in carers who had stopped breastfeeding was

investigated retrospectively in Stankovec I camp only 

(170 children). Of the 152 infants and children who had been

breastfed at some stage, 39% had stopped breastfeeding17.

Data on duration of breastfeeding is available for 45 of these

59 children. The age at which breastfeeding was stopped is

given in Table 5.
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Context of findings

During the 1996 MICS survey of Kosovo (18), 87% of children

under 5 years had initiated breastfeeding. The proportion of

children under 5 years of age in the FR Yugoslavia that were

first breastfed within 2 hours of birth was 12.5%. Nearly one-

third were first breastfed after 24 hours.

Context of findings 

In the 1996 MICS survey of Kosovo (18), 12.2% of infants

under 4 months were exclusively breastfed and 67.6%

were predominately breastfed. Kosovo province had the

highest proportion of breastfed infants in FR Yugoslavia.

The high prevalence of exclusive breastfeeding found in our

survey compared to the 1996 MICS survey may be due to small

sample size, inadequate questioning by surveyors or inadequate

responses by carers. Supplementary foods or fluids may have

been consumed less frequently than every 24 hours.

Alternatively the results may reflect an increase in exclusive

breastfeeding associated with the Kosovo crisis. Assessment of

breastfeeding indicators in Kosovo upon return to the province

is necessary to determine whether there has been a change in

breastfeeding pattern.

Table 5: Age at which breastfeeding was stopped in

children 0 - 24 months

Age of cessation Number who Cumulative

of breastfeeding ceased breastfeeding Percentage

n %

1 month 7 15%

>1 - <4 months 16 51%

4 - <6 months 3 58%

6 - <12 months 11 82%

>12 - 24 months 8 100%

Total respondents 45

Total 0-24 months who

had ceased breastfeeding 59

Response rate 76%

Reasons for cessation of breastfeeding

The reasons for cessation of breastfeeding was investigated

retrospectively in Stankovec I camp only (59 children) and are

listed in Table 6. There was no significant difference in reasons

for ceasing breastfeeding between infants aged 6-12 months

and children aged 12-24 months. Perceived insufficiency of

breastmilk was the main reason for cessation reported by

carers.
17 Based on the question ‘Are you still breastfeeding your child?’
18 Question included in 1999 survey of Macedonia camps was ‘Do you give this child any
formula or artificial milk?’ (4)



Table 6: Reasons given for stopping breastfeeding in

children 0 - 24 months

Reasons for No. who Proportion who

stopping   ceased ceased

breastfeeding breastfeeding breastfeeding

n %

Mother did not have

enough breastmilk 29 51%

Baby needed more/too old 4 7%            

Separation from the infant 1 2%            

Baby didn’t

want breastfeeding 9 16%           

Mum became pregnant 9 16%           

Infant sickness 2 3%            

Medical advice 2 3%            

Infant formula better

than breastmilk 1 2%            

Total respondents 57

Total 0 - 24 months who

had ceased breastfeeding 59

Response rate 97%

receiving infant formula while 74% were receiving liquid/powdered

milk. Of the infants 6-12 months who were being breastfed (60%),

all were also receiving liquid/powdered milk. In Neprostino camp

where receipt of UHT milk was reported, all non-breastfed infants

were receiving UHT milk. Overall, 80% of infants aged 6-12

months in Neprostino camp were receiving UHT milk.
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Context of findings

In the 1998 survey of Kosovo (19), 44% of children aged 6

- 59m who were no longer breastfeeding cited insufficient

breastmilk as the reason for stopping breastfeeding. An

additional 24% considered the baby was too old for

breastfeeding and among 16% the baby refused.

Use of infant formula & liquid/powdered milk

Only one infant under six months was reported to have consumed

infant formula in the previous 24 hours. In Stankovec I camp, only

11% of children aged 2 years and under were reported to have

ever received infant formula. None of the infants aged 6-12

months (in both camps) who were not being breastfed (40%), were

Context of findings

Pre-1999 Kosovo crisis there is little quantitative data on the

use of breastmilk substitutes. Anecdotal reports indicate that

cow’s milk was commonly introduced to the infant’s diet and

infant formula was also used (19). In the 1999 survey of the

returned Kosovo population (22), 25% of infants aged 6-18

months had ever received infant formula and 68% had cow’s

milk introduced before the age of six months. Lack of pre-crisis

quantitative data does not allow us to estimate any change in

pre and post migration uses of breastmilk substitutes. In the

1999 survey of the Macedonian camps (4), 10.4% of infants

under 12 months reported receiving infant formula18,

comparable to results from Stankovec I and Neprostina camps.

Use of infant feeding bottles

The use of infant feeding bottles in the previous 24 hours was

investigated in Neprostino camp (72 children). Nearly half (47%)

of the infants and children surveyed had fed on a bottle with a

nipple in the previous 24 hours including: 18% infants under 6

months, 54% of infants aged 6-12 months, 54% of children

aged 12-24 months.

Context of findings

In the 1996 MICS survey of Kosovo (18), the use of infant

feeding bottles was 38.9% in children under 5 years, a

usage rate significantly lower than that for the entire FR

Yugoslavia (69.7%). In the 1999 survey of the returned

population to Kosovo (22), the use of infant feeding bottles

was not investigated.



Complementary feeding with non-milk feeds

The timely complementary feeding rate (TCR) for infants aged

6-9 months was 33%.

3.5.4 Morbidity

Prevalence of diarrhoea

Table 7 shows that almost half of infants under 6 months were

reported to have had diarrhoea in the previous two weeks. In

general, infants under 6 months (42%) suffered less diarrhoea

compared to older children (62%). The proportion of infants

under 6 months reporting diarrhoea was higher in Neprostino

camp compared to Stankovec I camp.

There was no significant association found between feeding

mode (exclusive breastfeeding, predominate breastfeeding, all

breastfeeding, use of UHT milk and use of infant formula) and

reported prevalence of diarrhoea in the previous two weeks19.
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Context of findings

In the 1996 MICS survey of Kosovo (18), the timely

complementary feeding rate for infants 6-9 months in the

FR Yugoslavia was 37% (50% urban areas and 30.6% in

non-urban areas). A rate for Kosovo province was not

reported.

In Stankovec I camp, the introduction of non-milk feeds was

investigated. Overall, 64% (of 170 children) had been

introduced to non-milk foods. Of these children,

• Nearly half (48%) had been introduced to non-milk foods

before the age of four months (the mean age of introduction

was 4.5 months).

• Neary one-fifth (18%) of children aged between 12 and 24

months had not yet been introduced to non-milk foods.

• The main foods non-milk foods introduced were: biscuits

(67%); family food (27%); fruit (20%); baby food (9%) and

infant formula (3%).

• The main reasons given for the introduction of non-milk

foods were ‘the child needed more than breastmilk’ (54%);

‘mum did not have enough breastmilk’ (17%); ‘child is too

skinny’ (13%) and ‘baby didn’t want to continue

breastfeeding’ (11%).

• There was no significant difference in the non-milk foods

introduced to infants aged 6-12 months and those

introduced to children aged 12-24 months.

Context of findings

There is little quantitative data available pre-crisis on

complementary feeding practices in Kosovo. Anecdotal

reports included in the 1998 Kosovo survey (19) cite early

complementary feeding and popularity for tea and biscuits.

In the 1999 Kosovo survey of the returned population (22),

retrospective data on complementary feeding in children

aged 6-18 months was collected.

• The most common complementary food was biscuits

with 30% of infants under 4 months introduced to

biscuits. The majority of infants were introduced to a

mixture of commercial baby biscuits (Plasma keks) and

milk, a combination high in protein and sodium.

• Only 43% of infants 6-18 months had fruit and

vegetables and 39% meat, fish and eggs included in

their diet.

• 90% of infants under 6 months drank tea on a daily basis.

• These findings are consistent with the anecdotal

reports of feeding practice pre-crisis and the infant

feeding practice observations and findings in FYR

Macedonia during the humanitarian response.



Prevalence of fever and cough

History of fever and cough was only collected in Stankovec I

camp (170 children). Table 8 shows that of children under 

2 years, a quarter were reported to have had fever, a third ARI20

and a half cough in the previous two weeks.

Table 7: Two week prevalence of diarrhoea in Stankovec I

and Neprostino camps

Age Group Diarrhoea

% n     

≤6 months 42% 19

>6 -  12 months 66% 46

>12 -  24 months 59% 74

>0 - 24 months 54% 139

Total respondents 240

Response rate 99%
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Context of findings

In the 1996 MICS survey of Kosovo (18), 10.3% of children

under 5 years reported diarrhoea in the previous 2 weeks

(gruelly stool in breastfed infants was not considered

diarrhoea). In the 1998 survey of Kosovo, the prevalence of

diarrhoea was 10.7% in children 6-59 months and 15.8%

in children 6-29 months (19). In the 1999 health survey of

Kosovo (22) the two week prevalence of diarrhoea was

33.5% in children aged 2 years and under. This suggests a

higher prevalence of diarrhoea in the Kosovo population

during the humanitarian response and on their return to

Kosovo.

Table 8: Two week prevalence of fever and cough in

Stankovec I camp

Age Group Fever Cough ARI

% n % n % n

<6 months 9% 3 28% 9 22% 7

6 - <12 months 30% 17 51% 29 33% 19

12 - 24 months 29% 23 54% 42 36% 28

>0 - 24 months 26% 43 48% 80 32% 54

Total respondents 166 167 167

Response rate 98% 98% 98%

Context of findings

In the 1998 survey of Kosovo (19), 22% of children aged 

6-29 months had a history of ARI in the previous 2 weeks.

In the 1999 survey of the Macedonian camps (4), the

prevalence of ARI in children 6-59 months was 32%. In the

1999 health survey of Kosovo (22) the two week

prevalence of ARI was 31.7% in children aged 2 years and

under. During the 1996 MICS survey (18), only 41% of

mothers in Kosovo recognised the primary symptoms of ARI

(difficult and fast breathing) in their children.

3.5.5 Impact of the Crisis on Infant Feeding and
Morbidity

Was initiation of breastfeeding affected by the crisis?

Initiation of breastfeeding was investigated in three different

age groups corresponding to three distinct time periods relating

to the 1999 Kosovo crisis (see Table 9). The time of initiation of

breastfeeding corresponds to the time around the birth of the

infant and exposure to events at this time may, in theory, have

had a negative influence on the initiation of breastfeeding.

Children surveyed in Stankovec I camp only (170 children) were

included in this analysis since both surveys were carried out at

different times and the same time-scale could not be applied to

both. The surveyed Neprostino population consisted of those

who remained after the mass return of refugees to Kosovo. The

Stankovec population was considered more representative of

the general Kosovar population.

19 The definition of diarrhoea used in both surveys does not allow for the age of the infants,
which may be important as breastfed infants may have a normal higher frequency of stool.
In the absence of an identified international definition of diarrhoea in breastfed infants the
general definition is used.
20 ARI (acute respiratory infection) prevalence based on cough with increased breathing.



Table 9 shows no negative impact on the initiation of

breastfeeding in relation to these particular time periods and

compared to initiation rates pre-1999 crisis (18).

Did the crisis effect the early cessation of breastfeeding?

A large proportion of mothers stopped breastfeeding before

4 months (see Table 5). To investigate if the numbers that

stopped breastfeeding early had been affected by the crisis a

comparison between children aged 6-12 months and 12-24

months was made and is presented in Table 10.

• The proportion of infants who stopped breastfeeding before

four months was significantly higher in the younger age

group (p=0.001)21. The risk ratio was 2.53 (95% confidence

interval 1.40-4.55)

• The high proportion of infants aged 6-<12 months who

ceased breastfeeding before four months of age compared

to that reported for 1-2 year olds suggests that factors

within Kosovo and during the acute crisis had a negative

effect on established patterns of breastfeeding.

Context of findings

In the 1996 MICS survey of Kosovo (18), 10.2% of children

under 5 years, who were no longer breastfeeding, stopped

breastfeeding under 3 months of age while a total

(cumulative) of 29.6% had stopped under six months of

age. In the 1999 Kosovo survey (22), 35% of children aged

6-59 months had stopped breastfeeding before six months.

Within the age groups, a higher proportion of infants aged

6 months (23.6%) and 12 months (29.5%) ceased

breastfeeding before 6 months compared to children aged

18 months (16.7%). These findings suggest that the

proportion ceasing breastfeeding earlier has increased

within the last year.
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Table 9: Rates of initiation of breastfeeding in relation to time of birth 

Age group Time of birth Exposure Proportion who

initiated breastfeeding 

0 - 3 months March 1999 - June 1999 Period of humanitarian intervention 100%

up to the time of the Stankovec I survey

4 - 7 months December 1998 - March 1999 Period of unrest leading up to the 1999 89%

Kosovo crisis and mass migration

8 - 24 months June 1997 - November 1998 Period of ongoing instability in Kosovo province 88%

Table 10: Cessation of breastfeeding before four months of age in relation to time of cessation

Age group Time of cessation Exposure Proportion who

of breastfeeding ceased breastfeeding

before four months of age

6 - <12 months July 1998 -  April 1999 Period of escalating unrest in Kosovo 81% (13/16)

province and mass refugee movement

to FYR Macedonia.

12 - 24 months June 1995 - October 1997 Period of ongoing instability in 32% (9/28)

Kosovo province

21 Fishers Exact Test (two-tailed)



Was there an increase in child morbidity during the crisis?

During the humanitarian response, there was no excess infant

or child mortality reported in the camps in FYR Macedonia.

According to WHO Communicable Disease Surveillance there

was no major outbreak of any communicable disease in the

camps or host families. The survey of Kosovo in 1998 (19)

found a prevalence of diarrhoea of 10.7% in children aged 6-59

months. In the 1999 survey of the Macedonia camps (4), the

prevalence in the same age group was 29% and in a recent

health survey of the province (22), 33.5% of children 2 years

and under had a two-week history of diarrhoea. Although there

was no significant outbreak of disease during the humanitarian

intervention, there was an increase in child diarrhoea in the

camps compared to data pre-crisis.

The pre-crisis prevalence of ARI (19) was 22% in children

6-26 months, compared to 32% (6-59 months) during the

humanitarian crisis (9). On return of the refugees to Kosovo,

31.7% of children 6-24 months had a two week history of ARI.

Comparative morbidity data collected before and after the acute

phase of the 1999 Kosovo crisis suggests increased child

morbidity in the returned refugee population. However, the

contribution that inappropriate infant feeding practice has

contributed to this apparent increase in morbidity remains unclear.

Did it Matter?

A number of factors specific to the Kosovo refugee population

may have prevented any dramatic impact of the emergency or

humanitarian response on infant mortality:

• The Kosovo population who arrived in FYR Macedonia

between March and June 1999 were relatively well

nourished and had travelled a relatively short distance.

• The refugee population were not entirely dependent on the

international relief effort. Many had the capacity to purchase

food and there was massive support from local host families

who housed over half of the refugees in FYR Macedonia.

• There were acceptable water and sanitation conditions.

• The large-scale distribution of UHT milk meant that even if

infants were not breastfed and infant formula was not targeted,

there was milk in circulation that infants could be fed with.

• Unsolicited donations contributed a significant proportion of

the complementary infant foods that were in circulation. These

and the considerable capacity of organisations to purchase

commercial infant foods meant that failure to supply a

complementary infant food, e.g. blended food through the UN

pipeline was less obvious and arguably less critical.

Had these conditions not prevailed, the negative consequences

of the shortcomings of the aid operation may have been much

greater.

Cautious comparisons of data suggest that there may have

been earlier cessation of breastfeeding during the 1999 Kosovo

crisis, though initiation rates were not affected. This raises

issues as to whether the aid intervention could have responded

more appropriately or effectively to support infant feeding. The

medium and long term consequences of a reduction in the

duration of breastfeeding are unknown but could be particularly

detrimental if access to cow’s milk or water and sanitation

conditions decline. Indeed, the overall impact of inappropriate

infant feeding practices, established or reinforced during the

humanitarian response, might reasonably not be expected to

exert their full impact on infant health and nutrition until the

population had repatriated to Kosovo. There, in a post-conflict

situation, where water, sanitation, and food security may remain

compromised for some time, increases in morbidity and

mortality may well be expected. Pre-winter surveillance in

Kosovo does indeed already show an increased prevalence of

childhood diarrhoea and ARI in the refugee population now

returned (23).
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3.5.6 Conclusion

This section has highlighted that infant feeding practices were

far from optimal in the emergency affected population. Many

infants were not breastfed immediately after birth, many

breastfed infants were supplemented with tea, fruit juice and

water and there were high rates of bottle use. Infant formula

was not widely used. Complementary feeding in older infants

was of poor nutritional quality, often based on cow’s milk and

biscuits. The findings of this survey are similar to those from

other surveys conducted among this population. Levels of

morbidity were high though interpretation of the diarrhoea data

is impeded by definitional problems in breastfed infants. There

is some evidence to suggest that the 1999 Kosovo crisis had an

impact on infant feeding practice however the data limits any

firm conclusions. The particular emergency environment in FYR

Macedonia may have prevented any more immediate significant

effects on morbidity. The medium and long-term implications of

the 1999 Kosovo crisis and aid intervention on infant feeding

are as yet unknown.
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4.1 Guidelines and Policies

• A number of UN agreements include provisions to prevent

any practices that could undermine breastfeeding and

optimal complementary feeding. These were implemented

to a variable extent and their implementation appeared to

be very dependent on the presence of key personnel as

opposed to institutional systems.

• A number of perceived gaps in current UN guidelines meant

that no one agency took responsibility for areas not specifically

covered by a MOU e.g. the co-ordination and monitoring of

donated infant feeding items and non-UN food pipelines.

• Contravention of the Code and subsequent WHA resolutions

was widespread and resulted directly as a consequence of

the international aid intervention.

• NGOs did not have a consistent approach to infant feeding

in emergencies. A few agencies purported to be using their

own guidelines though these could not be traced during the

study period. Other agencies were not aware of

organisational or international guidelines on infant feeding.

No agency referred to the Joint UN Statement on Infant

feeding in the Balkans.

• Donor organisations do not currently require specific

information from implementing agencies on adherence to

established policies or guidelines on infant feeding.

4.2 Aid Flows

• Substantial quantities of infant formula were found in the

aid system. The supply in storage in July 1999 would have

been enough to feed about 22% of infants under six months

for a six-month period.

• There was no monitoring of the source and destination of

breastmilk substitutes and bottles/teats handled by WFP,

UNHCR and UNICEF.

• There was no way of monitoring unsolicited donations of

infant feeding items arriving by road.

4.3 Infant Feeding Interventions

• Mother and Baby Tents were the main focus of infant

feeding intervention for the refugee population. Though the

precise activities varied, the provision of infant formula and

commercial infant foods were often an important

component.

• Postnatal breastfeeding support was a strong component of

NGO and Government supported maternity facilities.

However there is a risk that such work may have been

undermined by the donation of supplies of infant formula

through the humanitarian system.

• Many agencies were involved in the general distribution of

infant formula, commercial infant foods, bottles/teats and

UHT milk. Much of the distribution of infant formula was

untargeted, uncoordinated and unmonitored.

• There was little co-ordination and monitoring of infant

formula distribution and complementary infant food

distribution during the humanitarian response.

4 Key Conclusions
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countries, with the aim of reducing inappropriate donations

of breast milk substitute.

• Communication between health/nutrition and logistics

departments within agencies and in aid operations should

be improved.

• Donors should be responsible for ensuring compliance with

international guidelines on infant feeding.

5.2 Practice

On the basis of the findings of this report the following

recommendations are made for conducting assessments:

• Breastfeeding practice indicators used in population surveys

should be standardised.

• Key indicators of breastmilk substitute use for inclusion in

population surveys should be developed and agreed.

• Age groups  to which infant feeding indicators are applied

should be standardised.

• Infants under six months of age should be included in

assessments and surveys of infant feeding practice.

On the basis of the findings of this report, the following

recommendations are made for the acute phase of an

emergency:

• Development of combined interventions through research

and piloting, such as breastfeeding, relactation and infant

formula feeding (see Research) should be explored.

• Co-ordination and monitoring of infant feeding interventions

should be improved.

• Responsibility for training of local and expatriate staff

involved in infant feeding interventions should not be

overlooked.

On the basis of the findings of this report the following

recommendations are made for the later stages of an emergency:

• Health workers should be trained in good infant feeding

practice.

5.1 Policy

On the basis of the findings of this report it is recommended that:

• UN agencies should consider ways in which the provisions

of the MOUs could be more effectively implemented, with a

particular focus on co-ordination and monitoring of infant

feeding interventions.

• All humanitarian agencies should consider how minimum

standards in humanitarian interventions (The Sphere

Project) can be achieved.

• Experienced Nutrition and Food Advisors should be

positioned early in an emergency, even in cases where

malnutrition or elevated CMR is not yet evident.

• Generic infant formula labelled in the appropriate language

should be available, with clear lines of supply and

responsibility.

• When distributing through local NGOs, the suppliers of

infant feeding materials (NGOs, Red Cross/Red Crescent or

UN agencies), should retain responsibility for monitoring,

targeting, distribution and use.

• There should be clarification on the use and distribution of

UHT and fresh milk with inclusion in current guidelines on

milk distribution and use.

• The establishment and promotion of one comprehensive

international guideline on infant feeding in emergencies

should be explored.

• There should be clarification of issues regarding the

application of the International Code and subsequent WHA

resolutions in emergency situations.

• Military forces involved in humanitarian relief should be

required to consult with relevant UN agencies particularly

during the early stage of humanitarian operations.

• Responsibility for screening, co-ordination and monitoring of

unsolicited donations should be established.

• Public education campaigns should be carried out in donor

5 Recommendations



• BFHI should be established.

• The International Code of Marketing of Breastmilk

Substitutes should be incorporated into national legislation.

• Surveillance systems for infant feeding practice and

morbidity should be established.

5.3 Research 

On the basis of the findings of this report the following areas

have been highlighted for future research:

• Assessment of the practicalities and outcomes of combined

infant feeding interventions.

• Standardisation of methods of anthropometric assessment

in infants under six months.

• Clarification of diarrhoea definition in breastfed infants

under six months.

• Investigation of the effects of acute and chronic stress on

lactation.

• Consideration of the practicalities of relactation during acute

crisis.
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Annex 1: Organisations operating in FYR
Macedonia, June 1999
Name of Organisation Abbreviation

UN High Commissioner for Refugees UNHCR

UN High Commissioner for Human Rights UNHCHR

UN Childrens Fund UNICEF

UN Development Programme UNDP

World Bank

World Food Programme WFP

World Health Organisation WHO

International Monetary Fund IMF

International Committee of the Red Cross ICRC

International Federation of the Red Cross IFRC

Organisation for Security and OSCE-Task Force
Cooperation in Europe for Kosovo

Organisation for Security & Cooperation in Europe OSCE/KVM

ACTED

Action Against Hunger-UK AAH

Adventist Development and Relief Agency ADRA

Arbeiter Samariter Bund ASB

American Refugee Committee International ARC

American Friends Services Committee AFSC

Amica

Assistencia Medica Internacional AMI

Associazione Papa Giovanni XXlll APG XXlll

Association to Aid Refugees (Japan) AAR (Japan)

Care International CARE

Caritas Austria

Caritas Germany

Caritas Italy

Catholic Relief Services CRS

Childrens Aid Direct CAD

Childrens Relief Association CRA

Cooperazione e Sviluppo CESVI

Cooperazione Italiana CI

Crabgrass

Cric

Danish Refugee Council DRC

Diakonie Emergency Aid DEA

Department for International Development DFID

Doctors of the World DOW

Die Johanniter HELP

European Community Humanitarian Office ECHO

European Community Monitoring Mission ECMM

European Perspective

German Red Cross GRC

Gruppo di Volontariato Civile GVC

German Technical Cooperation GTZ

Handicap International HI
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Helpage International

Humanitarian Cargo Carriers HCC

International Catholic Migration Commission ICMC

International Centre for Migration Policy Development ICMPD

Italian Consortium of Solidarity ICS

International Health Services Foundation IHSF

Institute of International and Social Affairs IISA

International Medical Corps IMC

International Organisation for Migration IOM

Iranian Relief Committee IRC

International Rescue Committee IRC

International Relief and Development IRD

Intersos

Japan Emergency Team JET

Japan International Cooperation Agency JICA

Jesuit Refugee Service JRS

Multinational security force (large input from NATO) KFOR

Kinderberg

Kommittee Cap Anamur KCA

Kvinna Till Kvinna KTK

Macedonian Centre for International Co-operation MCIC

Norwegian Church Aid NCA

Medair

Mercy Corps International MCI

Medecins Du Monde-Greece MDM-Greece

Medecins sans Frontieres MSF

Mother Teresa Society MTS

Movement for Peace Disarmament and Liberty MPDL

North Atlantic Treaty Organisation NATO/K-FOR

Norwegian Refugee Council NRC

Nuova Frontiera NF

Office of Transistion Initiatives OTI

Office of US Foreign Disaster Assistance OFDA

Oxfam

Pharmaciens sans Frontieres PSF

Physicians for Human Rights PHR

PMU Interlife

Project HOPE PH

Saudi Arabian Red Crescent Society

Save the Children UK          SC UK

Shelter Now International SNI

Solidarites

Sue Ryder Foundation SRF

Swiss Disaster Relief SDR

Technisches Hilfswerk THW

United Methodist Committee on Relief UMCOR

US Agency for International Development USAID

US Dept of State, Bureau of Population, Refugees & Migration PRM

World Vision WVI
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Refugee camps with areas of responsibility by NGO, FYR Macedonia, May 1999  

Site Name Coordination/ Health MBT Water Sanitation Community Education

Distribution Services

Blace AAH/MCI MDM AAH OXFAM MSF-H

Stankovec I (Brazda) CRS MSF-H IMC OXFAM IRC OXFAM/ UNICEF/NRC

ICMC/SC UK

Stankovec II CARE IMC CARE OXFAM IRC OXFAM/ UNICEF/NRC

SC UKIMC

Bojane TRC TRC TRC TRC ASB/SC UNICEF/NRC

Neprostino IRC DJ SC  UK            IRC IRC UNICEF/NRC

Radusa ASB/MCIC Bulgarian MCIC (NCA) MCIC (NCA) MCIC (NCA) UNICEF/NRC

(NCA) Government/SC UK

Senokos MCI DOW MCI Solidarites Solidarites ICS/MCI UNICEF/NRC

Radusa Collective  Bulgarian UNICEF/NRC

Centre Government

Cegrane CARE MSF-H CARE NCA NCA GVC/Intersos/ UNICEF/NRC

CRIC/CESVI
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Annex 2: A Selection of Guidelines and Policy Documents on Infant feeding in Emergencies 
Organisation Date Title

‘The Code’ and related documents

World Health Organisation 1981 ‘The International Code of Marketing of Breast-milk Substitutes’

World Health Organisation 1986 ‘Guidelines Concerning The Main Health and Socio-economic
Circumstances in Which Infants Have to be Fed on Breast-Milk
Substitutes’ (WHO A39/1986/REC/1 Annex 6, Part 2)

World Health Organisation 1994 Infant and Young Child Nutrition (WHA 47.5)

Donor Guidelines

Government of the Netherlands 1991 ‘Guidelines for the Use of Milk Products in Food Aid Programmes’ 

USAID/BHR/OFDA 1998 ‘Field Operations Guide for Disaster Assessment and Response’

Field Manuals

UNICEF 1986 ‘Assisting in Emergencies’ 

Medecins Sans Frontieres 1995 ‘Nutrition Guidelines’  

Oxfam 1996 ‘Feeding in Emergencies for Infants Under Six Months:
Practical Guidelines’

UNHCR - ‘Hand Book for Emergencies’

Policy Statements and Guidelines

International Red Cross - ‘The Use of Artificial Milks in Relief Actions’

UNHCR 1989 ‘Policy for Acceptance, Distribution and Use of Milk Products
in Refugee Feeding Programmes’ 

World Vision 1991 ‘Procurement and Use of Milk Products’

WFP 1992 ‘Guidelines for the Use of Dried Milk Powder in
All WFP-Assisted Projects and Operations’

WFP 1992 ‘WFP Promotes Breastfeeding in Several Ways’

UNHCR 1993 ‘Policy of the UNHCR Related to the Acceptance, Distribution & Use
of Milk Products in Feeding Programmes in Refugee’ 

UNHCR/WFP 1999 ‘Guidelines for Selective Feeding Programmes in Emergency Situations’

UNICEF/UNHCR/WFP/WHO April 1999 UN Joint Statement ‘Policy on Infant Feeding in the Balkans’

UN Civil Administration October 4th 1999 ‘Joint UN Agency Statement on Donations of Breast-milk Substitutes’
Secretariat for Health (Kosovo)

UN MOUs

WFP/UNHCR 1997 ‘Memorandum of Understanding on the Joint Working Arrangements
for Refugee, Returnee and Internally Displaced Persons Feeding
Operations’

UNICEF/WFP 1998 ‘UNICEF/WFP Memorandum of Understanding in Emergency and
Rehabilitation Interventions’

Other

Sphere Project 1998 ‘Humanitarian Charter and Minimum Standards in Disaster Response’

Ad hoc Group on Infant 1999 ‘Infant Feeding in Emergencies’
Feeding in Emergencies
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Annex 3: Age and Sex Distribution of
Children surveyed in Stankovec I and
Neprostino camps    

Table A: Age and sex distribution of infants and children

aged 2 years and under in Stankovec I camp

Age Group Boys Girls Total

n n n

< 4 months 9 11 20

4-<6 months 14 20 14

6-<12 months 21 36 57

12 - 24 months 44 35 79

Total 79 91 170

Table B: Age and sex distribution of infants and children

aged 2 years and under in Neprostina camp

Age Group Boys Girls Total

n n n

< 4 months 5 2 7

4 - <6 months 0 4 4

6 - <12 months 9 6 15

12 - 24 months 25 21 46

Total 39 33 72
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