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Abstract
Introduction Optimum is. Adequate Infant and young child feeding 
(IYCF), critical for child’s growth and development, requires a 
significant amount of time andcan be challenging for working mothers.  
In Bangladesh, about four million women work long-hours in Readymade 
Garment (RMG) factories without proper maternity benefits which raises 
concern regarding optimum IYCF practice. We conducted a descriptive 
cross-sectional study in Dhaka, Bangladesh to identify the knowledge 
and common practices of IYCF among mothers working in Readymade 
Garment sector. Methods Ninety-three women of reproductive age 
(15-49 years), working in Readymade Garment sector, with children 
aged 6-23 months, were interviewed. Results Our study revealed- 
majority knew about exclusive breastfeeding (EBF) (76%), duration 
to continue breastfeeding (73%) and early initiation of breastfeeding 
(53%). The exclusive breast-feeding practice in mothers employed in 
RMG sector was 44%. Three-fourths of the mothers knew and initiated 
complementary feeding timely. Both knowledge regarding age-adjusted 
minimum meal frequency (MMF) (19.4%) and minimum quantity (8.6%) 
were low; compared to actual practices. Nearly two-fifth of the mothers 
(40%) had to start working before their child reached six months of 
age enabling them to provide their baby with breastmilk substitutes.
Discussion Mothers employed in Readymade Garment sector had better 
IYCF practice than general population. Proper workplace environment 
with mandatory breast-feeding corners, daycare facilities and ensuring 
maternity benefits in these mothers could help achieve an even better 
IYCF practices for their children.
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Background
Appropriate infant and young child feeding (IYCF) 
is critical for growth, and development, and for early 
prevention of chronic degenerative diseases.1-4 
Children under two years are at risk of nutritional 
deficiency and growth retardation due to inadequate 
breast feeding and poor complementary feeding 
practices.1-4 United Nations Standing Committee 
on Nutrition estimated that exclusive breast feeding 
(EBF) for the first six months of life could reduce 
infant deaths by 13% and adequate nutritious 
complementary feeding could reduce all under 
five deaths by 6%.5 Considering the immense 
importance of IYCF, current recommendation by 
the World Health Organization (WHO) for IYCF 
includes exclusive breast feeding of every child 
below six months of age with initiation of breast 
feeding within first hour of birth.6 It is also advised 
for adequate, nutritious, safe complementary food 
with continuation of breastfeeding from six months 
up to two years of age.7

South Asian countries including Bangladesh lag 
behind in the implementation of appropriate IYCF 
practices specifically complementary feeding.8-14 
For both breastfeeding and complementary 
feeding, mother’s knowledge and time investment 
are crucial. Healthy and adequate complementary 
feeding, along with quality time spent with mother, 
leads to positive health outcome of the child.15 With 
more women entering the job market than ever 
before,16 concerns arise regarding mother’s time 
for child care and IYCF. In Bangladesh, the number 
of working women increased from 1.5 million in 
2004 to 4 million in recent years with approximately  
40-50% married working mothers; majority working 
in Readymade Garment (RMG) sectors.17-19 RMG 
workers with inadequate or lack of on-site feeding 
locations, short maternity leaves and long working 
hours may not have the optimum environment for 
adequate IYCF.20-22

 
Several studies have looked at different IYCF 
indicators in general population. However, very 
few studies segregated the IYCF knowledge and/ 
or practice by working/ non-working mother and 
among the mothers employed in the RMG sectors. 
Therefore, no information is available on IYCF 
practices of garment working mothers and reasons 
behind their practices. This study measures the IYCF 

related knowledge and practices among mothers 
working in RMG sector in Dhaka city. In addition, 
upon identifying poor IYCF practices among the 
garment working mothers, the study further explores 
the reasons behind their inadequate practice.  
The evidence generated from this study is therefore 
critical to design appropriate interventions for 
working mothers in relevance to changes in working 
hours, establishment of quality day care centers 
and alteration of maternity benefit policies within 
the RMG factories.

Methods
Study Design 
A cross sectional studywas conducted to explore 
the IYCF knowledge and practices among nursing 
mothers working in RMG factories in Dhaka City, 
Bangladesh. A preliminary document review of 
existing garment factoriesin the city was conducted 
with information support from Bangladesh Garment 
Manufacturers and Exporters Association (BGMEA) 
and 19 factories were selected based on their 
volume of female workers, geographical location 
and accessibility and willingness to participate in the 
study. Three of them were large factories with more 
than 3000 workers and rest were small factories with 
less than 1000 workers. The study respondents were 
female garment workers who were ever married and 
had a child aged 6 to 23 months during the study 
period. Any women having a child with a mental or 
physical illness or disability such as cleft palate, 
gastrointestinal anomaly etc. which could interfere 
with normal feeding practices was excluded from 
the study.

Considering the prevalence of three- recommended 
IYCF practices (breastmilk/milk/milk products, 
minimum dietary diversity and minimum meal 
frequency) among women living in urban areas at 
28%, we calculated a sample size of 98 women 
with 5% non-response rate, 0.10 margin of error, 
95% confidence interval, and design effect at 1.2.  
A list of eligible women meeting the selection criteria 
of the study was difficult to collect from the human 
resource officeor managers of the selected garment 
factories;hence, the women were interviewedbased 
on ease of access and convenience. In total 93 
women were interviewed during the period of 
November 2013 to January 2014.
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Collection of Data
Data collection was carried out by trained interviewers 
using a standardized pre-tested semi-structured 
questionnaire in Bangla. The questionnaire was 
pre-tested in an informal urban settlement (slum) 
among five garment workers. The consistency 
of the questionnaire, appropriateness of the 
language, sequencing of the questions was tested, 
and necessary modifications were made. The 
questionnaire was implemented; face-to-face by the 
research investigator and a trained field research 
assistant. The questionnaire took approximately 30 
to 35 minutes to complete. The interviews were taken 
in their workplace at their convenient time. Since 
the study did not provide any compensation to the 
garment workers for their time spent forinterviews, 
they were interviewed only after receiving permission 
from their work supervisors after explaining the 
purpose and nature of data collection. Data were 
collected on socio-demographic characteristics, 
knowledge and practice regarding IYCF and reasons 
behindpoor IYCF practices among the women.

The variables included are categorized into four 
types; child’s characteristics, mothers characteristics, 
household characteristics, and health care seeking 
practices. The child’s characteristics include-child's 
age (in months), sex, birth order and place of 
childcare. Birth order of the last-born child was 
categorized into - ‘first’ and ‘second or more’. Place 
of childcare was categorized into home and daycare. 
The mother’s characteristics include-education and 
working hours. Mother’s education was categorized 
into no education and some education. Household 
characteristics included- household savings which 
was categorized into ‘no savings’ and ‘some 
savings’. The health care seeking practicesinclude-
antenatal care (ANC), delivery place and postnatal 
care (PNC). Number of ANC visits was recorded as 
a continuous variable and categorizedinto ‘no ANC’ 
‘less than four’ and ‘four or more’. Delivery place 
was categorized into- ‘health facility’ or ‘home’. PNC 
with a health care providerwas recoded into two 
categories-‘no PNC’or‘any PNC’.

Table 1: Breast feeding and complementary feeding knowledge questions

Sl Knowledge Questions
 Questions related to breastfeeding

1. Do you know - when to start breastfeeding after birth?  
2. For how long you are supposed to exclusively breast feed your child?
3. For how many years you can continue breastfeeding your child?
 Questions related to complementary feeding
4. Do you know the appropriate age to introduce complementary food?
5. The minimum number of times your child should be fed in a day (MMF)?
6. How many food groups your child should eat from (MDD)? Or, what types of food 
 you should give your child?
7. The minimum amount of food you should give your child in every feed (quantity)?

IYCF knowledge was measured by seven questions 
relating to breastfeeding and complementary feeding 
(table 1). Each correct answer was scored as ‘1’ and 
every incorrect answer was scored ‘0 (zero)'. The 
total score for knowledge ranged from 0 to 7. 
The questions are listed in the table below-

To determine the status of IYCF practices, both 
breastfeeding and complementary feeding practices 
were examined. Five core indicators and one 
optional indicator were selected out of the eight 
core indicators and seven optional indicators as 

suggested by the WHO.23 The indicators were 
selected based on local context and custom. 

Breastfeeding practices included: initiation of 
breastfeeding within the first hour of life, duration 
of exclusive breastfeeding; and whether or not the 
mother was breastfeeding at the time of interview. 
For complementary feeding practices, mothers were 
inquired about: Initiation of complementary food at 
appropriate age, being fed from four or more food 
groups- minimum dietary diversity (MDD), being fed 
semi-solid/solid foods, a minimum number of times 
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per day according to age- minimum meal frequency 
(MMF); being fed appropriate quantity at each feed 
according to age (quantity). 

After each practice question, one open ended 
question was asked to the mothers to find the 
reasons behind a certain practice that they were not 
performing at the time of interview.

Data was analyzed using Stata (ver. 13.0). Descriptive 
statistics was used to analyze the knowledge and 
practices regarding IYCF. Univariate analysis was 
carried out using frequencies, percentages, mean 
and standard deviation. Bivariate analysis was 
carried out by Chi-square test and Fisher's exact test 
to determine statistically significant associations for 
categorical variables. 

Ethical Considerations
The study had ethical approval from the Ethical 
Review Committee of James P Grant School of 
Public Health, BRAC University. Informed written 
consent was obtained from respondents before 
conducting the interviews after explaining the nature 
and purpose of the study. Each respondent were 
made aware of any potential risk and regarding 
benefits of participating in the study. It was also 
made clear that study participation is completely 
voluntary and the participant may wish to withdraw at 
any moment. Privacy and information confidentiality 
of the study participants were strictly maintained 
throughout the study period and no information 
obtained from the interviews was shared with work 
supervisors or colleagues of the garment workers.

Results
Background Characteristics
A total of 93 mothers aged 17 to 30 years were 
interviewed (Table 2). The majority (95%) of 
mothers were currently married and living with 
their husbands. The median number of household 
members was 4 (Interquartile range: 3-5), mothers 
worked 9 (Interquartile range: 8-11) hours per day 
and more than half (57%) of them worked more 
than eight hours per day. More than a third of the 
mothers had completed primary level education. 
Most (88%) mothers had at least one ANC visit,  
one-third delivered their child at home and 68% 
did not have any PNC. Two thirds of the children 
were first born and were older than one year of 
age at the time of interview. While the mothers 

worked, the children were looked after by their 
grandmothers (57%), other family members (17%), 
or maids/ neighbors (26%). Among the 19 garment 
factories,five of the factories had a full functioning 
daycare center with two to three caretakers. 
However, only 13 mothers of the 57 who had access 
to the daycare center used it for childcare. 

Table 2: Characteristics of 
women and their children

Variables % (n) or mean ± SD or   
 Median (Interquartile
                                 range)

Children  (n=93) 
Female 47 (44)
Age (months) 16 ± 5.3
Birth order 
1st born 73 (68)
2nd or 3rd born 27 (25)
Mother (n=93) 
Age (years) (Mean ± SD) 23 ± 2.8
Education 
No education  14 (15)
Primary Incomplete 12.9 (12)
Primary Complete 39.8 (37)
Secondary Incomplete 24.7 (23)
Secondary Complete 7.5 (7)
Mother’s work  
Hours per day 9 (8-11)
Days per week 6  ± 0.2
Income per month (USD)  67 ±22
Job duration (years) 4 (1.5-7)
Reproductive health and delivery practices
Place of delivery 
Home 62 (58)
Healthcare facility 38 (35)
Antenatal care: number of visits  
None 13 (12)
1 to 2 visits 37 (34)
3 or more visits 51 (47)
Postnatal care: number of visits 
None 68 (63)
1 or more visits 32 (30)
Household characteristics 
Family size 4 (3-5)
HH income/ month (USD) 160 ±65.4
HH savings/month (USD) 19.3 ±12.4
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Knowledge and Practice Regarding Breast 
Feeding
Table 3 depicts the knowledge and practices related 
to breast feeding. More than half (53%; [43.9 to 
63.4]) of the mothers were aware that breast feeding 
should be initiated within an hour of delivery and 

56% (46.1 to 66.4) of the mothers did so. Though not 
statistically significant, with mother’s education and 
household savings, the knowledge on initiation of 
breast feeding increased, practice however, though 
increased with household savings, decreased in 
educated mothers.    
 

Table 3: Breastfeeding knowledge and practice by background characteristics
   
                Initiation of BF within      Duration of EBF for     Overall duration of BF   6-23 M
               the 1st hour of life         1st 6 months of life        for 2 years or more     child (N)

 Know Prac Know Prac Know Prac
 
Child age in months 
06-Nov 54.5 63.6 81.8 36.4 77.3 86.4 22
Dec-23 53.5 54.3 74.6 46.5 64.8 64.8 71
Sex        
Female 54.5 50 72.7 47.7 68.2 72.7 44
Male 53.1 62.5 79.6 40.8 67.3 66.7 49
Childcare       
Daycare 23 53.8 76.9 61.5 61.5 84.6 13
Home 58.8 57 76.3 41.3 68.8 67.1 80
Birth order       
1st 54.4 55.2 76.5 39.7 67.6 68.7 68
2nd or more 52 60 76 56 68 72 25
Mothers education           
None 50 71.4 78.6 42.9 64.3* 78.6 14
Some 54.4 53.8 75.9 44.3 68.4 * 67.9 79
Working hours       
8 or less 57.5 56.4 80 57.5 * 52.5 59 * 40
> 8 50.9 56.6 73.6 34 * 79.2 77.4 * 53
HH savings       
No savings 47.4 51.8 73.7 45.6 66.7 62.5 * 57
Some savings 63.9 63.9 80.6 41.7 69.4 80.6 * 36
Delivery place       
Home 55.2 60.3 74.1 41.4 56.9 58.6 * 58
Health Facility 51.4 50 80 48.6 85.7 88.2 * 35
ANC visits       
No visit 33.3 66.7 75 41.7 41.7 50 12
<4 61.8 69.7 73.5 50 67.6 78.8 34
≥4   53.2 44.7 78.7 40.4 74.5 68.1 47
PNC visits       
No visit 52.4 58.1 71.4 49.2 61.9 71 63
≥1 56.7 53.3 86.7 33.3 80 66.7 30
TOTAL 53.3* 56.5 76.3 44.1 67.4* 73.1* 93
[95% CI] (43.9-63.4) (46.1-66.4) (66.5-84.0) (34.2-54.5) (64.2-82.2) (63.1- 81.3) 

*<0.05; HH, household; ANC, ante-natal care; PNC, post-natal care; BF, breast feeding; EBF   
*Know= Knowledge, Prac= Practice
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Table 4: Complementary feeding knowledge and practice by background characteristics

 Initiation of CF Minimum dietary Minimum times  Minimum            6-23 M
 after the end of diversity (MDD) or more (MMF)   quantity             child (N)
 the 6th month        to be fed

 Know Prac Know Prac Know Prac Know Prac 

Child age in months         
06-Nov 72.7 59.1 77.3 45.5 18.2 45.5 4.5 40.9 22
Dec-23 74.6 77.5 90.1 77.5 19.7 54.9 9.9 18.3 71
Sex          
Female 70.5 72.7 88.6 68.2 18.2 50 4.5 29.5 44
Male 77.6 73.5 85.7 71.4 20.4 55 12.2 18.4 49
Childcare         
Daycare 92.3 76.9 84.6 53.8 15.4 61.5 7.7 23.1 13
Home 71.3 72.5 87.5 72.5 20 51.2 8.8 23.8 73
Birth order         
1st 79.4 73.5 86.8 67.6 20.6 50.0* 5.9 22.1 68
2nd or more 60 72 88 76 16 60.0* 16 28 25
Mothers education             
None 50* 57.1 85.7 42.9 0.0* 50 14.3 35.7 14
some 78.5 * 75.9 87.3 74.7 22.8 * 53.2 7.6 21.5 79
Working hours         
8 or less  80 85 90 75 25 50 5 17.5 40
> 8  69.8 64.2 84.9 66 15.1 54.7 11.3 28.3 53
HH savings         
No savings 66.7 71.9 84.2 73.7 24.6 47.4 7 26.3 57
Some savings 86.1 75 91.7 63.9 11.1 61.1 11.1 19.4 36
Delivery place         
Home 63.8 72.4 87.9 75.9 20.7 50 8.6 29.3 58
Health Facility 91.4 74.3 85.7 60 17.1 57.1 8.6 14.3 35
ANC visits         
No ANC 33.3* 50 75 58.3 25 50 0 8.3 12
<4  85.3 * 76.5 88.2 61.8 17.6 38.2 5.9 20.6 34
≥4 76.6 * 76.6 89.4 78.7 19.1 63.8 12.8 29.8 47
PNC visits         
No PNC 71.4 77.8 84.1 68.3 20.6 52.4 9.5 20.6 63
Any PNC 80 63.3 93.3 73.3 16.7 53.3 6.7 30 30
TOTAL 74.2* 73.1* 87.1* 69.9* 19.4 52.7 8.6* 23.7 * 93
[95% CI]        (64.2-82.2)  (63.0- 81.3)  (78.5-92.6) (59.7- 78.5) (12.4-28.8) (42.4- 62.6)  (4.3- 16.5) (15.9-35.5)  
       
*<0.05; HH, household; ANC, ante-natal care; PNC, post-natal care; CF, complementary feeding

Approximately 76% (66.5 to 84.0) of the mothers 
knew that babies should be exclusively breastfed till 
six months of age with only four out of 10 [44% (34.2 
to 54.5]) practicing exclusive breastfeeding. More 
mothers with younger and male child, working less 
than 8 hours, with some savings, who delivered in 

a facility and had at least one PNC visit knew about 
the duration of exclusive breastfeeding correctly. 
More mothers who kept their children in daycare 
facility, worked less than 8 hours and delivered in a 
healthcare facility exclusively breastfed their children 
till 6 months.  



196IQBAL, Curr. Res. Nutr Food Sci Jour., Vol. 9(1) 190-201 (2021)

More than two-thirds (67%; [64.2 to 82.2]) of the 
women knew that breast feeding should ideally 
be continued for two years or more and 73% 
(63.1 to 81.3) women were still breastfeeding their 
child. There was significant difference (P<0.05) in 
knowledge of duration of breastfeeding between 
uneducated and educated women with more 
educated women having proper knowledge. Women 
having some savings and facility delivery had better 
practice regarding still breastfeeding their child and 
it was statistically significant (P<0.05). 

K n o w l e d g e  a n d  P r a c t i c e  r e g a r d i n g 
Complementary Feeding
The knowledge and pract ices re lated to 
complementary feeding is depicted in table 4.The 
majority knew the appropriate age of initiation 
(74%; [64.2 to 82.2]) and diversity required for 
complementary feeding (87%; [78.5 to 92.6]) 
(Table 4). However, few women knew the minimum 
number of meals per day (19%; [12.4 to 28.8]) or 
the quantity of food according to age of the child 
(9%; [4.3 to 16.5]) that their child should be fed. 
Most mothers also practiced appropriate initiation 
of complementary feeding (73%; [63.0 to 81.3]) 

and minimum dietary diversity. Contrary to lack 
of knowledge on meal frequency, more than half 
(53%; [42.4 to 62.6]) of the mothers had accurate 
practice. Approximately a quarter (24%; [15.9 to 
35.5]) of the children were fed appropriate quantity 
according to age. 
 
Mothers with older child, working less than 8 hours, 
some household savings and more ANC, PNC visits 
had correct knowledge on dietary diversity. Dietary 
diversity practice was accurate in educated mothers 
having older male children, who kept the child at 
home during work, worked less than eight hours, 
had more ANC and PNC check-ups. More educated 
women knew regarding minimum meal frequency 
and appropriate practice increased with birth order 
of the child (P<0.05). The practice of appropriate 
quantity to be fed was higher in women having more 
ANC, PNC visits. 

Overall, practice of feeding from diverse food groups 
despite knowing about them was low and difference 
was statistically significant (P<0.005). But more 
mothers had better practice of minimum quantity of 
feeding compared to relevant knowledge (P<0.005).

Fig. 1: Proportion of IYCF practice among mothers having 
appropriate knowledge regarding each practice

Fig 1 depicts the proportion of IYCF practices 
among the mothers who had the appropriate 
knowledge. In contrast to breastfeeding practices, 
67% of the mothers initiated breastfeeding within 
an hour despite of knowing correct time of initiation 
(P<0.005). Less than half of the mothers exclusively 
breastfed their children till six months of age. 
Regarding complementary feeding, majority but 
not all had appropriate practice of initiation of 
complementary feeding at the end of the 6th month, 
minimum dietary diversity and minimum quantity to 
be fed (P<0.005). The practice of feeding the child 

minimum times was low even among the mothers 
who knew about it. 

Iycf Practices and Reasons Behind Them
Forty four percent of mothers did not initiate breast 
feeding within the first hour of delivery; the major 
reason being that the mother was too unwell to feed. 
In addition, 37 infants were pre-lacteal fed within the 
first three days of birth; the reasons given were that 
the mother was too unwell to breast feed or they 
perceived that their breast milk was insufficient. 
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The perception of insufficient breast milk was the 
major cause of early introduction of other liquids 
and complementary food. Two major reasons of a 
child not being exclusively breastfed were- mother’s 
perception of insufficient breastmilk and early 
termination of maternity leave. Approximately half 
of the mothers perceived that their breast milk was 
insufficient and approximately 40% of the mothers 
had to start working before their child reached the 
age of six months, forcing them to introduce other 
milk, infant formulae or even solid or semi-solid food. 
The major reasons behind not being fed the 
appropriate quantity according to age and not being 
fed from diverse food groups were reported to be 
lack of knowledge, child's unwillingness to eat and 
not being able to afford adequately. Approximately 
45 % of mothers bottle fed their child the preceding 
day and 60 % of the babies had snacks in between 
their meals and these snacks were frequently high fat 
and high sugar foods like chips, biscuits and candy.

Discussion
This cross sectional study explored the knowledge 
and practices related to IYCF among women working 
in RMG sector who had a children aged 6-23 
months in Dhaka, Bangladesh. This study revealed 
that breastfeeding knowledge and practices were 
better than complementary feeding knowledge and 
practices except exclusive breastfeeding practices 
among the mothers working in RMG sector. Among 
the seven indicators that were focused in this study, 
both knowledge and practice regarding age adjusted 
minimum meal frequency and minimum quantity to 
be fed were low; knowledge being lower than the 
actual practices. 

Despite socio-economic challenges and work 
barrier, mothers in RMG industry followed proper 
feeding practices for their children. In the current 
study, the knowledge and practice regarding 
initiation of complementary feeding and minimum 
dietary diversity were better than national averages. 
Seventy percent of the children were fed from 
minimum number of food groups (four or more) 
which was higher compared to the national 
coverage of minimum dietary diversity in urban 
areas (34%).24 Dietary diversity depends on 
availability and accessibility of variety of nutritious 
foods.12, 25 Our study participants, residing in urban 
setting and being employed, were enabled to avail 

and access nutritious food for their families and  
children.21, 26-28 Additionally, greater mobility facilitated 
them to access information on better nutritional 
practices.29, 30

 
However, the knowledge and practices regarding 
minimum times to be fed and minimum quantity 
to be fed in each feed was poor among the study 
participants. Both practices were related to the age 
of the child and this could be one area of focus 
where customization of counseling interventions for 
mother’s knowledge on age appropriate nutritional 
need of the child can be introduced. Valid and 
proven platforms for any counseling interventions 
are ante natal visits, facility delivery and post-natal 
visits. During these contact with healthcare providers 
mothers are usually more receptive towards 
behavior change communications.31 Surprisingly, the 
practices of minimum meal frequency and minimum 
quantity were better than relevant knowledge. This 
could be due to responsive feeding given to the 
child whenever the child cried.32 Also, contribution 
of secondary caregivers in complementary feeding 
of children of working mother is crucial33 and may 
have played a role in better practice than knowledge. 
However, we could not explore the complementary 
feeding practice of secondary caregivers in this study 
despite believing that further exploration of these 
practices can be beneficial for child nutrition. While 
adequate complementary feeding practices may be 
ensured by targeted intervention to the secondary 
caregivers for the children of the working mothers; 
ensuring proper breastfeeding still heavily rely on 
the mothers.  

Breastfeeding practice is universal in Bangladesh.  
Although three-quarter of the mothers knew about 
duration of exclusive breastfeeding,the proportion 
of mothers who exclusively breastfed their child 
was only 44%. Having accurate knowledge may not 
always be translated into adequate practice which 
is evident from other studies in the neighboring 
countries with similar findings. A recent study 
conducted in Ahmedabad revealed 96% had correct 
knowledge about the duration of exclusive breast 
feeding but 68% practiced it.34 Even the national 
proportion of accurate practice of EBF, which has 
declined in recent days (64% in 2011 to 55% in 2014) 
is higher than our study findings.24, 35
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The reasons behind low exclusive breastfeeding 
practice is multifaceted. Most of the women working 
in garment factories reported that their maternity 
leave ended within three months of their child's 
birth. Similarly, other studies also found that mothers 
commonly introduce breast milk substitute (BMS)  
and/ or sometimes even solid or semisolid food  to 
their child at the age of three months.36, 37 A recent 
survey done in RMG sector of Bangladesh suggests 
that two-thirds of the female garments workers join 
prematurely before completion of maternity leave as 
per Bangladesh Labour Law, 2006.38-40 Even though, 
the Government of Bangladesh has declared six 
months paid maternity leave for public sector, women 
working in the RMG sector are deprived of their  
basic right and almost half of them are denied of any 
maternity leave.39 Further context analysis showed 
that on many occasion,  garments worker have to 
take leave without pay after childbirth41, 42 which force 
them to rejoin at their earliest and work extra hours 
to meet their family needs. Working extra hours has 
negative implications on breast feeding practices.43

 
Significant association was found with working hours 
and practice of EBF in this study, consistent with 
other findings. Among working mothers, who kept 
their children in daycare, had higher prevalence 
of exclusive breastfeeding than their counterparts.  
Longer working hour in absence of day care facilities 
in the workplace compel the mothers to start breast 
milk substitute or even semi solid/ solid food. The 
lesser a child is exclusively breastfed, the more s/
he gets dependent on other unwanted alternatives, 
i.e.- breast milk substitute and semi-solid/ solid food. 
Dependence of the child on other alternatives, results 
in decreased breast milk production; as breastmilk 
production requires adequate suckling stimuli by 
her child.44 Decreased breastmilk production, again, 
may lead to perception of insufficient breastmilk by 
the mothers giving rise to a vicious cycle resulting in 
difficulty for the mothers to continue breastfeeding.  
Mother’s perception of insufficient breastmilk 
was another barrier to exclusive breastfeeding 
and continued breastfeeding till two years of age 
consistent with other findings.45-46 We found that, 
one third of the children of 6-23 months were not 
breastfed which was 6.5% nationally in this age 
group.24 In order to improve this situation, baby 
friendly work place initiative could be one way for 
supporting working mothers to continue exclusive 

breastfeeding. Feeding expressed breast milk during 
the office hour could be another solution.  

Conclusion
Recommendations
Proper practice related to IYCF emphasizing age 
adjusted complementary feeding practices should 
be communicated though nutrition counselors during 
each contact with every expecting mother and 
new mother during ante natal visits, delivery and 
post-natal visits. The counseling will be translated 
into appropriate practice if mothers have a working 
environment facilitating the IYCF practices. The baby 
friendly workplace initiative can play a pivotal role to 
improve IYCF practices at workplaces. Apart from 
workplace, while the children are at home, the role 
and impact of secondary caregiver on IYCF practice 
during the first two years of life should be explored. 
The need for a paid six months maternity leave 
should be communicated with the Bangladesh 
Garment Manufacturing Export association 
(BGMEA) authority stating the immense importance 
of exclusive breastfeeding. The statement should 
further be enforced through rigorous monitoring 
by relevant implementing authorities, so that paid 
maternity leave is practiced by all mothers according 
to Bangladesh Labour Code (amendment) 2013.40 

Limitations
There were some limitations in this study that need 
to be considered when interpreting the findings. 

Selection of the study participants could not be 
done in a random manner and were conveniently 
selected as there was resistance and reluctance 
from the factory owners to provide a full list of all 
the workers, from which random sampling of all 
the working mothers meeting our eligibility criteria 
could be done. 

The findings were based on self-reported maternal 
IYCF practices and may therefore differ from 
actual practices. In addition, we did not observe 
the practices and also did not include secondary 
caregivers who fed the children in absence of 
the mother. The study included mothers who had 
children aged 6-23 months and therefore the results 
may not reflect the knowledge and practices of all 
women working in the RMG sector. However, given 
the consistency of findings, we are confident that 
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the findings represent actual practices and are 
representative of IYCF practices of women working 
in RMG sector who have children of 6-23 months.
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