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PURPOSE: This study aimed to assess the agreement in EBF between maternal recall and the dose-to-mother (DTM) technique.
METHODS: Indonesia, Malaysia, Mongolia, Pakistan, Sri Lanka, Thailand, and Vietnam participated in the study. A total of 207 and
118 mother-infant pairs were assessed at 3 and 6 months of child’s age. Using a standardized questionnaire, mothers were asked to
recall child feeding during the previous 24 h, at 3 and 6 months. Those recalled to be EBF proceeded to be assessed using DTM
technique. Non-milk oral intake (NMOI) cutoff of 86.6 g/d was used to classify EBF.
RESULTS: According to DTM, 66% of infants were EBF at 3 months, while only 22% were EBF at 6 months. At 3 months, the overall
% agreement between maternal recall and DTM method was 68%, kappa 0.06 (95% CI: 0.07–0.20), and at 6 months, the %
agreement was only 21%, kappa -0.031 (95% CI -0.168 to 0.107). Human milk intakes were similar at 3 months and 6 months when
expressed as g/d, but decreased when expressed as g/kg/d, with a large variation within and between countries; Pakistan being the
lowest.
CONCLUSION: This study showed there were declining levels of EBF from 3 to 6 months in the participating countries from Asia
and the agreement between maternal recall and DTM technique to classify EBF was low. To ensure that the DTM technique can be
more widely used in evaluating breastfeeding promotion programs, consensus on the appropriate NMOI cutoff and simplification
of the DTM protocol is necessary.
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INTRODUCTION
Many low- and middle-income countries (LMIC), including those in
Asia, have undergone rapid developmental transition, and are
now experiencing a double burden of malnutrition (DBM). In Asia,
malnutrition is still widespread, although some countries have
been successful in reducing child undernutrition (stunting and
wasting). According to the regional estimates of the nutrition
situation among children under five, the prevalence of stunting
ranged from about 6% in East Asia to slightly over 30% in South
Asia and almost 40% in Oceania (not including Australia and New
Zealand) [1]. Wasting was only 1.7% in East Asia, 8.2% in Southeast
Asia, and 14.1%, the highest, in South Asia [2]. However,
overweight and obesity is increasingly on the rise as observed
with the development transition. The prevalence of overweight/
obesity has risen compared to the prevalence in 2000 and 2020,
4.5 to 5.2% in Asia and 5.2 to 8.0% in Oceania [2].

An important and effective ‘double-duty action’ to combat
DBM, is the promotion of EBF as breastfeeding has nutrition and
health benefits for both the child and mother [3]. In infants,
breastfeeding lowers rates of infant gastrointestinal and respira-
tory tract infections, as well as decreasing the risk of long-term
health issues such as diabetes and obesity [4–7]. In mothers,
breastfeeding may benefit cardiovascular health, cancer risk,
mental health, and diabetes risk [8, 9]. The World Health
Organization (WHO) recommends that infants be exclusively
breastfed for the first six months of life, and the Global Nutrition
Target is that 50% of infants should be exclusively breastfed till
6 months of age by 2025 [10]. An objective, accurate method to
assess breastfeeding practices is required to evaluate progress
toward the breastfeeding target.
Monitoring of EBF is complex, and complicated by interpreta-

tion of the definition, recall bias, and data collection method. The
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commonly used method for collecting data on EBF, especially in
large-scale surveys or studies, is maternal recall. Mothers are asked
to recall if the baby is given breast milk and/or any fluids or semi-
solid foods during the 24 h prior to the data collection, or simply a
single question of whether mothers give breast milk alone or also
other foods or liquid. Exclusive breastfeeding based on recalls
ranges from 22% in East Asia, 44% in Southeast Asia, to 54% in
South Asia [8]. However, the data based on recall should be
interpreted cautiously due to the recognized maternal recall bias
of this method.
A more objective method is desirable, especially to be used in

evaluating the impact of breastfeeding intervention programs. An
isotope technique, the stable isotope method of DTM, has been
used to estimate of the amount of human milk consumed by
breastfed infants [11]. The method also provides the estimation of
non-milk oral intakes (NMOI), i.e., water consumed from other
foods or liquids. The DTM technique has been used in studies in
some LMICs which reported the discordance in EBF practice
between maternal recall and the assessment by DTM technique,
but the method has not been extensively used in the Asia region
[12–15].
The primary aim of this study was to understand breastfeeding

practices in various countries in Asia using the accurate technique
of DTM and to compare the DTM technique and maternal recall
methods of assessing EBF. The study results will demonstrate the
common challenges faced by countries in the region, and help
raise awareness of policymakers on the need for an accurate
indicator in evaluating intervention and promotion/execution of
programmes to promote breastfeeding. Human milk intake by
infants in the participating countries was also examined as a
secondary aim.

METHODS
Study site and participants
A longitudinal study in a convenient sample of mother-baby pairs assessed
at 3 and 6 months was carried out in 7 countries in Asia, namely, Indonesia,
Malaysia, Mongolia, Pakistan, Sri Lanka, Thailand, and Vietnam. Apparently,
healthy mothers aged 18–40 y with parity ≤3 and intention to breastfeed
until 6 months were included if their infants were aged <3 months, born
37–40 weeks of gestation, apparently healthy, weight-for-height ≥ -2 Z
score. and reported to be exclusively breastfed at the time of recruitment
and during the whole period prior to the visit. Mothers were asked if the
infant was breastfed without providing any other foods or beverages/
water. Nine follow-up questions were asked to verify that none of the
foods/beverages were given to the infant [16]. Exclusion criteria included
twins, low birth weight infants, infants with edema or fluid retention in the
mother, and maternal smoking.
The expectation was that on average across the Asian countries, 50% of

the babies would be exclusively breastfed when assessed using precise
isotopic methods in the <3-month age group, despite a large variability. To
estimate this proportion with 95% confidence interval and 20% relative
precision, the total sample size required was 97. Thus, we planned to have
30 mother baby pairs to be recruited into the study from each of the seven
participating countries. Ethical approval was obtained from the ethics
committees or institutional review boards in all participating countries.

Study protocols and data collection
A standardized questionnaire was used by all participating countries to
collect the background characteristics of the families and mothers. It was
planned that each mother-child pair would have two visits, one at
3 months ± 7d and another at 6 months ± 7d. At each visit, mothers were
asked to recall if the babies received breast milk only or any other foods
during the previous 24 h using the same standardized questionnaire on
infant feeding, as described above [16]. An infant was identified to be EBF
by maternal recall if the mother did not report feeding any food other than
breast milk. Medicines and syrups were not considered as food [16].

Anthropometry. Maternal and infant weight was taken on day 0 and day
14 of the DTM assessment at the 3-month and 6-month visits. Maternal
weight was measured to the nearest 0.1 kg using a digital scale (Seca

digital scale model 813; Seca Corporation) and infants were weighed to the
nearest 0.1 kg using a digital infant scale (Seca digital scale model 383,
Seca Corporation). Maternal height and infant length were measured using
a ShorrBoard portable height and length measuring board, to the nearest
0.1 cm. All measurements of anthropometry were made in duplicates.

Dose-to-mother method. The IAEA protocol for assessing human milk
intake using the DTM method was used by all participating countries [11].
In the present study, 10 or 30 g (99.8 atom % 2H) of deuterated water,
accurately weighed to 0.01 g, was given to mothers, depending on which
equipment to use in the measurement of deuterium enrichment. Mothers
were requested not to breastfeed or consume any food or liquids for at
least 30 min before dose administration. Baseline saliva samples were
obtained from both the mother and her baby before the mother
consumed the dose. Post-dose saliva samples were collected from both
mothers and infants on days 1, 2, 3, 4, 13, and 14 after dosing. Enrichment
of 2H in the saliva samples was determined by either the Isotope Ratio
Mass Spectrometer (IRMS) or Fourier Transform Infrared Spectrometer
(FTIR). The deuterium disappearance in the maternal body water and
deuterium enrichment in infant’s body water was calculated by fitting the
deuterium enrichment data to a model for water turnover in the mother
and in the infant, using the “Solver” function in Microsoft Excel, using
nonlinear regression to determine the line of best fit through the data.
Quantity of breast milk intake, NMOI, and maternal body composition were
determined using standard assumptions and formulae [11]. Children with
NMOI ≥ 86.6 g/day were considered as non-EBF using stable isotopic DTM
technique [17].

Statistical analysis
All analyses were performed using STATA version 16.0. Descriptive
statistics of maternal and child characteristics, human milk intakes, and
NMOI are presented as either n (%), Mean ± SD or as median (Quartile 1,
Quartile 3). The overall agreement of EBF classification between the recall
and DTM techniques is presented using Kappa statistic with 95%
Confidence interval. The human milk intake was compared between the
different sites at each time point, using analysis of variance for normally
distributed data or Kruskal Wallis non-parametric for non-normally
distributed data. The pairwise comparison was done with Bonferroni
adjustment.

RESULTS
Seven countries, Indonesia, Malaysia, Mongolia, Pakistan, Sri
Lanka, Thailand, and Vietnam, were involved in the study. A total
number of 206 mother-baby pairs at 3 months, and 118 mother-
baby pairs at 6 months, participated in the study.
Table 1 shows the characteristics of mothers and infants at

recruitment. The majority of the mother-baby pairs were of first
and second parity, with mean maternal age of 28.7 ± 5 years old.
About 75% of the mothers who participated had high school and
university education levels, however, only about half were
employed. A large proportion (over 70%) of mothers received
maternal counseling during pregnancy, however, only 62%
initiated breastfeeding immediately after childbirth. The average
maternal height was 156 ± 6 cm and the mean percent body fat of
mothers using the DTM method at 3 months postpartum was
33 ± 10%. Half of the infants recruited were boys. The overall birth
weight and length of the infants were 3279 ± 454 g and 51 ± 3 cm,
respectively.
Table 2 presents the comparison of the classification of EBF and

non-EBF by maternal recall and that assessed by the DTM method
at 3 and 6 months of infant age. At 3 months, 78% of mother-
infant pairs were classified as EBF based on the 24 recall
questionnaire, while at 6 months of age, only 58% of mother-
infant pairs were EBF according to recall. At 3 months 68% of
infants classified as EBF by recall were also classified as EBF by
DTM and at 6 months this was only 21%. The overall agreements
between the two methods measured as Kappa was very low at
3 months (kappa 0.06, 95% CI: 0.07–0.20) and 6 months (kappa
−0.031, 95% CI: -0.168–0.107). The % agreement between EBF by
recall and DTM at 3 months varied widely, from 50% in Pakistan to
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87% in Mongolia (Fig. 1). At 6 months, this was much lower, only
5% in Vietnam, and highest in Indonesia (33%).
At 3 months the human milk intake of infants classified as EBF

based on maternal recall was lower (median 761 g/d, IQR: 646,
906) than that of children classified by DTM technique (median
799 g/d, IQR: 686, 945). The NMOI of children classified as EBF
based on maternal recall (median 60 g/d, IQR: 14, 120) was much
higher than those identified by DTM (median 30 g/d, IQR: 0-61). At
6 months, the NMOI was larger in those defined as EBF by both
the recall and DTM method (139 [95% CI: 95, 233] and 57 [95% CI:
47, 83], respectively) compared to NMOI at 3 months.
The median (quartile1, quartile3) amount of human milk intakes

at 3 months (n= 207) was 760 g/d (646, 906) and at 6 months
(n= 118) was 777 g/d (627, 894) as assessed by DTM method
(Table 3). When expressed as g/d or g/kg body weight/d, the
human milk intake was different between sites at both time points
(p < 0.001). At 6 months, no estimation was made for Malaysia and
Mongolia, as none of the mothers were EBF. The intake of
Pakistani children was lower than that of Indonesian, Mongolian,
and Sri Lankan children at 3 months. When the intake at 6 months
was compared between sites that had the data, the intake of
Pakistani children was lower than that of Indonesian and Sri
Lankan children after Bonferroni adjustment for multiple
comparisons.

DISCUSSION
This study demonstrates the varying EBF practices in the seven
Asian countries involved. According to DTM, 66% of infants were

EBF at 3 months, while only 22% were EBF at 6 months. According
to maternal recall, 78% of participants were EBF at 3 months and
58% at 6 months. There were large discrepancies in EBF between
the recall and DTM methods when assessed at both 3 months
(68% agreement) and 6 months (21%) of the infant’s age, and the
differences varied across countries. As noted, the extent of
discordance was high (agreement around 50–60%) in Malaysia,
Pakistan, Sri Lanka, and Vietnam compared to that in Indonesia
and Mongolia (over 80%) and Thailand (72%).
Several previous studies also reported discordance in EBF

between maternal recall and the use of the DTM technique
[12–15, 18, 19]. The magnitudes of discrepancy can not be
compared due to the use of different questions on maternal recall
and NMOI cutoffs in the DTM technique. Assessing EBF practice
using the DTM technique showed that the actual EBF in many
countries can actually be much lower than that reported in large-
scale surveys. It is imperative that the DTM method be used when
the accurate assessment of EBF is required, for example, in a
subsample of a large-scale survey to verify the actual EBF practice
and evaluate the effectiveness of the breastfeeding promotion
program.
The reasons for the wide variation in the degree of discordance

may be due to the maternal bias in the recall method, possibly
influenced by prior knowledge about EBF being good for child’s
health or not necessarily having a true understanding of the
definition of EBF. A study in Thailand showed that some mothers
considered giving a small amount of water to the babies to clean
their mouths after feeding. Hence, it might not be considered
giving water as part of the feeding [18]. The reported EBF mothers

Table 2. % Agreement in exclusive breastfeeding (EBF) between maternal recall and DTM technique, human milk intakes, and non-milk oral intake
(NMOI) at 3 and 6 months of infant’s age.

Age of child Maternal recall EBF by DTM % agreement: EBF by
DTM and EBF by
maternal recall% EBF by recall Human milk

intake, g/d
NMOI, g/d % EBF by DTM Human milk

intake, g/d
NMOI, g/d

3 months, n= 2061 161 (78%) 761 (646, 906) 60 (14, 120) 136 (66%) 799 (686, 945) 30 (0, 61) 109 (68%)

6 months, n= 118 68 (58%) 777 (627, 894) 139 (95, 233) 26 (22%) 801 (745, 896) 57 (47, 83) 14 (21%)
1One subject did not have accurate measure of NMOI and, hence was not included.
EBF classified by DTM using NMOI cutoff <86.6 g/day [17].
Reported EBF, based on infant and young child feeding questionnaire, not reporting feeding of anything other than breast milk in the previous 24 h.

Table 1. Maternal and infant’s characteristics.

Characteristics Mean ± SD or n (%) Characteristics Mean ± SD or n (%)

Maternal characteristics

Age (years) 28.7 ± 5.1 Received counseling 176 (81%)

Parity (%): 1–2 154 (71) Counseling before delivery 143 (72%)

3–5 63 (29) BF initiation immediately 134 (62%)

Education: Primary 18 (8%) Height at 3 mo postpartum 155.7 ± 6.4

Secondary 37 (17%) Weight at 3 mo postpartum 59.1 ± 11.1

High school 84 (39%) Weight at 6 mo postpartum 60.4 ± 12.1

University 75 (35%) Body composition at 3 mo (n= 171):

Occupation: Employed 89 (41%) Fat free mass (kg) 39.1 ± 8.5

Self employed 23 (11%) Fat mass (kg) 20.7 ± 8.1

Unemployed 105 (48%) % Body fat 33.2 ± 10.3

Infant’s characteristics

Age at recruitment, mo 3 ± 1.7 Birthweight, g 3279 ± 454

Sex, males, n (%) 114 (53%) Birth length, cm, n= 156 50.9 ± 3.3

Type of delivery: Weight of baby at 3 mo, kg 6.1 ± 0.9

Vaginal 142 (65%) Weight of baby at 6 mo, kg 7.5 ± 1.2

Cesarean 75 (35%) Length of baby at 3 mo, cm 60.8 ± 2.6

Length of baby at 6 mo, cm 66.0 ± 2.9
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in this Thai study had a median NMOI of 30.8 (IQR: 6.5, 69.3) and
reported no water or very little amount of water given for the
reason mentioned. Interestingly, mothers who were defined as
predominantly breastfeeding showed a median NMOI of 83.4 (IQR:
22.5, 141.5) suggesting that some mothers could have given only
a minimum amount of water. Similar overlaps of NMOI between
EBF and non-EBF were also reported by Moore et al. [19]. In the
present study, we used the most recently proposed NMOI cutoff
by Liu et al. (86.6 g/d) to categorise infants as EBF [17] as was also
used in other recent studies [20, 21]. This cutoff has the advantage
because it was validated against a close observation of
breastfeeding at home.
Despite a wide variation in the quantity of human milk intake by

study site, the milk intakes (g/d or g/kg body weight/d) were
comparable to that reported in a recent systematic review of
human milk intake data from all continents, and including both
high, middle and low-income countries, at 3 and 6 months [22].
The milk intake among Pakistani infants was much lower than in
other countries in the present study and that of the global
estimates, which warrants concern, and the reasons for this
finding deserve to be explored.

The DTM technique is a more objective measurement for
understanding EBF than relying on mothers recall alone and has
the added benefit of also providing the amount of human milk
intake. Fear of inadequate breast milk production to meet the
needs of infants has been a common reason for mothers to
introduce foods other than breast milk, or worse to decline from
breastfeeding. Hence, the benefits of having human milk intake
estimation are twofolds. One, it demonstrates the adequacy of
intake from breastfeeding within that population; another is to use
the data to estimate the total nutrient intake of breastfed infants.
Nevertheless, a major limitation of the DTM method for use in

large population studies is that its current protocol requires
collecting 7 saliva samples over the duration of 13–14 days. The
recent work on developing a parsimonious DTM design whereby
only two post-dose saliva samples, instead of 6 samples in the full
DM protocol, was shown to be adequate to classify EBF [23].
Therefore, this streamlined protocol needs to be operationalized
in a large survey or study to document its feasibility and
operational requirements, such as capacity building, standardiza-
tion, and cost. A final methodological issue is that the classification
of EBF based on a cut-off is a deterministic approach where every

Fig. 1 Agreement between maternal recall and DTM method on exclusive breastfeeding practice by participating countries in Asia.
Distribution of exclusively breastfeeding prevalence at 3 and 6 months by dose-to-mother technique among infants classified as exclusively
breastfeeding by maternal recall of foods consumed in the previous 24 h.

Table 3. Human milk intake (assessed by DTM) among mothers reported EBF during the previous 24 h.

Country Human milk intake1 (g/d)

n At 3 mo n At 6 mo

g/d g/kg/d g/d g/kg/d

Indonesia 32 792 (705, 841) 132 (119, 150) 30 792 (658, 887) 113 (101, 133)

Malaysia 29 661 (603, 798) 116 (101, 136) — — —

Mongolia 34 961 (820, 1087) 140 (127, 154) — — —

Pakistan2 23 565 (384, 726) 104 (76, 127) 18 617 (413, 821) 77 (61, 128)

Thailand 32 710 (658, 825) 125 (115, 140) 25 783 (648, 830) 110 (98, 123)

Sri Lanka 25 751 (660, 855) 140 (129, 158) 26 813 (661, 877) 117 (110, 130)

Vietnam 32 810 (641, 936) 120 (97, 146) 19 742 (529, 987) 97 (68, 128)
1Among enrolled from recall of EBF during the previous 24 h; values are median (IQR). For Malaysia and Mongolia, none of the participating mothers
continued EBF till 6 months.
2Human milk intake of Pakistani children was significantly lower than that in Indonesia, Mongolia, and Sri Lanka at 3 months, and lower than in Indonesia and
Sri Lanka at 6 months.
DTM deuterium oxide dose-to-mother.
EBF exclusive breastfeeding.
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child has either 100% or 0% chance of being EBF based on the
cut-off used. This is inefficient because the cut-off itself is based on
a certain probability of being at a percentile of the NMOI
distribution of a standard population (90th percentile for the
86.6 g/day cut-off) and the measurement of NMOI in the sampled
data is prone to measurement error due to various factors
including precision of instruments used and assumptions in
calculation. If the DTM method is to be used for accurately
defining EBF practice, there is an urgent need for a consensus on
which NMOI cutoff or approach should be used.

CONCLUSIONS
The use of the deuterium dose to mother technique (DTM)
showed the discordance between the maternal recall of EBF and
that assessed by DTM in a multi-country study in Asia. The results
showed that there is clearly discordance between the two
methods, with some variation in the extent of discordance by
countries. Consensus on the appropriate NMOI cutoff for
classifying EBF from non-EBF is needed to be recommended for
global use. To better evaluate the achievement of the global
target on EBF, it is important to use an objective and accurate
method for evaluation of the breastfeeding programs, such as the
DTM technique.

DATA AVAILABILITY
Data generated from this study are deposited at the IAEA repository on human milk
intakes and can be available upon request.
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