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A B S T R A C T   

Despite the global emphasis on breastfeeding, exclusive breastfeeding (EBF) in the first six months of life still lag 
behind the global recommendations in low- and middle-income countries, such as Nepal. This systematic review 
aims to determine the prevalence of EBF in the first six months of life and the associated factors determining EBF 
practices in Nepal. The databases PubMed/MEDLINE, Embase, Scopus, Web of Science, Cochrane Library, 
MIDIRS, DOAJ, and the NepJOL were searched for peer-reviewed literature published up to December 2021. The 
JBI quality appraisal checklist was used to assess the quality of studies. Analyses were performed by pooling 
together studies using the random-effect model, and the I2 test was used to assess the heterogeneity of the 
included studies. A total of 340 records were found, out of which 59 full-text were screened. Finally, 28 studies 
met the inclusion criteria and were selected for analysis. The pooled prevalence of EBF was 43 % (95 % con
fidence interval: 34–53). The odds ratio for the type of delivery was 1.59 (1.24–2.05), for ethnic minority groups 
1.33 (1.02–1.75) and for first-birth order 1.89 (1.33–2.67). We found a lower prevalence of exclusive breast
feeding practice in Nepal compared to the national target. Multifaceted, effective, evidence-based interventions 
would encourage individuals in the exclusive breastfeeding journey. Incorporating the BEF counselling 
component into Nepal’s existing maternal health counselling package may help promote exclusive breastfeeding 
practice. Further research to explore the reasons for the suboptimal level of EBF practice would help develop the 
targeted interventions pragmatically.   

Introduction 

The World Health Organization (WHO) and the United Nations 
Children’s Fund (UNICEF) recommend exclusive breastfeeding (EBF) in 
the first six months of life, i.e. feeding infants only breast milk for the 
first six months of life without any additional food or drinks, including 
water [1]. Breast milk is the best source of nutrition for a newborn [1,2]. 
Exclusive breastfeeding in the first six months of a child’s life is critical 
for infant survival and reducing the risk of several infectious diseases 
[3]. Breastfed children have at least a six times greater chance of sur
vival in the early months than non-breastfed infants [1,2,4]. Breast
feeding improves not only a child’s growth but also improves the brain 
development of infants [5]. Infants who are not breastfed are around 

three to four times more likely to die than those who had EBF practices 
[2,6–9]. However, exclusive breastfeeding practice varies widely across 
regions and between countries. Globally, 44 % of babies are breastfed 
exclusively, ranging from 26 % in North America to 57 % in South Asia 
but the WHO expects every member country to achieve an EBF for the 
first six months up to at least 70 % by the end of 2030 [10]. 

The prevalence of EBF for the first six months of life is higher in low- 
and middle-income countries (LMICs) than in high-income countries. 
However, EBF practice still lags behind the WHO feeding recommen
dations [11]. According to a survey conducted in 2019, 62 % of babies 
are breastfed in Nepal, a LMIC, which was higher than in the South Asia 
region [10]. While comparing this by province, it ranged between 51 % 
in Bagmati province to 70 % in Madhesh province [12]. Evidence shows 
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that a higher proportion of babies are breastfed within the first month, 
which gradually declines in the exclusive breastfeeding duration 
[10,13]. The low prevalence of EBF in most countries is attributed to 
various maternal and child-related factors such as the place of residence, 
marketing of infant formula milk, number of births and space between 
children, mother’s age and level of education, mother working outside 
of the home, lack of husband’s support, access to mass media and 
antenatal breastfeeding counselling [14–20]. Likewise, social support 
was also a positive predictor of breastfeeding practices [20–22]. 

Several studies in Nepal have examined the prevalence of EBF 
practices and the factors influencing EBF [23–25]. However, to date, no 
systematic review or meta-analysis has been conducted to determine the 
prevalence of EBF practice and the key factors that determine breast
feeding practices. Therefore, this review and meta-analysis aimed to 
assess the prevalence of EBF and identify the factors determining EBF in 
Nepal. The review findings would help develop targeted interventions to 
improve breastfeeding practices among Nepalese breastfeeding mothers 
and pregnant women. 

Materials and methods 

This systematic review and meta-analysis was guided by the 
Preferred Reporting Items for Systematic Reviews and Meta-analyses 
(PRISMA) recommendations [26] with the registration of the protocol 
with PROSPERO International Prospective Register of Systematic Re
views (CRD42020182870). 

Search strategy 

We searched PubMed/MEDLINE, Embase, Scopus, Web of Science, 
the Cochrane Library, Maternity & Infant Care Database (MIDIRS), 
Directory of Open Access Journals (DOAJ), and the Nepal Journals 
Online (NepJOL) for papers published from inception to December 
2021. The search terms comprised combinations of MeSH terms using 
keywords such as breastfeeding, exclusive breastfeeding, prevalence, 
factors, determinants, and Nepal. Supplementary Table 1 provides the 
full search strategies for each database. Furthermore, the reference list 
of included studies was assessed to obtain further relevant studies. 

Eligibility criteria 

Eligible studies included in this review had to fulfil the following 
criteria: (1) studies in which mothers exclusively breastfed their infant 
up to six months of age; (2) studies that reported estimates of (or suf
ficient information to derive) the prevalence of EBF; (3) studies in which 
infants were aged more than six months; and (4) studies published in 
peer-reviewed journals and conducted in Nepal. Duplicate studies, case 
reports, conference reports, commentaries, short communications, and 
letters to editors were excluded from the review. 

Quality appraisal 

The quality of studies included in the systematic review and meta- 
analysis was assessed using the Joanna Briggs Institute (JBI) quality 
appraisal instrument for prevalence studies [27]. The appraisal checklist 
included the following parameters covering domains related to sam
pling, outcome assessment, statistical analysis, and response rate. Each 
item was scored one if the response was ‘Yes’ and scored zero if the 
response was ‘No’ or ‘Unclear’. As in the previous review [28], studies 
with eight or more ‘Yes’ responses were rated as ‘high’ quality, four to 
seven as ‘moderate’ and three or below as ‘low’ quality. Two reviewers 
independently evaluated the quality of the studies. 

The quality assessment showed that eight studies scored as high 
methodological quality [9,29–35], followed by fourteen studies with 
moderate [25,36–48], and six studies with low methodological quality 
[23,24,49–52] (Table 1). The presence of publication bias was checked 

by using funnel plot visualisation. 

Data extraction 

Following the database searches, the identified citations were 
collated and uploaded into EndNote, and duplicate records were 
removed. The remaining citations were imported into Rayyan system
atic reviews web application [53] for screening and selection. Two re
viewers independently screened titles and abstracts. 

Data were extracted by two researchers independently after initially 
piloting five studies with a pre-labelled excel spreadsheet. Two other 
reviewers cross-checked the extracted data, and any discrepancies were 
resolved through discussion. Data extraction included: author(s), pub
lication year, year of the study, the provinces and districts where the 
study was conducted, study design, sample size, EBF reporting methods 
and instrument, the prevalence of EBF practices and its determinants. 

Data synthesis and analysis 

A random-effects model was used to pool proportion (prevalence 
rate) across studies with a 95 % confidence interval (CI). In accordance 
with the existing recommendations, heterogeneity between studies was 
examined using Q- and I2 statistics, with I2 values of 25 %, 50 % and 75 
% being considered as low, moderate and high levels of heterogeneity 
[54]. A forest plot was used to assess the presence of heterogeneity 
visually. We also conducted subgroup and sensitivity analyses to eval
uate the possible source of heterogeneity. Sub-group analyses were 
performed by study design, mother’s mean age, study locations (pro
vincial and ecological regions), and sample size (<100, 100–200, 
200–500, >500). 

Pooled odds ratio (OR) values using the Mantel-Haenszel method 
were calculated to see the strength of the association between EBF and 
its risk factors. We chose to use adjusted ORs preferentially if these data 
were available. In the quantitative analysis, we included risk factors 
with (adjusted) ORs that were reported in at least two studies. We 
summarised risk factors for which ORs were unavailable using a 
narrative synthesis. The level of significance was set at p < 0.05. All 
analyses were performed in R statistical software (version 4.0.2) using 
meta-package [55]. 

We assessed the risk of publication bias by visual inspection of funnel 
plots for each analysis and the Egger test [56]. Asymmetry of funnel plot 
and a p-value of <0.05 was considered indicative of statistically sig
nificant publication bias [56]. 

Results 

Search outcomes 

The search of electronic databases identified 340 original records. 
After screening titles and abstracts and removing duplicates, the full 
texts of 59 studies were retrieved and assessed, and finally, 28 studies 
were included in this review. Thirty-one studies were excluded after full- 
text screening as they did not meet the inclusion criteria; 20 did not 
report prevalence and remaining were either not conducted in Nepal or 
were qualitative studies (Fig. 1). 

Characteristics of included studies 

A total of 10,031 participants were included in 28 studies. The 
studies were conducted between 2000 and 2020, with a majority of the 
studies (18 out of 28) conducted between 2016 and 2020. Three studies 
did not mention the year of study [31,41,49]. Eight studies were con
ducted in the Kathmandu district, followed by six studies in multiple 
(more than one) districts, two each in Bhaktapur, Banke, Chitwan, and 
Kaski districts, and one each in six districts, respectively. Regarding 
ecological regions, around two-thirds of studies (n = 18) were 
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Table 1 
Characteristics of studies included (N = 28).  

Author, year Study conducted 
districts; year; 
setting 

Study design Study participants Age of 
mothers, 
mean, (SD) 

Sample 
size 

EBF Measurement 
tool 

Prevalence of 
EBF (6 
months) 

Quality rating 
of the studies 
(risk of bias) 

Adhikari 2014 Kathmandu; 
July-Sept 2014; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged 6 to 12 months who 
came for vaccination 

26.5 (3.8) 323 Self-reported 49.5 % (n =
160) 

High 

Adhikari & 
Subedi 2013 

Kathmandu; 
NR; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged 6–12 months 
attending maternal and 
child health clinic 

NR 100 Self-reported 34 % (n = 34) Low 

Ban & 
Rajbanshi, 
2016 

Jhapa; 
Aug-Sept 2013; 
Community 

Cross- 
sectional 

Mothers with children 
aged 6 to 23 months 

23.9 (4.2) 132 Self-reported 49.2 % (n = 65) Low 

Basnet, 2016 Lalitpur; 
2008–2009; 
Community 

Cross- 
sectional 

NR NR 62 WHO infant and young 
child feeding practices 
monitoring tool 

61.3 % (n = 38) Moderate 

Basnet et al, 
2020 

Kathmandu; 
Oct 2015-Aug 
2017; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged 6 to 24 months 

29.9 (3.7) 110 Self-reported 16.3 % (n = 18) Moderate 

Benedict et al, 
2018 

National; 
Jan 2015; 
Health facility 

Cross- 
sectional 

Mother with less than one 
year old child 

23.8 (4.3) 1,978 Self-reported 66.1 % (n =
1318) 

Moderate 

Bhandari et al, 
2019 

Kavre & 
Kathmandu; 
Dec 2017 to June 
2018; 
Health facility 

Cross- 
sectional 

Mothers with a child 
below five years old 

30.3 (3.7) 93 Self-reported 11 % (n = 10) Moderate 

Bhandari et al, 
2019 

21 districts; 
May-Jul 2013; 
Community 

Cross- 
sectional 

Mothers with a child 
below five years old 

24.4 (5.4) 458 WHO infant and young 
child feeding practices 
monitoring tool 

57.2 % (n =
262) 

High 

Bhandari & 
Prajapati, 
2018 

Kavre; 
Nov-Dec 2017; 
Community 

Cross- 
sectional 

Mothers with children 
aged 6 to 12 months old 

NR 218 Self-reported 75.7 % (n =
165) 

Moderate 

Bhatta & 
Basnet, 
2019 

Kathmandu; 
Aug 2017 to Jan 
2018; 
Health facility 

Prospective 
longitudinal 

All children attending at 
the immunisation clinic 

27.4 (3.8) 103 Self-reported 23 % (n = 24) High 

Chapagain, 
2013 

Kathmandu; 
Jan 2016; 
Health facility 

Cross- 
sectional 

Mothers of 6–24 months 
children attending 
hospital 

24.9 (4.1) 1100 NR 33.1 % (n =
367) 

High 

Dharel et al, 
2020 

Dhankuta, Jhapa 
and Banke; 
Dec 2017 to May 
2018; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged 6 to 18 months old 

25.4 (4.1) 574 NR 23.2 % (n =
132) 

Moderate 

Gautam & 
Yadav, 2018 

Baglung; 
NR; 
Community 

Cross- 
sectional 

Mothers with children 
less than two years old 

NR 206 Self-reported 34.5 % (n = 71) High 

Gurung et al, 
2018 

Kaski; 
June-Jul 2017; 
Community 

Cross- 
sectional 

Women of reproductive 
age group 

NR 140 Self-reported 76.4 % (n =
107) 

Low 

Henjum et al, 
2016 

Bhaktapur; 
Jan-Oct 2014; 
Community 

Cross- 
sectional 

Mothers with children 
age less than one year 

NR 485 Self-reported 16.4 % (n = 80) High 

Khanal et al., 
2015 

Rupandehi; 
Jan-Oct 2–014; 
Community 

Cohort study Mothers who have a 
single child aged one 
month to six months 

24 (4.6) 619 Self-reported 81.6 % (n =
505) 

High 

Kulkarni et al, 
2020 

16 districts of 
Suaahara project; 
2012; 
Community 

Cross- 
sectional 

Mother of children aged 
up to 23 months 

NR 385 Self-reported 49.3 % (n =
190) 

High 

Luitel et al., 
2020 

Chitwan; 
Mar-April 2019; 
Community 

Cross- 
sectional 

Mothers with children 
aged 6 to 59 months 

25.9 (7) 77 Self-reported 50.6 % (n = 39) Moderate 

Manandhar 
et al., 2004 

Kathmandu; 
May to Dec 2003 
and Dec 2004; 
Health facility 

Cohort study Mothers with healthy 
term new-born baby 

NR 81 NR 49 % (n = 40) Moderate 

Parajuli et al., 
2017 

Banke; 
Aug-Dec 2014; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged 6 to 12 months 

24.9 (4.1) 208 Self-reported 23 % (n = 48) Low 

Paudel & 
Parajuli, 
2018 

Kathmandu; 
Aug-Sept 2017; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged less than two years 
old 

25.1 (5.6) 96 Self-reported 39.6 % (n = 38) Low 

(continued on next page) 
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conducted in the hilly region, followed by Terai (n = 6) and four in both 
regions [9,34,44,45]. 

Most of the studies (25 out of 28) used a cross-sectional design fol
lowed by three cohort studies [29,33,40]. The sample size of studies 
varied between 62 [36] and 1,978 subjects [44]. All study participants 

were younger mothers with mean age ranged from 22.8 years [47] to 
30.3 years [38]. Self-reporting was the most common tool used to assess 
EBF (n = 23), followed by two studies that used the WHO infant and 
young child feeding practice monitoring tool [9,36]. 

Table 1 (continued ) 

Author, year Study conducted 
districts; year; 
setting 

Study design Study participants Age of 
mothers, 
mean, (SD) 

Sample 
size 

EBF Measurement 
tool 

Prevalence of 
EBF (6 
months) 

Quality rating 
of the studies 
(risk of bias) 

Paudel et al., 
2017 

Chitwan; 
NR; 
Health facility 

Cross- 
sectional 

Mothers with children 
less than two years old 

NR 130 Self-reported 20.8 % (n = 27) Moderate 

Pyakurel 
et al., 2018 

Banke; 
Jan-Aug 2016; 
Health facility 

Cross- 
sectional 

Mothers with less than 
one year child 

NR 19 Self-reported 83.5 % (n = 4) Low 

Sharma & 
Kafle, 2020 

Kaski; 
Nov 2017 to Feb 
2018; 
Community 

Cross- 
sectional 

Mothers with children 
aged 6 to 24 months 

24.7 (5.3) 400 Self-reported 51 % (n = 202) Moderate 

Sharma & 
Khadka, 
2019 

Kathmandu; 
Jan-Feb 2015; 
Garment factory 

Cross- 
sectional 

Mothers with less than 
two years child 

NR 50 Self-reported 34 % (n = 17) Moderate 

Shrestha et al., 
2017 

Lamjung, 
Tanahun and 
Gorkha; 
April-May 2015; 
Community 

Cross- 
sectional 

Mother with less than two 
years child 

NR 1298 Self-reported 67.4 % (n =
875) 

High 

Subedi et al., 
2012 

Makawanpur; 
Aug-Sept 2010; 
Community 

Cross- 
sectional 

Mothers with children <
2 years old 

22.8 (5.3) 261 Self-reported 81.6 % (n =
213) 

Moderate 

Ulak et al., 
2012 

Bhaktapur; 
Aug-Dec 2007; 
Health facility 

Cross- 
sectional 

Mothers with children 
aged nine months 

NR 325 Self-reported 9 % (n = 29) Moderate 

NR: not reported. 

Fig. 1. PRISMA flow diagram illustrating the process of search and selection of studies in the present systematic review and meta-analysis.  
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Prevalence of EBF 

The pooled prevalence of EBF in Nepal was computed to be 43 % (95 
% CI: 35–52), and the observed heterogeneity was significant (I2 = 99 %, 
p < 0.001) (Fig. 2). The prevalence rate by the methodological quality of 
studies did not change and confirmed the stability of the results (Sup
plementary material Fig. 1). 

Table 2 describes the results of the subgroup analysis of the EBF 
prevalence. According to the study districts, the highest prevalence of 
EBF was observed in Makawanpur and Rupandehi districts (81.6 %). In 
contrast, the lowest rate was reported in Banke (22.9 %) and Bhaktapur 
(12.5 %) districts. However, EBF practices at the provincial level were 
found to be highly varied, from 37.7 % in Bagmati to 67.6 %in Lumbini 
province. The prevalence rate of EBF did not change by ecological re
gions, showing an almost equal rate in Hill and Terai regions (42.4 % vs 
41.5 %). The prevalence of EBF in studies conducted in the community 
setting had a higher rate (57.8 %), whereas health facility-based studies 
had a lower prevalence rate (30.1 %). The pooled prevalence rate was 
higher among younger mothers (20 to 24-year-olds; 70.1 %), and older 
mothers (29 to 32 years) had the lowest prevalence (13.4 %). 

Determinants of exclusive breastfeeding practice 

Table 3 showed that the association between key risk factors and EBF 

practices. Types of delivery (OR = 1.59; 1.24–2.05), ethnic minority 
groups (OR = 1.33; 1.02–1.75), and first-birth order (OR = 1.89; 
1.33–2.67) were found significant predictors for EBF practices. Other 
predictors such as lack of milk secretion, infant crying/hungry and 
insufficient milk [29,49,52], parents’ level of education [39,50], sex of 
child [50], mother’s age [36,37], busy work schedule [38], mother and 
infant sickness [29,37,52], types of family [37], parity of childbirth 
[37], infant sickness [29], knowledge about the duration of EBF [23,30], 
and being a working mother [38,52], and mother’s knowledge 
regarding the provision of breastfeeding facilities for nursing mothers in 
the office [42] were found significant impacting for the EBF practices. 

Publication bias 

The publication bias was investigated using Egger’s linear regression 
test and visual inspection of the funnel plot (Fig. 3). The funnel plot 
appeared to be asymmetric; however, Egger’s linear regression test 
indicated that the funnel plot asymmetry was not statistically significant 
(p = 0.32). 

Fig. 2. Pooled prevalence of EBF in Nepal.  

S.P. Wasti et al.                                                                                                                                                                                                                                 



Sexual & Reproductive Healthcare 37 (2023) 100863

6

Discussion 

Prevalence of EBF 

The aim of this study was to examine the prevalence of EBF in the 
first six months of life and identify the factors that influence EBF practice 
in Nepal. The pooled prevalence of EBF was 43 %, i.e. only around two 
in five women exclusively breastfed their infant for six months which 
was lower than previous estimates for Nepal. However, this finding is 
similar to the global prevalence of EBF (44 %) but lower than the South- 
Asia (57 %) region [10] and recent national surveys (62–66 %) 
[12,13,57]. The studies included in this analysis predominantly 
measured EBF using self-report, which may be open to response bias. 
The national level surveys used infant and young child feeding practices 
tools that could explain the discrepancies in the prevalence of EBF. 
However, the pooled prevalence rate of our study was higher than recent 
studies conducted in Nepal’s neighbouring countries, India (28 %) [58] 
and China (37 %) [59]. 

Socio-cultural norms influence EBF practices [60]. Nepal is a 
multicultural country in South Asia which could explain the variation of 
EBF practices compared to Nepal’s neighbouring countries and from 
international literature. Most of the studies were conducted in urban 
areas. Due to urbanisation, access to food supplements has increased in 
recent years, which may explain the lower prevalence of EBF practice in 
urban areas. Two districts (Makawanpur and Rupandehi) had a much 
higher prevalence than the overall pooled estimation. While studies 

conducted in the Bhaktapur district, which is close to the country’s 
capital, had a much lower (8.9 – 16.5 %) EBF prevalence. However, 
Bhattacharjee et al. indicated that EBF for the first six months of life has 
increased annually across Nepal’s districts between 2000 and 2018 [57]. 
A previous study [61] showed that mothers who lived in urban areas 
were more likely to be employed, and the likelihood of stopping 
breastfeeding is up to two times compared to women living in rural 
areas. 

Similarly, the review found a higher prevalence of EBF among 
mothers aged 20–24 years and lower rates among mothers aged 29–32 
years. This portrays that women with multiple roles, such as childcaring 
and professional workers, had a lower prevalence of EBF practice 
compared to unemployed women [62]. Furthermore, there may also be 
methodological issues as most published estimates are drawn from 
household surveys with self-reports that are prone to reporting bias 
[63]. 

Determinants of EBF practices in Nepal 

EBF practice could be impacted by several interlinked underlying 
risk factors which vary from one community to another. The findings 
showed that women who gave birth vaginally were two times more 
likely to have exclusive breastfeeding. This finding is also supported by a 
recent mixed-methods systematic review from low- and middle-income 
countries that mothers who had caesarean section were unable to 
breastfeed infants because of more exhaustion and tiredness [64]. Nepal 
has observed a substantial increase in caesarean delivery over a decade. 
A recent study from Nepal reported around half (44.2 %) of the de
liveries were conducted through caesarean section [65]. 

The findings showed that minority ethnic groups had around two 
times lower prevalence of EBF practice in the first six months of life in 
Nepali children than other so-called higher ethnic groups in Nepal. This 
finding is unique. Nepal is a multicultural, multi-ethnic, multilingual 
and multireligious country. Previous research showed that cultural rel
ativities affirm that one culture has no absolute criteria for judging the 
activities of others and their different social norms and values that may 
impede exclusive breastfeeding [66]. There were significant disparities 

Table 2 
Subgroup and sensitivity Analysis.  

Variables No. of 
studies 

Prevalence, % 
(95 % CI) 

Heterogeneity 

I2 

(%) 
P-Value 

Study location 
(districts)     

Kathmandu 8 34.8 (25.1 – 
44.5)  

90.2  <0.0001 

Multiple districts 5 41.2 (12.1–71.2)  99.3  
Kaski 2 58.9 (54.9 – 

63.0)  
97.2  

Bhaktapur 2 12.5 (10.2 – 
14.7)  

90.7  

Chitwan 2 29.2 (23.2 – 
35.1)  

94.9  

Banke 2 22.9 (17.4 – 
28.4)  

0.0  

Province     
Bagmati 16 37.7 (25.9–49.6)  98.7  <0.0001 
Gandaki 4 57.2 (27.8 – 

86.7)  
97.6  

Lumbini 3 67.6 (64.9–70.3)  99.4  
Ecological regions     
Hill 18 42.4 (30.8–53.9)  99.1  <0.001 
Terai 6 41.5 (15.8 – 

67.1)  
99.0  

Study setting     
Health facility 14 30.1 (20.4–39.7)  99.0  <0.001 
Community 13 57.8 (46.2–69.5)  98.9  
Study design     
Cross-sectional 24 42.2 (41.1–43.3)  98.8  <0.0001 
Cohort study 4 49.6 (47.5–51.7)  99.6  
Mean age of mother 

(years)     
20–24 years 4 70.1 (45.9–94.3)  97.2  <0.0001 
25–28 years 9 38.8 (28.3–49.4)  96.6  
29–32 years 2 13.4 (8.6–17.9)  27.7  
Sample size     
<100 3 48.8 (15.0–82.7)  77.8  0.31 
100–200 9 36.9 (21.9–51.9)  96.1  
200–500 9 39.0 (18.1–59.9)  99.3  
>500 7 54.1 (35.1–73.1)  99.4  

CI: Confidence Interval. 

Table 3 
Odds ratios for the different determinants of EBF Practice.  

Variables N Odds ratio 
(95 % CI) 

Heterogeneity 

tau2 Q- 
value 

I2 

(%) 
p- 
value 

Wealth quantile 10 1.04 
(0.84–1.29)  

0.27  35.76  74.8  0.000 

Mother’s job 6 0.84 
(0.59–1.19)  

0.074  8.40  40.5  0.135 

Mother’s education 
level 

6 1.12 
(0.74–1.69)  

0.046  11.7  57.2  0.040 

Type of delivery 5 1.59 
(1.33–1.91)  

0.000  3.88  0.00  0.423 

Ethnic minority 
groups 

5 1.33 
(1.09–1.62)  

0.007  4.70  14.8  0.320 

Age at child 4 1.76 
(0.77–4.05)  

0.669  73.8  95.9  0.000 

Had ANC visit 3 1.42 
(0.99–2.05)  

0.076  11.5  82.5  0.003 

Being a young 
mother 

3 0.73 
(0.48–1.12)  

0.047  2.94  32.1  0.229 

First birth orders 2 1.89 
(1.33–2.67)  

0.000  0.72  0.00  0.397 

Colostrum fed 2 1.91 
(0.83–4.44)  

0.00  0.15  0.00  0.700 

Breastfeeding 
initiation within 
an hour 

2 2.00 
(0.94–4.27)  

0.18  2.13  53.2  0.144 

Had PNC visit 2 1.48 
(0.56–3.93)  

0.397  4.08  75.5  0.043 

CI: confidence interval; N: number of studies. 
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in almost all health indicators of ethnic minority women in Nepal, where 
access to antenatal care visits, the use of skilled birth attendants during 
deliveries and family planning services were also found to be lowest 
among the Janajati, Dalit and Terai/Madheshi women [67]. This could 
be the result of the lack of awareness and counselling regarding the 
benefits of EBF practice and could be improved by promoting the 
mother’s education and counselling during antenatal and immunisation 
visits at the primary health care facility. However, Nepal’s current 
maternal health service counselling package includes EBF advice. 

Furthermore, health workers’ and community health volunteers’ 
counselling skills play an important role in addressing the breastfeeding 
problem and supporting EBF practice uptake [68]. Previous studies 
show that unsatisfactory experience negatively affected breastfeeding 
practices [69] and positive social support foster EBF practice [20]. 
Therefore, incorporating the EBF counselling component in the female 
community health volunteers’ daily community activities would help to 
disseminate the benefits of EBF more effectively. 

The first birth order of the infant was indicated as a high risk for early 
cessation of exclusive breastfeeding compared to higher birth order, 
consistent with an existing study conducted in Myanmar [70], Nigeria 
[71] and Ethiopia [61]. The possible reason may be that mothers tend to 
become more experienced in feeding their infants when the birth order 
increases. Literature also suggests that multiparous mothers produce 
colostrum and breast milk earlier than nulliparous ones, and those 
mothers can practice EBF more easily [72]. It is recommended that 
healthcare providers make sure that there is increased advocacy to in
crease access of mothers coming to immunisation clinics and postnatal 
care counselling on EBF counselling. Hence, there must be adequate 
context-specific counselling during the health facility visits, which is 
paramount to fostering EBF practices. 

Strengths and limitations of the study 

This review is the first attempt to synthesise the current evidence on 
the prevalence of EBF practice in the first six months of life in Nepalese 
children and the determinants of EBF practice. The search of various 
databases, sub-group analysis and sensitivity analyses were among the 
strengths of this review. The review included studies that had mentioned 
the odds ratio, either unadjusted or adjusted, to examine the association 
between the EBF practices and its predictors. Still, adjusted values were 
preferred for pooled estimation. However, this review had some 
important limitations. First, the methodological differences in the 
included studies may have led to a high, statistically significant het
erogeneity. Second, there was severe heterogeneity of EBF prevalence in 
the included studies. Most of the studies included were observational 

cross-sectional studies. This may have contributed to statistically sig
nificant heterogeneity. Third, 21 out of 28 studies included in this re
view had a sample size less than or equal to 500. Stratified analysis by 
study year, sample size and other participant-level characteristics was 
conducted to explain this heterogeneity. Fourth, most studies were 
conducted in health facilities, not population-based. Therefore, the 
findings are not inclusive of the general population. 

Conclusions 

The findings of this systematic review and meta-analysis showed 
lower EBF prevalence compared to the national target in Nepal. Cessa
tion of EBF was associated with types of delivery, an ethnic minority 
group, and first birth order. There should be a pragmatic support service 
provision through family or peers to follow the recommended practice of 
EBF for mothers from the ethnic minority community. Breastfeeding 
counselling during antenatal care and immunisation clinic visits should 
provide context-specific counselling to the mothers, which is paramount 
to fostering EBF practices. Furthermore, there should have pragmatic 
EBF content to address Nepal’s unique socio-culture practices and social 
norms in the current maternal health service counselling package that 
would help address those underlying barriers to EBF practices in Nepal. 
Further research to explore the reasons for the suboptimal level of EBF 
practices would help develop the targeted interventions. 

Ethical statement: An ethical statement is not applicable in this 
article. 

Funding: The authors received no financial support for the research, 
authorship, and/or publication of this article. 

Clinical trial registration: Not applicable. 
Registration of systematic review: The protocol for this study was 

submitted to Prospero, the international register of systematic reviews 
(https://www.crd.york.ac.uk/prospero/), Registration Number: 
CRD42020182870. 

CRediT authorship contribution statement 

Sharada P. Wasti: Conceptualization, Formal analysis, Investiga
tion, Methodology, Project administration, Supervision, Validation, 
Writing – original draft, Writing – review & editing. Ayushka Shrestha: 
Data curation, Writing – review & editing. Pushpa Dhakal: Data cura
tion, Writing – review & editing. Vijay S. GC: Conceptualization, 
Methodology, Investigation, Formal analysis, Software, Supervision, 
Validation, Visualization, Writing – original draft, Writing – review & 
editing. 

Fig. 3. Funnel plot for 28 studies included in the meta-analysis.  

S.P. Wasti et al.                                                                                                                                                                                                                                 

https://www.crd.york.ac.uk/prospero/


Sexual & Reproductive Healthcare 37 (2023) 100863

8

Declaration of Competing Interest 

The authors declare that they have no known competing financial 
interests or personal relationships that could have appeared to influence 
the work reported in this paper. 

Data availability statement: 

The data that support the findings of this study are available from the 
corresponding author upon reasonable request. 

Appendix A. Supplementary material 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.srhc.2023.100863. 

References 

[1] WHO. Global nutrition targets 2025: breastfeeding policy brief. World Health 
Organization, 2014. 

[2] Victora CG, Bahl R, Barros AJ, et al. Breastfeeding in the 21st century: 
epidemiology, mechanisms, and lifelong effect. Lancet 2016;387:475–90. 

[3] Sankar MJ, Sinha B, Chowdhury R, et al. Optimal breastfeeding practices and 
infant and child mortality: a systematic review and meta-analysis. Acta Paediatr 
2015;104:3–13. 

[4] Al-Safar TS, Khamis RH, Ahmed SRH. Exclusive Breastfeeding Duration to Six 
Months: A Literature Review of Factors and Barriers from 2010 to 2020. Int J 
Health, Med Nurs Pract 2021;2:1–20. 

[5] Horta BL, Loret de Mola C, Victora CG. Breastfeeding and intelligence: a systematic 
review and meta-analysis. Acta Paediatr 2015;104:14–9. 

[6] Anatolitou F. Human milk benefits and breastfeeding. J Pediat Neonatal 
Individualized Med (JPNIM) 2012;1:11–8. 

[7] Kebede T, Woldemichael K, Jarso H, et al. Exclusive breastfeeding cessation and 
associated factors among employed mothers in Dukem town, Central Ethiopia. Int 
Breastfeed J 2020;15:6. 

[8] WHO. Ending preventable child deaths from pneumonia and diarrhoea by 2025: 
the integrated Global Action Plan for Pneumonia and Diarrhoea (GAPPD). 2013. 

[9] Bhandari S, Thorne-Lyman AL, Shrestha B, et al. Determinants of infant 
breastfeeding practices in Nepal: a national study. Int Breastfeed J 2019;14:14. 

[10] UNICEF. Too few children benefit from recommended breastfeeding practices. 
Available from: https://data.unicef.org/topic/nutrition/breastfeeding/ [Accessed 
15 September 2021]. 

[11] Zong X, Wu H, Zhao M, et al. Global prevalence of WHO infant feeding practices in 
57 LMICs in 2010–2018 and time trends since 2000 for 44 LMICs. 
EClinicalMedicine 2021;37:100971. 

[12] UNICEF. Monitoring the situation of children and women: Nepal multiple indicator 
cluster survey 2019. 2019. 

[13] NDHS. Nepal Demographic and Health Survey 2016. Kathmandu: Ministry of Health 
and Population (MoHP) Nepal and ICF International Inc, 2017. 

[14] Kim JH, Fiese BH, Donovan SM. Breastfeeding is Natural but Not the Cultural 
Norm: A Mixed-Methods Study of First-Time Breastfeeding, African American 
Mothers Participating in WIC. J Nutr Educ Behav 2017;49:S151-S61 e1. 

[15] Oommen A, Vatsa M, Paul VK, et al. Breastfeeding practices of urban and rural 
mothers. Indian Pediatr 2009;46:891–4. 

[16] Arage G, Gedamu H. Exclusive Breastfeeding Practice and Its Associated Factors 
among Mothers of Infants Less Than Six Months of Age in Debre Tabor Town, 
Northwest Ethiopia: A Cross-Sectional Study. Advances in Public Health 2016; 
2016:1–7. 

[17] Dhakal S, Lee TH, Nam EW. Exclusive Breastfeeding Practice and Its Association 
among Mothers of under 5 Children in Kwango District, DR Congo. Int J Environ 
Res Public Health 2017;14:455. 

[18] Santana GS, Giugliani ERJ, Vieira TO, et al. Factors associated with breastfeeding 
maintenance for 12 months or more: a systematic review. J Pediatr (Rio J) 2018; 
94:104–22. 

[19] Chhetri S, Rao AP, Guddattu V. Factors affecting exclusive breastfeeding (EBF) 
among working mothers in Udupi taluk, Karnataka. Clinical Epidemiology and 
Global Health 2018;6:216–29. 

[20] Charlick SJ, Fielder A, Pincombe J, et al. ’Determined to breastfeed’: A case study 
of exclusive breastfeeding using interpretative phenomenological analysis. Women 
Birth 2017;30:325–31. 

[21] Brand E, Kothari C, Stark MA. Factors related to breastfeeding discontinuation 
between hospital discharge and 2 weeks postpartum. J Perinat Educ 2011;20: 
36–44. 

[22] de Azevedo MV, Nunes RCT, Tararthuch RZP, et al. Influence of social support 
networks for adolescent breastfeeding mothers in the process of breastfeeding. 
Cogitare Enferm 2014;19:232–8. 

[23] Paudel N, Parajuli P. Factors Associated with Exclusive Breast Feeding Practices 
among Mothers of Infant and Young Children in a Primary Health Care Centre, 
Kathmandu: A Cross-Sectional Study. Birat J Health Sci 2018;3:413–47. 

[24] Pyakurel M, Bhandari S, Bhatta R. Hindering factors of infant feeding practices 
among the mothers of mid western part of Nepal. Janaki Med College J Med Sci 
2018;6:15–20. 

[25] Basnet S, Shrestha M, Adhikari T, et al. Breastfeeding pattern and its associated 
factors among mothers working at two hospitals in Kathmandu. Journal of Nepal 
Paediatric Society 2020;40:7–13. 

[26] Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for systematic 
reviews and meta-analyses: the PRISMA statement. PLoS Med 2009;6:e1000097. 

[27] JBI. The Joanna Briggs Institute critical appraisal tools for use in JBI systematic 
reviews: Checklist for systematic reviews and research syntheses; 2017. 

[28] Fazeli Farsani S, Brodovicz K, Soleymanlou N, et al. Incidence and prevalence of 
diabetic ketoacidosis (DKA) among adults with type 1 diabetes mellitus (T1D): a 
systematic literature review. BMJ Open 2017;7:e016587. 

[29] Bhatta A, Basnet R. Trend of breastfeeding and its impact on morbidity in children 
in a tertiary care hospital in Kathmandu. J Lumbini Med College 2019;7. 

[30] Chapagain RH. Complementary feeding practices of Nepali mothers for 6 months 
to 24 months children. JNMA J Nepal Med Assoc 2013;52:443–8. 

[31] Gautam U, Yadav DK. Dietary practices of lactating women and nutritional status 
of children in Baglung district, Nepal. J Nepal Paediat Soc 2018;38:19–24. 

[32] Henjum S, Kjellevold M, Ulak M, et al. Iodine concentration in breastmilk and urine 
among lactating women of Bhaktapur, Nepal. Nutrients 2016;8:28. 

[33] Khanal V, Lee AH, Karkee R, et al. Postpartum Breastfeeding Promotion and 
Duration of Exclusive Breastfeeding in Western Nepal. Birth 2015;42:329–36. 

[34] Kulkarni S, Frongillo EA, Cunningham K, et al. Women’s bargaining power and 
child feeding in Nepal: Linkages through nutrition information. Matern Child Nutr 
2020;16:e12883. 

[35] Shrestha N, Khanal G, Dhungana G. Feeding practices in under five year children in 
hilly region of Nepal. J Chitwan Med College 2017;7:25–30. 

[36] Basnet D. Infant and Young Child Feeding Practices among Mothers at Chapagaun 
VDC. J Nepal Health Res Counc 2016;14:116–21. 

[37] Bhandari N, Prajapati R. Prevalence of exclusive breast feeding and its associated 
factors among mothers. Kathmandu Univ Med J (KUMJ) 2018;16:166–70. 

[38] Bhandari MS, Manandhar P, Tamrakar D. Practice of breastfeeding and its barriers 
among women working in tertiary level hospitals. JNMA J Nepal Med Assoc 2019; 
57:8–13. 

[39] Luitel I, Ban RK, Munikar S. Infant and young child feeding practices among 
Chepang community, Chitwan. Med J Shree Birendra Hospital 2020;19:31–8. 

[40] Manandhar K, Manandhar DS, Baral MR. One year follow up study of term babies 
born at Kathmandu medical college teaching hospital. Kathmandu Univ Med J 
(KUMJ) 2004;2:286–90. 

[41] Paudel RK, Basaula YN, Tiwari S. Knowledge and practice of mothers of under two 
years children on complementary feeding at Bharatpur Hospital, Chitwan, Nepal. J 
Adv Acad Res 2017;4:111–6. 

[42] Sharma I, Khadka A. Assessing the level of knowledge and practice of breastfeeding 
among factory working mothers in Kathmandu. Nepal J Health Res 2019;33:24–34. 

[43] Adhikari TM. Knowledge and practice of mother regarding exclusive breastfeeding 
having infant at a tertiary level hospital, Kathmandu. J Nepal Paediat Soc 2014;34: 
200–26. 

[44] Benedict RK, Craig HC, Torlesse H, et al. Trends and predictors of optimal 
breastfeeding among children 0–23 months, South Asia: Analysis of national 
survey data. Matern Child Nutr 2018;14(Suppl 4):e12698. 

[45] Dharel D, Dhungana R, Basnet S, et al. Breastfeeding practices within the first six 
months of age in mid-western and eastern regions of Nepal: a health facility-based 
cross-sectional study. BMC Pregnancy Childbirth 2020;20:59. 

[46] Sharma D, Kafle R. Exclusive breastfeeding and complementary feeding practices 
among children in slum of Pokhara. J College Med Sci-Nepal 2020;16:93–8. 

[47] Subedi N, Paudel S, Rana T, et al. Infant and young child feeding practices in 
Chepang communities. J Nepal Health Res Counc 2012;10:141–6. 

[48] Ulak M, Chandyo RK, Mellander L, et al. Infant feeding practices in Bhaktapur, 
Nepal: a cross-sectional, health facility based survey. Int Breastfeed J 2012;7:1. 

[49] Adhikari T, Subedi I. Knowledge and Practice on Breastfeeding among Mothers of 
Infant. J Food Sci Technol Nepal 2013;8:71–4. 

[50] Ban RK, Rajbanshi L. Infant and young child feeding practices among mother in 
Satar community. J Chitwan Medical College 2016;6:1–7. 

[51] Gurung R, Silwal M, Gurung A, et al. Knowledge, attitude and practice towards 
exclusive breastfeeding among mothers in Pokhara-Lekhnath. J Gandaki Med 
College-Nepal 2018;11:40–5. 

[52] Parajuli J, Mishra P, Thapa N. Knowledge and practice regarding breastfeeding 
among mothers attending immunization clinic in Nepalgunj Medical College 
Teaching Hospital. J Nepalgunj Med College 2017;13:32–9. 

[53] Ouzzani M, Hammady H, Fedorowicz Z, et al. Rayyan-a web and mobile app for 
systematic reviews. Syst Rev 2016;5:210. 

[54] Higgins JP, Thompson SG, Deeks JJ, et al. Measuring inconsistency in meta- 
analyses. BMJ 2003;327:557–60. 

[55] Balduzzi S, Rucker G, Schwarzer G. How to perform a meta-analysis with R: a 
practical tutorial. Evid Based Ment Health 2019;22:153–60. 

[56] Egger M, Davey Smith G, Schneider M, et al. Bias in meta-analysis detected by a 
simple, graphical test. BMJ 1997;315:629–34. 

[57] Bhattacharjee NV, Schaeffer LE, Hay SI, et al. Mapping inequalities in exclusive 
breastfeeding in low- and middle-income countries, 2000–2018. Nat Hum Behav 
2021;5:1027–45. 

[58] Kazmi S, Akparibo R, Ahmed D, et al. Prevalence and predictors of exclusive 
breastfeeding in urban slums. Bihar J Family Med Prim Care 2021;10:1301–2137. 

[59] Li J, Zhao C, Wang Y, et al. Factors associated with exclusive breastfeeding practice 
among mothers in nine community health centres in Nanning city, China: a cross- 
sectional study. Int Breastfeed J 2021;16:71. 

S.P. Wasti et al.                                                                                                                                                                                                                                 

https://doi.org/10.1016/j.srhc.2023.100863
https://doi.org/10.1016/j.srhc.2023.100863
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0010
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0010
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0015
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0015
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0015
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0020
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0020
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0020
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0025
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0025
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0030
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0030
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0035
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0035
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0035
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0045
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0045
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0055
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0055
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0055
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0075
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0075
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0080
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0080
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0080
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0080
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0085
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0085
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0085
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0090
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0090
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0090
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0095
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0095
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0095
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0100
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0100
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0100
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0105
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0105
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0105
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0110
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0110
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0110
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0115
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0115
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0115
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0120
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0120
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0120
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0125
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0125
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0125
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0130
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0130
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0140
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0140
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0140
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0145
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0145
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0150
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0150
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0155
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0155
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0160
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0160
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0165
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0165
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0170
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0170
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0170
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0175
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0175
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0180
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0180
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0185
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0185
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0190
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0190
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0190
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0195
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0195
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0200
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0200
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0200
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0205
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0205
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0205
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0210
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0210
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0215
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0215
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0215
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0220
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0220
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0220
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0225
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0225
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0225
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0230
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0230
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0235
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0235
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0240
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0240
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0245
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0245
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0250
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0250
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0255
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0255
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0255
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0260
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0260
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0260
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0265
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0265
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0270
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0270
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0275
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0275
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0280
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0280
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0285
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0285
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0285
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0290
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0290
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0295
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0295
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0295


Sexual & Reproductive Healthcare 37 (2023) 100863

9

[60] Khanal V, Sauer K, Zhao Y. Exclusive breastfeeding practices in relation to social 
and health determinants: a comparison of the 2006 and 2011 Nepal Demographic 
and Health Surveys. BMC Public Health 2013;13:958. 

[61] Yeneabat T, Belachew T, Haile M. Determinants of cessation of exclusive 
breastfeeding in Ankesha Guagusa Woreda, Awi Zone, Northwest Ethiopia: a cross- 
sectional study. BMC Pregnancy Childbirth 2014;14:262. 

[62] Dun-Dery EJ, Laar AK. Exclusive breastfeeding among city-dwelling professional 
working mothers in Ghana. Int Breastfeed J 2016;11:23. 

[63] Althubaiti A. Information bias in health research: definition, pitfalls, and 
adjustment methods. J Multidiscip Healthc 2016;9:211–7. 

[64] Patil DS, Pundir P, Dhyani VS, et al. A mixed-methods systematic review on 
barriers to exclusive breastfeeding. Nutr Health 2020;26:323–46. 

[65] Shrestha DB, Khatri R, Oli PR, et al. Cesarean section in a maternity unit of a 
tertiary care center of Nepal: A descriptive cross-sectional study. JNMA J Nepal 
Med Assoc 2021;59:322–36. 

[66] Wasti SP, Randall J, Simkhada P, et al. In what way do Nepalese cultural factors 
affect adherence to antiretroviral treatment in Nepal? Health Sci J 2011;5:37–47. 

[67] Pandey JP, Dhakal MR, Karki S, et al. Maternal and child health in Nepal: the 
effects of caste, ethnicity, and regional identity: Further analysis of the 2011 Nepal 

Demographic and Health Survey. Kathmandu: Nepal Ministry of Health and 
Population, New ERA, and ICF International, 2011. 

[68] Kavle JA, LaCroix E, Dau H, et al. Addressing barriers to exclusive breast-feeding in 
low- and middle-income countries: a systematic review and programmatic 
implications. Public Health Nutr 2017;20:3120–34. 

[69] Huang Y, Ouyang YQ, Redding SR. Previous breastfeeding experience and its 
influence on breastfeeding outcomes in subsequent births: A systematic review. 
Women Birth 2019;32:303–39. 

[70] Yadanar MKS, Witvorapong N. Determinants of breastfeeding practices in 
Myanmar: Results from the latest nationally representative survey. PLoS One 2020; 
15:e0239515. 

[71] Benova L, Siddiqi M, Abejirinde IO, et al. Time trends and determinants of 
breastfeeding practices among adolescents and young women in Nigeria, 
2003–2018. BMJ Glob Health 2020;5:e002516. 

[72] Lessen R, Crivelli-Kovach A. Prediction of initiation and duration of breast-feeding 
for neonates admitted to the neonatal intensive care unit. J Perinat Neonatal Nurs 
2007;21:256–66. 

S.P. Wasti et al.                                                                                                                                                                                                                                 

http://refhub.elsevier.com/S1877-5756(23)00053-8/h0300
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0300
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0300
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0305
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0305
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0305
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0310
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0310
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0315
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0315
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0320
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0320
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0325
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0325
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0325
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0330
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0330
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0340
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0340
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0340
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0345
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0345
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0345
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0350
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0350
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0350
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0355
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0355
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0355
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0360
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0360
http://refhub.elsevier.com/S1877-5756(23)00053-8/h0360

	The prevalence of exclusive breastfeeding practice in the first six months of life and its associated factors in Nepal: A s ...
	Introduction
	Materials and methods
	Search strategy
	Eligibility criteria
	Quality appraisal
	Data extraction
	Data synthesis and analysis

	Results
	Search outcomes
	Characteristics of included studies
	Prevalence of EBF
	Determinants of exclusive breastfeeding practice
	Publication bias

	Discussion
	Prevalence of EBF
	Determinants of EBF practices in Nepal
	Strengths and limitations of the study

	Conclusions
	CRediT authorship contribution statement

	Declaration of Competing Interest
	Data availability statement:
	Appendix A Supplementary material
	References


