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Abstract

Background Prelacteal feeding (PLF), which refers to giving liquids or non-breast milk food to infants within 3 days
of birth, can adversely affect neonatal health and survival. Despite its recognized health risks, PLF remains prevalent
in many low- and middle-income countries (LMICs), including Afghanistan, where evidence on its determinants is
limited. Thus, this study aimed to determine the prevalence and associated factors of PLF practice in Afghanistan.

Methods We analyzed data from 11,964 ever-married women aged 15-49 years with a live birth in the previous
two years. PLF was defined according to the MICS convention. Multivariable logistic regression models were used
to identify factors associated with PLF, accounting for survey design and sampling weights. Interaction terms were
tested for (1) place of delivery and household wealth and (2) private facility and cesarean section.

Results The prevalence of PLF was 33.3%. The odds of PLF practice were lower in women with primary (AOR 0.72;
95%Cl 0.58-0.89) and secondary/higher (AOR 0.73; 95%Cl 0.58-0.92) education and in women with early initiation

of breastfeeding (AOR 0.37; 95%Cl 0.33-0.42). Conversely, women residing in rural areas (AOR 1.27; 95%Cl 1.06-1.54),
those delivering in private health facilities (AOR 1.38; 95%Cl 1.11-1.72), women who had cesarean section (AOR 1.72;
95%Cl 1.31-2.25), and those in middle to higher wealth quintiles were more likely to practice PLF. Interaction analyses
showed that the positive association between wealth and PLF was concentrated among women delivering in private
facilities, with private-sector births exhibiting consistently elevated PLF across all wealth groups. The interaction
between private delivery and cesarean section was not significant, indicating that high PLF levels in private facilities
were not driven by cesarean rates.

Conclusion One in three Afghan newborns receives prelacteal feeds. Private-sector maternity care, socioeconomic
gradients linked to facility choice, cesarean delivery, rural residence, and delayed breastfeeding initiation are key
drivers of PLF. Strengthening breastfeeding support in private facilities, promoting early initiation of breastfeeding,
and enhancing maternal education—particularly in rural and higher-income communities—are essential to reducing
PLF in Afghanistan.
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Introduction

Prelacteal feeding (PLF), the practice of giving liquids
or semi-solid foods other than breast milk to new-
borns within the first three days of life, is a widespread
but harmful practice that can negatively affect neonatal
health and survival. PLF deprives infants of colostrum,
which is rich in immunological and nutritional ben-
efits, and increases the risk of infection, malnutrition,
and delayed initiation of breastfeeding [1]. Although the
World Health Organization (WHO) recommends ini-
tiating breastfeeding within the first hour of birth, PLF
remains prevalent in many low- and middle-income
countries (LMICs), particularly in South Asia, where cul-
tural and traditional beliefs often override medical guide-
lines [2—4].

PLF can disrupt the physiological processes necessary
for successful lactation, including prolactin secretion
and the establishment of the infant’s suckling reflex [5].
It may also undermine maternal confidence in breast-
feeding and foster early dependence on formula or other
feeding substitutes [6]. Globally, nearly 4000 infants die
each day due to the lack of optimal breastfeeding [7]. In
LMICs, approximately 51% of newborns are exposed to
PLE, particularly in South Asia, where reported preva-
lence rates remain high in countries such as Bangladesh
(23%) [8], India (40.1%) [9], Nepal (30.6%) [10], and Paki-
stan (64.9%) [11].

PLF not only delays exclusive breastfeeding but also
increases the risk of neonatal and infant mortality. Stud-
ies show that PLF is associated with a threefold higher
risk of death among infants aged 2 to 28 days, and a sub-
stantially elevated perinatal mortality rate [12, 13]. Inad-
equate breastfeeding practices during the first six months
are estimated to contribute to 96% of infant deaths in
LMICs [14]. Afghanistan, with an infant mortality rate
of 43 deaths per 1,000 live births in 2021, ranks among
the highest globally [15, 16]. Only 46% of Afghan mothers
initiate breastfeeding within one hour of birth, and exclu-
sive breastfeeding rates remain suboptimal at 67% [5, 17].

PLF practice was primarily linked to various socio-
demographic and economic factors, including maternal
age, occupation, income, education, residence, child’s
age, sex, and birth order [18, 19]. Additionally, factors
related to maternal healthcare service utilization, mode
of delivery, place of birth, and breastfeeding counseling
were also significant [3, 9, 13, 19, 20]. Additionally, deeply
rooted cultural beliefs and limited awareness about the
benefits of early and exclusive breastfeeding further con-
tribute to the persistence of PLF practice [6, 20-22].

Despite growing interest in infant and young child feed-
ing (IYCF) in Afghanistan, existing research has largely
focused on broader breastfeeding indicators [5, 17, 23].
To date, no nationally representative study has specifi-
cally examined the prevalence and determinants of PLF
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in the Afghan context. This gap is critical, given Afghani-
stan’s unique sociocultural and healthcare landscape,
and the persistently high burden of infant mortality.
Therefore, this study aims to determine the prevalence
and associated factors of PLF practice in Afghanistan.
The findings are intended to inform public health policy,
guide the design of culturally sensitive interventions, and
support governmental and non-governmental stakehold-
ers in improving maternal and child health outcomes in
Afghanistan.

Methods

Study design and data source

Data from the Afghanistan Multiple Indicator Cluster
Survey (MICS) 2022-2023 were used and analyzed. The
MICS 2022-2023, which collected data from a nationally
representative sample, applied a two-stage cluster sam-
pling approach. The sampling method, data collection,
and survey design are reported elsewhere [24]. For the
MICS 2022-2023, trained surveyors collected data from
women aged 15-49 years who answered questions on
child and maternal health and nutrition. In this study, we
used data from 11,964 ever-married women aged 15-49
years who had a live birth within the 2 years prior to the
MICS 2022-2023 survey (Fig. 1).

Study variables

The outcome variable was any PLF practice, defined
according to the MICS convention, and measured using
the following two questions: was the child ever breast-
fed, and was the newborn given anything to drink other
than breast milk in the first three days after delivery [4,
9]. Using the binary responses from these questions, we
created the binary outcome of “yes” vs. “no”. This binary
outcome was fitted to run the logistic regression analy-
sis. Although we acknowledge that this definition does
not fully capture the WHO definition, it is the most prag-
matic way to identify PLF practice in large national sur-
veys [25-27].

The explanatory variables were women’s age at time of
survey (15-24, 25-39, and 40—49 years), women’s educa-
tion level (no formal education, primary education, and
secondary or higher education), education level of the
household head (no formal education, primary educa-
tion, and secondary or higher education), place of resi-
dence (urban vs. rural), sex of infant (male vs. female),
birth order (1st child vs. 2nd or higher child), early ini-
tiation of breastfeeding (whether breastfeeding was
started within first hour of birth), antenatal care (ANC)
utilization (no visit, 1-3 visits, > 4 visits), type of ANC
provider (doctor, midwife, nurse, community healthcare
worker, and traditional birth attendant), immediate post-
natal care (PNC) for newborn (whether the newborn
was checked after delivery), place of delivery (whether
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44,341 women aged 15-49 years interviewed
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32.377 women were excluded

15,778 were not ever married

614 had missing values on pre-lacteal feeding

12,942 did not have a live birth in the past 2 years

3,043 had missing values on having a live birth in the past 2 years

\ 4

11,964 ever-married women with a live birth in the past 2 years entered the study

Fig. 1 Final sample size and schematic presentation of the sample selection

the woman gave birth at home, government health facili-
ties, or private health facilities), household wealth index
(lowest quintile up to highest quintile), large baby at
birth (whether the newborn baby was large size at birth),
cesarean section (yes vs. no) for her latest childbirth, and
access to media (yes vs. no). The variable for a large baby
at birth was created based on the mother’s perception, as
it was not possible to use objectively measured newborn
weight, given nearly 80% missing values for this question
in the MICS 2022-23 database. The variable on access
to media was created as a composite measure and was
defined as “yes” if the woman listened to the radio daily,
watched TV daily, or read a newspaper, and as “no” if
otherwise. We created the variable on access to media as
a composite measure because it was not possible to use a
variable for each of them in the regression model, as only
16.4%, 4.8%, and 0.2% of women, respectively, watched
TV daily, listened to the radio daily, and read a news-
paper. This composite measure, however, may mask the
nuanced effects of listening to the radio in rural Afghani-
stan, given that radio may be the primary source of media
access in these areas. In addition, we analyzed the types
of drink or semi-solid food given to newborns by women
who practiced PLE.

Statistical analysis

We assessed the distribution of sociodemographic char-
acteristics of women using descriptive statistics. The chi-
square test was used to examine the relationship between
categories of explanatory variables and PLF practice sta-
tus. Multivariable binary logistic regression models were
fitted and run to examine the likelihood of PLF across
the categories of explanatory variables. For model selec-
tion, we selected explanatory variables considering the
literature [1, 7, 9, 11, 19, 21, 24], and produced unad-
justed and adjusted odds ratios (AOR) and 95% confi-
dence interval (CI) using the bivariate and multivariable

logistic regression analyses. In light of the literature and
using the directed acyclic graphs (DAGs) generated with
DAGitty, we examined the relationships among the inde-
pendent variables and the outcome [28]. DAGitty, a free
online application for drawing and analyzing DAGs, is
available on the R platform for statistical computation
[28]. All identified covariates were included in the pri-
mary model. Although the number of ANC visits and the
type of ANC provider are related constructs, collinearity
diagnostics indicated no problematic multicollinearity
(VIF = 2.47; condition number = 6.7). Both variables were
therefore retained to capture complementary dimensions
of ANC utilisation (intensity and provider type). Given
evidence from earlier studies suggesting potential effect
modification, we further tested two interaction terms: (1)
place of delivery and household wealth quintile, and (2)
private health facility and cesarean section. These inter-
action models were estimated in addition to the main-
effects model to assess whether the associations between
delivery setting, socioeconomic status, mode of delivery,
and PLF differed across subgroups. For the interaction
term between private health facility and cesarean sec-
tion in model 3, we restricted the sample to facility births
(public or private), as cesarean delivery cannot occur
among home births. To assess the robustness of the find-
ings and address potential model-related biases, we con-
ducted two additional sensitivity analyses. First, given
the relatively high prevalence of PLF practice (33.3%),
we re-estimated all models using survey-weighted modi-
fied Poisson regression with robust variance to obtain
adjusted prevalence ratios (APRs). Second, because early
initiation of breastfeeding is temporally proximate to PLF
practice and may lie on the causal pathway for delivery-
related factors, we repeated all models excluding early
initiation of breastfeeding to evaluate potential overad-
justment. Results from these sensitivity analyses are pre-
sented in the Supplementary Materials (Tables S1 and
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n=11,964

M Prelacteal feeding was practiced
M Prelacteal feeding was not practiced

Fig. 2 Prevalence of prelacteal feeding practice

S2). We applied a sampling design and weights by using
the survey strata and primary sampling unit. All data
analyses were conducted using STATA version 17 [29].

Results
Figure 2 shows that out of 11,964 ever-married women,
3,990 (33.3%) reported PLF practice for their latest live-
birth newborn over the past two years prior to the survey
(Fig. 2).
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Figure 3 shows that out of 3,990 ever-married women
who reported PLF practice, 45.0% gave sugar or glucose
water, 28.9% gave tea or a traditional herbal solution,
15.2% gave plain water, and 13.1% gave other liquids to
their newborns within the first hour after birth. The
proportion of women who gave milk (other than breast
milk), infant formula, gripe water, and sugar-salt-water
solution ranged from 12.0% to 2.8% (Fig. 3).

Table 1 presents the baseline characteristics of women
based on the status of PLF practice. There were sig-
nificant differences in specific characteristics between
women who practiced PLF and those who did not. Nota-
bly, PLF was more common among women from wealth-
ier households and those who delivered in private health
facilities. Additionally, PLF was more prevalent among
women with media access and those who underwent
cesarean delivery. Conversely, PLF was significantly less
common among women with secondary or higher educa-
tion and among those who initiated breastfeeding within
the first hour of birth. For instance, among women in the
highest wealth quintile, 16.9% reported practicing PLF,
compared to 11.2% who did not (Table 1).

Main-effects model: sociodemographic and clinical
determinants of PLF

Model 1 examined the independent associations between
maternal, household, and delivery-related characteristics
and PLF (Table 2). Women with primary education (AOR
0.72; 95%CI 0.58-0.89) and secondary or higher educa-
tion (AOR 0.73; 95%CI 0.58—0.92) had significantly lower
odds of practicing PLF compared to women with no for-
mal education. Similarly, early initiation of breastfeeding
was strongly associated with reduced odds of PLF (AOR
0.37; 95%CI 0.33-0.42). In contrast, women from higher
wealth quintiles had significantly increased odds of PLF
compared to those in the lowest quintile: third quintile

n=3,990

Sugar or glucose water

Tea, traditional herbal solution
Plain water

Other liquids

Milk (other than breastmilk)
Infant formula

Gripe water

Sugar-salt-water solution

. 4s.0%
I, 28.9%

Sum of percentages becomes over 100%, because more than one type of prelacteal feed was given for some babies.

Fig. 3 Types of liquids given to newborn babies by women who practiced prelacteal feeding
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Table 1 Sociodemographic and healthcare-related characteristics of the study population

Characteristics Total PLF:No PLF:Yes P-value
n (weighted %) (weighted %) (weighted %)
11,964 (100) (66.7) (33.3)

Women'’s age (years)
15-24 309 304 319 0.25
25-39 619 62.6 60.7
40-49 7.2 6.9 7.5

Women'’s education
No formal education 76.0 750 77.8 0.10
Primary 104 11.0 9.3
Secondary/higher 136 14.0 12.9

Household head education
No formal education 62.2 63.1 60.6 0.22
Primary 129 126 134
Secondary/higher 249 242 26.1

Antenatal care (ANC) utilization
No visit 22.1 24.8 17.2 <0.001
1-3 visits 445 433 46.8
>4 visits 334 319 36.0

Type of ANC provider
Midwife/nurse 55.6 544 57.8 <0.001
Doctor 20.8 19.2 238
CHW/TBA 1.7 19 15
No ANC visit 219 246 17.0

Place of delivery
Home 33.6 341 32.7 <0.001
Public health facility 559 573 533
Private health facility 105 8.6 139

Cesarean section
No 944 96.1 91.2 <0.001
Yes 56 39 8.8

Early initiation of breastfeeding
No 503 417 66.3 <0.001
Yes 49.7 583 337

Immediate postnatal care (PNC) for the newborn
No 79.2 794 788 0.64
Yes 209 20.7 212

Sex of child
Male 516 51.7 514 0.78
Female 484 483 486

Birth order
Tst child 16.1 154 174 0.04
2nd or higher child 839 84.6 82.7

Large-sized baby
No 959 96.1 95.5 0.25
Yes 4.1 39 45

Women's access to media
No 79.6 80.8 774 <0.001
Yes 204 19.2 226

Residential area
Urban 231 235 224 0.36
Rural 769 76.5 776

Wealth status
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Table 1 (continued)
Characteristics Total PLF:No PLF:Yes P-value
n (weighted %) (weighted %) (weighted %)
11,964 (100) (66.7) (33.3)
Lowest quintile 208 219 18.7 <0.001
Second 210 223 18.5
Third 204 19.7 21.7
Fourth 19.5 186 212
Highest quintile 184 17.6 19.9

Abbreviations: CHW Community healthcare worker, PLF Prelacteal feeding, TBA Traditional birth attendants

(AOR 1.24; 95%CI 1.04-1.47), fourth quintile (AOR 1.34;
95%CI 1.11-1.61), and fifth quintile (AOR 1.34; 95%CI
1.01-1.76). Additionally, women residing in rural areas
(AOR 1.27; 95%CI 1.06—-1.54), those who delivered in
private health facilities (providers) (AOR 1.38; 95%CI
1.11-1.72), and those who had cesarean deliveries (AOR
1.72; 95%CI 1.31-2.25) were more likely to report PLF
compared to their respective reference groups (urban
residents, home deliveries, and vaginal births).

Variation in PLF by delivery sector within wealth groups
Model 2 assessed whether the association between place
of delivery and PLF varied across household wealth
groups (Table 2). In the model, each health facility and
wealth category was compared directly to the refer-
ence group (poorest mothers delivering at home). PLF
odds were consistently and substantially higher across
all wealth groups in private facilities, with odds ratios
ranging from 1.68 to 2.11, indicating that private-facil-
ity delivery is a strong predictor of PLF irrespective of
household wealth. In contrast, wealth gradients were
minimal among home births and largely absent in gov-
ernment facilities. These results suggest that the elevated
PLF prevalence observed among wealthier women in the
main-effects model reflects their greater likelihood of
delivering in private facilities rather than a direct effect
of wealth itself.

Variation in PLF by delivery mode across facility types

Model 3 assessed whether the association between
place of delivery and PLF differed by mode of deliv-
ery (Table 2). Results are presented as stratum-specific
adjusted odds ratios. Among vaginal deliveries, births
occurring in private facilities had significantly higher
odds of PLF compared with vaginal births in public facili-
ties (AOR 1.69; 95% CI: 1.36—2.11). Among public facil-
ity deliveries, cesarean section was associated with more
than twice the odds of PLF compared with vaginal deliv-
ery (AOR2.06; 95% CI: 1.57-2.70). In private facilities,
cesarean delivery was also associated with higher odds of
PLF relative to public facility vaginal births, although this
difference was not statistically significant (AOR 1.48; 95%
CI: 0.76-2.86). Overall, these findings suggest that higher

PLF prevalence in private facilities is not solely explained
by cesarean section rates.

Discussion

To the best of our knowledge, this study is the first to
investigate the prevalence and associated factors of PLF
practice in Afghanistan. We found the prevalence of PLF
to be 33.3%. Factors significantly associated with PLF
practice were women’s education level, place of resi-
dence, early initiation of breastfeeding, place of delivery,
cesarean section, and household wealth status. Moreover,
interaction analyses revealed that the effects of wealth
and delivery sector, as well as the relationship between
cesarean section and private facility delivery, contrib-
uted important contextual nuances to PLF patterns in the
country.

The prevalence of PLF varies widely, with studies
reporting rates of 20% to 65% in LMICs [1, 7, 10, 30]. The
prevalence in the current study (33.3%) is comparable
to studies conducted in Ethiopia (25.2%) [18], Bangla-
desh (23%) [8], India (40.1%) [9], and Nepal (30.6%) [10].
Although no prior study has quantified PLF nationally
in Afghanistan, existing research indicates that adher-
ence to other optimal breastfeeding indicators, such as
early initiation and exclusivity, has historically been low
[5, 17, 23]. Moreover, cultural and religious practices in
Afghanistan often delay early breastfeeding initiation.
Common traditional PLF practices include butter oil,
sweet water, boiled herbs, Zamzam water, and Karbala
clay (Mohr) [17, 23]. These practices not only deprive
infants of colostrum’s immunological benefits but also
risk exposure to pathogens or inappropriate nutrient sub-
stitutes. Given these challenges, there is a pressing need
to strengthen culturally appropriate health promotion
efforts that respect local beliefs while addressing harmful
traditional practices. Engaging community and religious
leaders in promoting accurate information can improve
breastfeeding behaviors and reduce newborn health risks
in Afghanistan.

Consistent with studies from Ethiopia [1, 31, 32] and
Pakistan [11], Afghan women with primary or higher
education were less likely to practice PLF than women
with no formal education. The education level of mothers
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Table 2 Likelihood of prelacteal feeding practice by ever-married women, aged 15-49 years
Characteristics AOR (95%Cl) AOR (95%(Cl) AOR (95%(Cl)
Model | Model Il Model I #*

Women'’s age (years)

15-24 Reference Reference Reference

25-39 0.93 (0.82-1.06) 0.94 (0.83-1.07) 0.92 (0.78-1.08)

40-49 1.03 (0.85-1.26) 1.05 (0.85-1.28) 1.16 (0.90-1.51)
Women'’s education

No formal education Reference Reference Reference

Primary
Secondary/higher

Household head education
No formal education

Primary
Secondary/higher

Antenatal care (ANC) visits

No visit
1-3 visits
>4 visits

Type of ANC provider

Midwife/nurse

Doctor

CHW/TBA

No ANC visit
Place of delivery

Home

Public health facility
Private health facility

Cesarean section
No
Yes

Interaction: C-section X Private facility
Non-private x C-section
Private X vaginal birth
Private x C-section

Early initiation of breastfeeding

No
Yes

Immediate postnatal care (PNC) for the newborn

No
Yes
Sex of infant
Male
Female
Birth order
Tst child

2nd or higher child

Large-sized baby
No
Yes

Women'’s access to media

No

Yes
Residential area

Urban

0.72(0.58-0.89)*
0.73 (0.58-0.92)*

Reference
1.11(0.92-1.33)
1.06 (0.90-1.23)

Reference
1.29(0.40-4.17)
1.31(0.41-4.18)

Reference

1.12(0.96-1.30)
0.68 (0.45-1.03)
0.83 (0.26-2.69)

Reference
0.89(0.78-1.02)
1.38 (1.11-1.72)*

Reference
1.72(1.31-2.25)*

Reference
0.37 (0.33-0.42)*

Reference
0.96 (0.82-1.12)
Reference
1.01(0.92-1.12)
Reference

0.92 (0.79-1.08)

Reference
1.18 (0.89-1.55)

Reference
1.19(0.92-1.44)

Reference

0.73 (0.59-0.90)*
0.73 (0.58-0.93)*

Reference
1.12(0.93-1.34)
1.07 (0.92-1.25)

Reference
1.22 (0.40-3.79)
1.24(0.41-3.82)

Reference

1.12(0.96-1.31)
0.69 (0.46-1.05)
0.78 (0.25-2.44)

Reference
0.80 (0.62-1.01)
1.98 (1.17-3.38)*

Reference
1.73 (1.33-2.25)*

Reference
0.37 (0.33-0.42)*

Reference
0.96 (0.82-1.13)
Reference
1.02 (0.92-1.13)
Reference

0.91(0.78-1.07)

Reference
1.17 (0.88-1.55)

Reference
1.19(0.91-1.43)

Reference

0.74(0.58-0.94)*
0.75(0.58-0.97)*

Reference
1.05(0.84-1.31)
1.02 (0.85-1.23)

Reference
1.10(0.29-4.20)
1.13(0.30-4.25)

Reference

1.09 (0.91-1.30)
0.61(0.34-1.10)
0.77 (0.20-2.98)

Reference
1.69(1.36-2.11)*

Reference
2.06 (1.57-2.70)*

2.06 (1.57-2.70)*
1.69(1.36-2.11)*
1.48 (0.76-2.86)

Reference
0.37 (0.32-0.43)*

Reference
0.98 (0.82-1.17)
Reference
0.97 (0.85-1.10)
Reference

0.87 (0.72-1.05)

Reference
1.33(0.97-1.83)

Reference
1.11(0.90-1.38)

Reference
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Table 2 (continued)
Characteristics AOR (95%(Cl) AOR (95%(Cl) AOR (95%(Cl)
Model | Model Il Model Il **
Rural 1.27 (1.06-1.54)* 1.25(1.04-1.51)* 1.22 (0.99-1.51)
Wealth status
Lowest quintile Reference Reference Reference
Second 0.93 (0.79-1.09) 0.99(0.79-1.24) 0.88(0.70-1.11)
Third 1.24 (1.04-1.47)* 08 (0.84-1.39) 1.35(1.08-1.68)*
Fourth 1.34(1.11-1.61)* 1.30(0.94-1.78) 1.38(1.10-1.74)*
Highest quintile 1.34(1.01-1.76)* 1.17(0.62-2.22) 1.42(1.04-1.93)*

Interaction: Government HF x Wealth
GovHF x Poorest -
GovHF x 2nd
GovHF x 3rd -
GovHF x 4th -
GovHF x Highest
Interaction: Private HF x Wealth
Private x Poorest -
Private x 2nd -
Private x 3rd -
Private x 4th
Private x Richest -

0.80 (0.62-1.01) -
0.69 (0.54-0.88)* -

1.11(0.88-1.40) -
1.17(0.93-147) -
1.29 (0.95-1.74) -

1.98 (1.17-3.38)* -
1.75(1.12-2.73)* -
2.11(1.39-3.22)* -
1.68 (1.09-2.59)* -
1.28 (0.80-2.03) -

**Model 3 was estimated among facility births only, as cesarean delivery cannot occur among home births. Models Il and Il include interaction terms. Reported
estimates for these models are stratum-specific adjusted odds ratios derived from the corresponding interaction models

Abbreviations: AOR Adjusted odds ratio, CHW Community healthcare worker, C/ Confidence interval, TBA Traditional birth attendants

*p <0.05. Significant values are in bold

has been consistently reported to be a strong predic-
tor of IYCF practices [33, 34]. Maternal education likely
enhances awareness of colostrum’s benefits, correct
breastfeeding techniques, and the risks associated with
prelacteal feeds [5, 11, 18, 34]. In Afghanistan, multiple
studies have demonstrated that maternal schooling cor-
relates with improved maternal, newborn, and child
health outcomes [5, 23, 35]. However, the recent restric-
tions imposed on women’s education may have dire con-
sequences in the years ahead [36]. Therefore, the findings
of this study reinforce the need to continue advocating
for women’s education in Afghanistan. Moreover, tar-
geted awareness and educational programs should be
given a more prominent place in policy efforts and inter-
ventions focused on improving breastfeeding practices in
Afghanistan, especially for less-educated women.

PLF is a significant predictor of delayed initiation of
breastfeeding [37]. We also observed that mothers who
initiated breastfeeding early had lower odds of practic-
ing PLE. This association has been consistently reported
across studies in LMICs [1, 18, 37, 38]. In Afghanistan,
cultural and religious practices often delay early breast-
feeding initiation [23, 39]. Despite the well-established
benefits of early initiation of breastfeeding [40], only
46.9% of Afghan women initiated breastfeeding within
the first hour of birth [5]. Since early suckling promotes
prolactin release, successful latching, and mother—
child bonding, policies should prioritize hospital and

community-level initiatives that enable skin-to-skin con-
tact and immediate breast attachment [5]. For instance,
training health workers in both public and private facili-
ties to encourage uninterrupted mother—infant contact
immediately postpartum can reduce PLF and improve
exclusive breastfeeding rates.

The odds of PLF practice were 1.27 times greater in
women residing in rural areas than those living in urban
areas. Similar rural-urban differentials have been docu-
mented in Nigeria [41], Ethiopia [18], and Bangladesh
[42]. In some rural communities, prelacteal feeds are
considered a family tradition for socialization [11]. Rural-
urban disparities in maternal and child healthcare utili-
zation have been documented in earlier Afghan studies
[39, 43, 44]. Moreover, lower rates of early initiation of
breastfeeding have been reported among Afghan rural
women [5]. Such disparities in the Afghan context may
be a result of several factors, including health literacy,
access to healthcare, and entrenched cultural beliefs,
affecting rural populations [23, 45]. A study identified
insufficient milk supply and small baby size as key drivers
of PLF [46], factors that are highly relevant in the Afghan
context. Further studies, especially qualitative research,
are needed to explore barriers to early breastfeeding ini-
tiation beyond cultural factors and to develop practical,
context-specific strategies that address urban-rural dis-
parities in breastfeeding practices in Afghanistan.
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We observed that women who delivered in a private
health facility were more likely to give prelacteal feeds
to their children compared to those who delivered at
home, a finding that contrasts with several LMIC studies
reporting higher PLF rates among home births [11, 18,
38, 41]. This association warrants careful interpretation.
In the Afghanistan MICS, the category “private health
facility” encompasses all non-government delivery set-
tings but does not distinguish between accredited private
hospitals and smaller or informal private clinics, nor does
it capture facility-level quality indicators such as breast-
feeding support practices, adherence to Baby-Friendly
Hospital Initiative standards, or exposure to breast-milk
substitute promotion. As a result, the observed associa-
tion should not be interpreted as evidence of uniformly
poor quality across the private sector. It is also important
to consider the limited population share of private-facil-
ity births. In this study, approximately 10% of deliveries
occurred in private facilities, suggesting that the pop-
ulation-level contribution of private-sector delivery to
PLF practice may be modest even when relative odds are
elevated. Nonetheless, the consistency of the association
across wealth groups, together with the interaction anal-
ysis, indicates that the higher prevalence of PLF among
wealthier women is largely explained by differential use of
private maternity services rather than household wealth
itself. Once place of delivery was taken into account, the
wealth gradient flattened, indicating that private-sector
practices, rather than socioeconomic status per se, may
be the primary drivers of PLF among wealthier women.
Previous research from Afghanistan suggests hetero-
geneity in maternal and newborn care practices within
the private health sector, with some studies report-
ing challenges related to adherence to national clinical
guidelines, availability of breastfeeding counseling, and
opportunities for continuing professional development
among providers [39, 45, 47—49]. These findings do not
imply that all private facilities provide substandard care
but instead point to variability in service quality across
diverse private settings. In this context, strengthening
supportive regulatory frameworks and professional over-
sight, such as the roles of national bodies including the
Afghanistan Nurses and Midwives Council and the Med-
ical Council, may help promote more consistent stan-
dards of maternity and newborn care [49, 50]. Given the
continued growth of private healthcare in Afghanistan
and existing constraints on health-system oversight, pro-
portionate and targeted approaches are likely to be more
feasible and effective than blanket regulatory measures.
Stratified monitoring, accreditation-linked supervision,
and routine on-site breastfeeding counseling within pri-
vate maternity facilities may help address early feeding
practices without assuming uniform deficiencies across
the sector. Such focused quality-assurance strategies may
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be particularly relevant in the current context of reduced
technical support and constrained health-system
resources, where prioritization of high-impact, facility-
level interventions is essential.

Consistent with earlier studies [18, 38, 40], cesarean
section was positively associated with PLF; infants born
via cesarean delivery were more likely to receive prelac-
teal feeds than those born vaginally. Prior research in
Afghanistan has also documented that cesarean births
are linked to delayed initiation of breastfeeding [5] and
reduced likelihood of immediate skin-to-skin contact
[39]. These patterns are often explained by post-opera-
tive maternal and neonatal instability, delayed mother—
infant contact due to recovery, positioning challenges,
and insufficient breastfeeding support from healthcare
providers, all of which can contribute to early supple-
mentation [51]. Evidence indicates that improving breast-
feeding outcomes following cesarean delivery requires
enhanced post-operative care emphasizing early mother—
infant contact, adequate pain management, and skilled
lactation support [52]. Our interaction analysis further
clarifies this relationship by demonstrating that, although
both cesarean delivery and private facility birth indepen-
dently increased the odds of PLEF, the combined effect
of cesarean section within private facilities was not sig-
nificantly different from what would be expected based
on their separate effects. This finding suggests that the
higher prevalence of PLF observed in private facilities is
not attributable to their elevated cesarean rates. Instead,
private facilities appear to maintain consistently high PLF
levels regardless of mode of delivery, pointing to under-
lying facility-level practices, such as insufficient breast-
feeding counseling, inadequate early lactation support, or
the availability and promotion of breast milk substitutes,
as more likely drivers of early supplementation in these
settings.

Additionally, our findings showed that the relation-
ship between household wealth and PLF was modified
by place of delivery. In the main-effects model, women
from higher wealth quintiles had greater odds of practic-
ing PLF compared with those from the poorest house-
holds. However, the interaction analysis revealed that this
socioeconomic gradient did not operate uniformly across
delivery settings. Wealth differences were modest among
home and public facility births, whereas the strongest
associations between wealth and PLF were observed in
private health facilities, particularly among women in
the middle to fourth wealth quintiles. In Afghanistan,
wealthier women may have greater access to refined
commodities (such as sugar) or to prepared traditional
remedies within wealthier households, rather than a shift
to commercial substitutes. Furthermore, adherence to
specific urban or elite ritual practices, such as the use of
Zamzam water or Karbala clay, may be more financially



Stanikzai et al. BMC Nutrition (2026) 12:38

or socially accessible to wealthier families [17, 23, 44]. At
the same time, private facilities, where wealthier women
disproportionately seek care, may reinforce these percep-
tions through inconsistent breastfeeding counseling or
the inappropriate promotion of breast milk substitutes.
These results underscore the need for tailored commu-
nication strategies that address misconceptions about
the desirability of “high-status” feeds and the perceived
insufficiency of breast milk, particularly among wealthier
urban and peri-urban populations [53, 54].

Finally, although the broader sociopolitical situation
has been noted elsewhere in the manuscript, it is impor-
tant to emphasize that the findings of this study are
closely linked to Afghanistan’s unique context during the
2022-2023 period. Following the 2021 political transi-
tion, substantial reductions in international funding, sus-
pensions of girls’ secondary education, and limitations
imposed on women’s employment may have weakened
the national health system and disrupted service delivery
[55, 56]. These conditions likely shaped maternal health
behaviors, the availability of skilled lactation support, and
even the quality of data collection, as women’s restricted
mobility and limited access to female interviewers may
have influenced reporting patterns. Therefore, the pat-
terns of PLF practice observed in this analysis should be
interpreted as reflecting both individual- and system-
level responses to Afghanistan’s post-2021 health envi-
ronment, rather than as stable national trends.

Limitations

This study has some limitations. First, we acknowledge
that the outcome variable definition in the MICS survey
does not fully align with the WHO’s definition. How-
ever, this is the most pragmatic approach to identifying
PLF practice in large national surveys [25-27]. Second,
the likelihood of information and recall bias cannot be
avoided, as the MICS data were based on self-reports.
Third, some factors, such as breastfeeding intention,
breastfeeding knowledge, maternal beliefs about milk
sufficiency, influence of elders or mothers-in-law, lack
of knowledge of PLF risks, and religious interpretations
of feeding practices, which have reportedly been associ-
ated with PLF practice [1, 7, 10, 30], were not available in
the MICS dataset, which should be considered a limita-
tion of the study. Fourth, the wealth index derived from
household asset ownership has inherent limitations, as it
does not capture income, debt, or consumption and may
be subject to reporting bias, including underreporting in
anticipation of humanitarian assistance or overreport-
ing to convey higher social status. In addition, the cross-
sectional design limits causal inference and precludes
establishing temporal relationships between exposures
and PLF practice. Early initiation of breastfeeding is tem-
porally and biologically proximate to PLF and may lie
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on the causal pathway for delivery-related factors such
as cesarean section and place of delivery; thus, its inclu-
sion in multivariable models may have resulted in some
degree of overadjustment. Nevertheless, sensitivity anal-
yses excluding early initiation of breastfeeding produced
consistent findings (Supplementary Table S2), supporting
the robustness of the main results. Finally, residual con-
founding due to unmeasured factors, such as facility-level
practices or provider counseling, cannot be ruled out.
Despite the limitations noted above, our study is the
first to explore PLF practice in Afghanistan. Moreover,
we used data from a nationally representative sample,
which makes our findings generalizable to the country.

Conclusion

The 33.3% prevalence of PLF practice in Afghanistan
highlights a substantial gap in optimal newborn feed-
ing practices. This study identifies maternal education,
early initiation of breastfeeding, rural residence, cesarean
delivery, and private-facility birth as key determinants
of PLF practice. To reduce PLF practice, interventions
should prioritize integrating breastfeeding education into
women’s literacy and vocational programs, strengthen-
ing post-cesarean care bundles that promote immediate
skin-to-skin contact and timely lactation support, and
enforcing accreditation standards with routine on-site
breastfeeding counseling in private maternity facilities.
In rural areas, deploying community health workers
to address traditional PLF practices and support early
breastfeeding initiation is essential. Broader strategies,
such as community or religious engagement, may be
contextually relevant but should be considered comple-
mentary rather than core policy actions, as they were
not directly assessed in this analysis. Implementation
of these strategies must be considered within Afghani-
stan’s current sociopolitical context, where restrictions
on women’s education and reductions in international
health funding may constrain program reach and sus-
tainability. Strengthening evidence-based, facility- and
community-level breastfeeding support remains critical
to improving early and exclusive breastfeeding practices
in Afghanistan.

Abbreviations

ANC Antenatal care

AOR Adjusted odds ratio

APR Adjusted prevalence ratio

CHW Community healthcare worker

cl Confidence interval

IYCF Infant and young child feeding
LMICs Low and middle-income countries
MICS Multiple Indicator Cluster Survey
MNCH  Maternal, newborn, and child health
PLF Prelacteal feeding

PNC Postnatal care

TBA Traditional birth attendant

WHO World Health Organization



Stanikzai et al. BMC Nutrition (2026) 12:38

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/540795-026-01258-8.

[ Supplementary Material 1. ]

Acknowledgements
We thank the UNICEF for allowing us to access and analyze this data.

Authors’ contributions

Conceptualization and design: MHS and ET. Analysis: ET, MHS, FD, and OD.
Writing- original draft: MHS, ET, MJ, and ZE. Writing- review & editing: MHS,
ET, AWW, FD, NF, ZE, MJ, and OD. All authors have read and approved the final
manuscript.

Funding
None.

Data availability

The MICS 2022-23 dataset is publicly available on UNICEF's official website
through the following link: https://mics.unicef.org/surveys?display=card&4#x00
26;keys=Afghanistan.

Declarations

Ethics approval and consent to participate

Ethical approval for this study was waived by the Research and Ethics
Committee of the Department of Public Health, Faculty of Medicine, Kandahar
University, as the analysis was based on secondary data obtained from the
2022-2023 Multiple Indicator Cluster Survey (MICS). The original MICS survey
received ethical approval from Afghanistan’s Ministry of Public Health and
UNICEF. The MICS survey protocols included obtaining informed consent
from all participants prior to data collection. In the case of children, informed
consent was secured from a parent or legal guardian. Moreover, the study
adheres to the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Department of Public Health, Faculty of Medicine, Kandahar University,
District # 10, Kandahar 3801, Afghanistan

2The Kirby Institute, UNSW Sydney, Sydney, Australia

3Department of Obstetrics and Gynecology, Faculty of Medicine, Alborz
University of Medical Sciences, Karaj, Iran

“Master of Science in Midwifery, Reproductive Health, Kabul, Afghanistan
°Department of Health Profession Education Research, University of
Toronto, Toronto, ON, Canada

Department of Internal Medicine, Faculty of Medicine, Kandahar
University, Kandahar, Afghanistan

’Research Centre for Child Psychiatry, University of Turku, Turku, Finland
8Health Statistics and Informatics, North Territory Department of Health,
Darwin, Australia

Received: 1 June 2025 / Accepted: 16 January 2026
Published online: 22 January 2026

References

1. Gashaw A, Mitku H. Pre-lacteal feeding practice and associated factors
among mothers having children aged less than six months in Dilla town,
Southern Ethiopia. BMC Pediatr. 2024;24(1):208.

2. Oakley L, Benova L, Macleod D, Lynch CA, Campbell OMJM. Nutrition c: early
breastfeeding practices: descriptive analysis of recent demographic and
health surveys. Matern Child Nutr. 2018;14(2):e12535.

20.

21.

22.

23.

24.

25.

26.

Page 11 of 12

Tewabe T. Prelacteal feeding practices among mothers in Motta

Town, Northwest ethiopia: A Cross-sectional study. Ethiop J Health Sci.
2018;28(4):393-402.

UNICEF. Infant and young child feeding. Available from: https://data.unicef.or
g/topic/nutrition/infant-and-young-child-feeding/. Accessed May 2025.
Tawfiq E, Stanikzai MH, Tareen Z, Alawi SAS, Wasig AW, Dadras O. Factors
influencing early initiation of breastfeeding in afghanistan: secondary analysis
of the Afghanistan MICS 2022-23. Int Breastfeed J. 2025;20(1):30.

Tekaly G, Kassa M, Belete T, Tasew H, Mariye T, Teshale, TJBp. Pre-lacteal feed-
ing practice and associated factors among mothers having children less
than two years of age in Aksum town, Tigray, Ethiopia, 2017: a cross-sectional
study. BMC Pediatr. 2018;18:1-10.

Nguyen PH, Keithly SC, Nguyen NT, Nguyen TT, Tran LM. Hajeebhoy njbph:
prelacteal feeding practices in vietnam: challenges and associated factors.
BMC Public Health. 2013;13:1-11.

Tong H, Thorne-Lyman A, Palmer AC, Shaikh S, Ali H, Gao Y, Pasqualino MM,
Wu L, Alland K, Schulze K; et al. Prelacteal feeding is not associated with
infant size at 3 months in rural bangladesh: a prospective cohort study. Int
Breastfeed J. 2024;19(1):15.

Roy MP, Mohan U, Singh SK, Singh VK, Srivastava AK. Determinants of prelac-
teal feeding in rural Northern India. Int J Prev Med. 2014;5(5):658-63.

Khanal V, Lee AH, Karkee R, Binns CW. Prevalence and factors associated with
prelacteal feeding in Western Nepal. Women Birth. 2016;29(1):12-7.

Asim M, Ahmed ZH, Hayward MD, Widen EM. Prelacteal feeding practices in
pakistan: a mixed-methods study. Int Breastfeed J. 2020;15(1):53.

Edmond K, Kirkwood B, Tawiah C, Agyei SOJJ. Impact of early infant feeding
practices on mortality in low birth weight infants from rural Ghana. J Perina-
tol. 2008;28(6):438-44.

Siddalingappa H, MR NM, Kulkarni P, AJJoc NC. JCDR dr: prevalence and
factors influencing perinatal mortality in rural Mysore, India. J Clin Diagn Res.
2013;7(12):2796.

Lauer JA, Betran AP, Barros AJ. De Onis mjphn: deaths and years of life lost
due to suboptimal breast-feeding among children in the developing world: a
global ecological risk assessment. Public Health Nutr. 2006,9(6):673-85.
World Bank. World Bank Open Data. Available from: https://data.worldbank.or
g. Accessed May 2025.

Qamar K, Essar MY, Siddiqui JA, Salman A, Salman Y, Head MG. Infant

and child mortality in afghanistan: A scoping review. Health Sci Rep.
2024;7(7).e2224.

Stanikzai MH, Tawfiq E, Jafari M, Ezadi Z, Tareen Z, Alawi SAS, Sayam H, Wasiq
AW, Dadras O. Exclusive breastfeeding practices in afghanistan: evidence
from the 2022-2023 multiple indicator cluster survey. J Health Popul Nutr.
2025;44(1):220.

Temesgen H, Negesse A, Woyraw W, Getaneh T, Yigizaw M. Prelacteal feeding
and associated factors in ethiopia: systematic review and meta-analysis. Int
Breastfeed J. 2018;13(1):49.

Sako S. Prelacteal feeding practice and associated factors among mothers of
children less than two years of age in ethiopia: A multilevel analysis. Heliyon.
2022;8(4):209339.

Tariku A, Biks GA, Wassie MM, Gebeyehu A, Getie AAJI. Factors associated
with prelacteal feeding in the rural population of Northwest ethiopia: a com-
munity cross-sectional study. Int Breastfeed J. 2016;11:1-7.

Berde AS, Ozcebe HJPHN. Risk factors for prelacteal feeding in sub-Saharan
africa: a multilevel analysis of population data from twenty-two countries.
Public Health Nutr. 2017;20(11):1953-62.

Belachew AB, Kahsay AB, Abebe YGJAPH. Individual and community-level
factors associated with introduction of prelacteal feeding in Ethiopia. Arch
Public Health. 2016;74:1-11.

Rahmani FA, Hamdam P, Sadaat |, Mirzazadeh A, Oliolo J, Nagvi N. A major
gap between the knowledge and practice of mothers towards early initiation
and exclusive breastfeeding in Afghanistan in 2021. Matern Child Health J.
2024;28(9):1641-50.

Afghanistan Multiple Indicator Cluster Survey (MICS). 2022-2023. Available at
https://www.unicef.org/afghanistan/reports/afghanistan-multiple-indicator-c
luster-survey-mics-2022-2023. Accessed May 2025.

Neves PA, Armenta-Paulino N, Arroyave L, Ricardo LI, Vaz JS, Boccolini CS,
Richter L, Peréz-Escamilla R, Barros AJ. Prelacteal feeding and its relationship
with exclusive breastfeeding and formula consumption among infants in
low- and middle-income countries. J Glob Health. 2022;12:04104.

Neves PAR, Vaz JS, Ricardo LIC, Armenta-Paulino NN, Barros AJD, Richter L,
Rollins N, Peréz-Escamilla R. Disparities in early initiation of breast feeding and


https://doi.org/10.1186/s40795-026-01258-8
https://doi.org/10.1186/s40795-026-01258-8
https://mics.unicef.org/surveys?display=card&keys=Afghanistan
https://mics.unicef.org/surveys?display=card&keys=Afghanistan
https://data.unicef.org/topic/nutrition/infant-and-young-child-feeding/
https://data.unicef.org/topic/nutrition/infant-and-young-child-feeding/
https://data.worldbank.org
https://data.worldbank.org
https://www.unicef.org/afghanistan/reports/afghanistan-multiple-indicator-cluster-survey-mics-2022-2023
https://www.unicef.org/afghanistan/reports/afghanistan-multiple-indicator-cluster-survey-mics-2022-2023
https://www.unicef.org/afghanistan/reports/afghanistan-multiple-indicator-cluster-survey-mics-2022-2023

Stanikzai et al. BMC Nutrition

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

39.

40.

42.

(2026) 12:38

prelacteal feeding: A study of low- and middle-income countries. Paediatr
Perinat Epidemiol. 2022;36(5):741-9.

UNICEF. MICS 7 Tools. Availble from: https://mics.unicef.org/tools. Accessed
November 2025.

Textor J,Van der Zander B, Gilthorpe MS, Liskiewicz M, Ellison GT. Robust
causal inference using directed acyclic graphs: the R package ‘dagitty’ Int J
Epidemiol. 2016;45(6):1887-94.

StataCorp. Stata statistical software: release 18. College station. TX: StataCorp
LLG; 2023.

Odeniyi AO, Embleton N, Ngongalah L, Akor W, Rankin JJM, Nutrition C.
Breastfeeding beliefs and experiences of African immigrant mothers in high-
income countries: A systematic review. Matern Child Nutr. 2020;16(3):e12970.
Sorrie MB, Amaje E, Gebremeskel F. Pre-lacteal feeding practices and associ-
ated factors among mothers of children aged less than 12 months in Jinka
Town, South Ethiopia, 2018/19. PLoS ONE. 2020;15(10):e0240583.

Argaw MD, Asfaw MM, Ayalew MB, Desta BF, Mavundla TR, Gidebo KD, Frew
AH, Mitiku AD, Desale AY. Factors associated with prelacteal feeding practices
in Debre Berhan district, North Shoa, central ethiopia: a cross-sectional,
community-based study. BMC Nutr. 2019;5(1):14.

Sarkar P, Rifat MA, Bakshi P, Talukdar IH, Pechtl SML, Lindstrom Battle T,

Saha S. How is parental education associated with infant and young child
feeding in bangladesh? A systematic literature review. BMC Public Health.
2023;23(1):510.

Tariqujjaman M, Hasan MM, Mahfuz M, Hossain M, Ahmed T. Association
between mother’s education and infant and young child feeding practices in
South Asia. Nutrients. 2022;14(7):1514.

Dadras O, Stanikzai MH, Jafari M, Tawfiq E. Early childhood development and
its associated factors among children aged 36-59 months in afghanistan:
evidence from the National survey 2022-2023. BMC Pediatr. 2024;24(1):734.
Hasin BA, Ayoubi MM, Ahmad Shayan N. Challenges and prospects: women's
education in contemporary Afghanistan. Front Glob Womens Health.
2025,6:1477145.

Kumar R, Amir-ud-Din R, Ahmed J, Asim M, Rashid F, Khan SA, Ali S,
Pongpanich S. Correlates of early initiation of breast feeding and prelacteal
feeding: a cross-sectional study in Sindh Province of Pakistan. BMJ Open.
2023;13(2):069902.

Gilano G, Hailegebreal S, Kashala K, Gilano K. Individual and community-level
factors associated with introducing prelacteal feeding in Ethiopia. Clin Nutr
Open Sci. 2023;52:14-24.

Tawfig E, Stanikzai MH, Jafari M, Tareen Z, Alawi SAS, Ezadi Z, Wasig AW,
Dadras O. Prevalence and factors associated with mother and newborn skin-
to-skin contact in Afghanistan. PLoS ONE. 2025;20(5):e0324758.

Sharma IK, Byrne A. Early initiation of breastfeeding: a systematic literature
review of factors and barriers in South Asia. Int Breastfeed J. 2016;11(1):17.
Berde AS, Yalcin SS, Ozcebe H, Uner S, Caman OK. Determinants of pre-lacteal
feeding practices in urban and rural Nigeria; a population-based cross-
sectional study using the 2013 Nigeria demographic and health survey data.
Afr Health Sci. 2017;17(3):690-9.

Sultana F, Sheba IT. Factors associated with Pre-Lacteal feeding practices
among mothers having children aged 0-36 months in bangladesh: evidence

43.

45.

46.

47.

48.

49.

50.

5T

52.

53.

54.

55.

56.

Page 12 of 12

from Bangladesh demographic and health survey 2017-18. Glob Pediatr
Health. 2022;9:2333794x221079550.

Dadras O, Suwanbamrung C, Jafari M, Stanikzai MH. Prevalence of stunting
and its correlates among children under 5 in afghanistan: the potential
impact of basic and full vaccination. BMC Pediatr. 2024;24(1):436.

Stanikzai MH, Dadras O. Advancing breastfeeding research in afghanistan:
opportunities for policy and practice. Int Breastfeed J. 2025;20(1):68.

Glass N, Jalalzai R, Spiegel P, Rubenstein L. The crisis of maternal and child
health in Afghanistan. Confl Health. 2023;17(1):28.

Teshale AB, Worku MG, Tessema ZT, Tesema GA. Prelacteal feeding practice
and its associated factors among mothers having children less than 2 years of
age in East africa: a multilevel analysis of the recent demographic and health
surveys. Int Breastfeed J. 2021;16(1):68.

Tawfiq E, Stanikzai MH, Wasig AW, Dadras O. Factors influencing early
postnatal care use among postpartum women in Afghanistan. Sci Rep.
2024;14(1):31300.

Rubenstein L, Jalazai R, Spiegel P, Glass N. The crisis of maternal and child
health in Afghanistan. Lancet. 2023;401(10371):87-90.

Stanikzai MH, Shanawa S, Karimkhil AT, Dadras O. Medical education in
afghanistan: challenges and policy implications. Adv Med Educ Pract.
2025;16:477-82.

Neyazi N, Yaghmaei N, Ahmadzai M, Kleipool E, Naumann N, Wassenaar M,
Omar MH, Gedik FG, Alba S, Dieleman M, et al. Assessing the health workforce
in afghanistan: a situational analysis into the country’s capacity for universal
health coverage. Confl Health. 2025;19(1):25.

Li L, Wan W, Zhu C. Breastfeeding after a Cesarean section: A literature review.
Midwifery. 2021;103:103117.

Beake S, Bick D, Narracott C, Chang YS. Interventions for women who have

a caesarean birth to increase uptake and duration of breastfeeding: A system-
atic review. Matern Child Nutr. 2017;13(4):12390.

Tawfig E, Stanikzai MH, Jafari M, Mudaser GM, Ezadi Z, Alawi SAS, Wasiq

AW, Dadras O. Minimum acceptable diet and contributing factors among
children aged 6-23 months in afghanistan: insights from the 2022-2023
multiple indicator cluster survey. BMC Nutr. 2025;11(1):10.

Romo-Palafox MJ, Pomeranz JL, Harris JL. Infant formula and toddler milk
marketing and caregiver’s provision to young children. Matern Child Nutr.
2020;16(3):212962.

Majrooh W. The devastating impact of the taliban’s ban on midwifery and
nursing schools. Lancet Glob Health. 2025;13(4):622-3.

Valente M, Lamberti-Castronuovo A, Bocchini F, Shafig Y, Trentin M, Paschetto
M, Bahdori GA, Khadem JA, Nadeem MS, Patmal MH, et al. Access to care in
Afghanistan after August 2021: a cross-sectional study exploring afghans'
perspectives in 10 provinces. Confl Health. 2024;18(1):34.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://mics.unicef.org/tools

	﻿Prelacteal feeding practice and its associated factors in Afghanistan: insights from the 2022–2023 multiple indicator cluster survey
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design and data source
	﻿Study variables
	﻿Statistical analysis

	﻿Results
	﻿Main-effects model: sociodemographic and clinical determinants of PLF
	﻿Variation in PLF by delivery sector within wealth groups
	﻿Variation in PLF by delivery mode across facility types

	﻿Discussion
	﻿Limitations
	﻿Conclusion
	﻿References


