
UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)

UvA-DARE (Digital Academic Repository)

Feeding practices in the Netherlands during the first four months of life. A study
of the motives for discontinuing breastfeeding and for the subsequent feeding
method selected

Bulk-Bunschoten, A.M.W.

Publication date
2002

Link to publication

Citation for published version (APA):
Bulk-Bunschoten, A. M. W. (2002). Feeding practices in the Netherlands during the first four
months of life. A study of the motives for discontinuing breastfeeding and for the subsequent
feeding method selected. [Thesis, externally prepared, Universiteit van Amsterdam].

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).

Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

Download date:24 May 2023

https://dare.uva.nl/personal/pure/en/publications/feeding-practices-in-the-netherlands-during-the-first-four-months-of-life-a-study-of-the-motives-for-discontinuing-breastfeeding-and-for-the-subsequent-feeding-method-selected(0800f769-f1f6-4c96-aa64-edd90fa1d425).html


THEE INFLUENCE OF ETNIC ORIGIN 7 7 

CHAPTERR 6 

Thee influence of ethnic origin on the method of 

feedingg for infants (0-4 months) in The 

Netherlands. . 

Annekee M.W. Bulk-Bunschoten MD, Sylvia van Bodegom MD, J.Dorothea 
Reerinkk MD PhD, Federation of Well-Baby-Clinic Doctors (LFC), Pieternel CM. 
Pasker-dee Jong PhD, Department of Epidemiology and Biostatistics, University 
Medicall Centre Nijmegen (UMC Nijmegen), Cornells J. de Groot MD PhD, 
Emmaa Kinderziekenhuis/Academic Medical Centre, University of Amsterdam 

submitted d 



7 88 CHAPTER 6 

Abstract t 
Thee influence of ethnic origin on the method of feeding for infants (0-4 

months)) in The Netherlands 
Aim:: to study the differences in the method of feeding (0-4 months) in relation 

too the ethnic origin of the mother. 
Methods:: a prospective cohort study of 4438 infants brought to well-baby 

clinics.. Ethnicity was classified on the basis of native language of the mother. For 
87%% of the mothers Dutch was the native language. The main other languages were 
Turkishh (4%), Moroccan (3%) and other European languages (3%). 

Results:: exclusive breast-feeding (EBF) was started in 70-80%. Only 21% 
continuedd with EBF more than 4 months. It appeared that particularly Dutch and 
Moroccann mothers breastfed for a shorter period. Mothers with a native European 
languagee other than Dutch breastfed (BF) more often and for a longer period (51 % 
att 4 months). 

Hypoallergenicc formulae and formulae claiming to prevent vomiting and 'the 
feelingg of hunger' were used significantly more by native Dutch speaking mothers. 
Changess in the type of formula were more frequent of Dutch mothers. Reasons to 
discontinuee breast-feeding were more 'infant-related' than 'mother-related'. 'Mother-
related'' reasons to discontinue breast-feeding were more frequently observed in 
Dutchh mothers. 

Thee weight gain of infants of Turkish mothers was highest over the observed 
period,, due to the frequent use of breast-feeding topped up with formula. 

Conclusions:: Breast-feeding is started and continued more by other than 
Dutchh mothers. Mothers with a native European language other than Dutch 
breastfedd the most. 'Moroccan' mothers discontinued most. 'Turkish' mothers 
combinedd breast milk and formula most. These differences make that breast-feeding 
promotionn must be done bearing the ethnic origin of the mother in mind. 
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Introduction n 
Overr the last few decades the number of infants with parents of non-Dutch 

originn has increased rapidly in The Netherlands. This is due to the increasing number 
off women aged 20-40 years of non-Dutch origin. This group also often has more 
children.. In 1988 91% of the mothers visiting well-baby clinics had Dutch as their 
nativee language (1). This reduced to 83% in 2000. In the four big cities more than 
halff of the infants nowadays have parents of non-Dutch origin (2). 

Womenn of non-Dutch origin normally use the language of their native country. 
Theyy also remain attached to the customs of their country, including the feeding 
methodss (3). 

Inn 1998 the Dutch Federation of Doctors of Well-Baby Clinics initiated a 
nation-widee longitudinal study of changes in nutritional practices of infants from birth 
too 4 months: the LOVZ-study (Landelijk Onderzoek Voeding Zuigelingen). The study 
wass instigated in order to find the reasons why exclusive breast-feeding was 
discontinuedd so early in The Netherlands and if there were differences in breast-
feedingg practices between mothers of different ethnic origin. 

Methods s 
Thee study consisted of a survey with follow-up of a cohort of infants, aged 

zeroo to four months. 
Inn response to an appeal in relevant national professional journals to 

participatee in the study, 11 % of all doctors working in well-baby clinics volunteered 
too take part. The study included all infants younger than four months who visited 
thesee well-baby clinic doctors for the first time in the period between April 1 and 
Julyy 1,1998. 

Ass the participating doctors worked in well-baby clinics, which were well 
spreadd over the provinces, cities and rural areas, the study can be considered as 
beingg reasonably representative for The Netherlands (4). 

Off all infants born in The Netherlands, 98% come to a well-baby clinic, at 
leastt once a month during the first six months of life. Usually the first visit to a clinic 
iss when the infant is four weeks old. During this visit the demographic characteristics 
off mother and child are routinely recorded. For this study all data routinely taken 
weree rechecked. In addition data were collected about highest completed level of 
education,, marital status and native language. With regard to the infants a routine 
recordd was kept of the date of birth, gender, gestational age, birth weight and 
additionallyy the type of feeding the infants received at the day of birth and at the 
agee of two weeks. At each visit to the well-baby clinic, until the infant was aged 
fourr months, a record was kept of any changes in feeding practice, of the infant's 
agee and of the reasons why a change had taken place. The reasons were 
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categorisedd into 'mother-related' and 'infant-related' reasons and 'other' reasons 
suchh as the cost or availability of a certain formula. Mother-related reasons consisted 
off physical problems, such as nipple problems, mastitis or physical exhaustion as 
aa result of breast-feeding, return to work and the feeling of social restriction due to 
thee fact that daily life must be organised around the breastfeeding. 

Infant-relatedd reasons were subdivided in crying, colic, vomiting, constipation, 
eczema,, insufficient weight gain or the mothers' impression of her infant being 
hungry.. A combination of reasons was also possible (4). 

Thee age-limit of four months was deliberately chosen because during that 
periodd no solid foods are introduced. A directive onn infant feeding introduced by the 
Inspectorr General of the Ministry of Health states that solid foods should be started 
att six months, but may start as early as four months, if there are no signs of food 
allergyy in the infant or in the family. This directive is strictly followed in well-baby 
clinicss and generally well accepted by the mothers. 

Att the end of the study the weight of the infants was recorded at the first visit 
afterr the age of 4 months, so that the effect of the feeding practice on weight gain 
couldd be analysed. Weight gain was calculated in grams per day. (5) Measurement 
off weight is standardised in well-baby clinics and scales are professionally calibrated 
andd checked. 

Nativee language 
Ethnicc origin was studied by asking the native language of the mother. For 

thee sake of the analysis, the mother languages were categorised into the groups: 
Dutch,, Turkish, Moroccan (Berber and Arabic), European languages other than 
Dutchh and 'other languages'. Mothers from Surinam, a former Dutch colony and 
thee Dutch Antilles were categorised as Dutch as for most of them the native 
languagee is Dutch. In addition some of these mothers had an indigenous native 
language.. 'Other languages' were a miscellaneous group of languages from Asia 
andd Africa. 

Definitionss of feedings based on WHO definitions 
Exclusivee breast-feeding (EBF) means feeding exclusively with breast milk, 

whetherr expressed or not. 
Artificiall feeding was subdivided in types of formula milk: 'normal' formulae, 

formulaee claiming to prevent vomiting or the feeling of hunger, hypoallergenic 
formulae,, soy-based formulae and formulae for premature infants. Furthermore a 
smalll group of homemade mixtures based on cow's or goat's milk, and one 'other' 
groupp with brands unknown in The Netherlands or solid food. 

Breast-feedingg (BF) means all feeding practices that include breast milk 
(EBFF + the combination of breast milk and formula). 'Mixed' formulae means that 
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Demographicc characteristics of mothers and infants in the LOVZ study 
differentiatedd on the basis of the mothers' native language (Dutch, 
Turkish,, Moroccan, other European, and other). 

Mothers/Infantss (N) 

Agee (4348) 

<< 20 year 
20-24 4 
25-29 9 
30-34 4 
35-39 9 
>40 0 

Parityy (4426) 
1 1 
2 2 
3 3 
44 and more 

Completedd education (4290) 
Primaryy or less 
Primaryy + 4 yrs 
Primaryy + 5 yrs 

University y 

Regionn (4433) 
West t 
North h 
Middle/East t 

South h 

Urbanisationn grade (4433) 
Highest t 
High h 
Medium m 

Low w 
Lowest t 

Birthh weight (4410) 

Feedingg method (4120) 
BFF duration 

EBFF duration 

Dutch1 1 

N3861 1 
(87.0%)2 2 

30.77 yrs 
(SD4.2) ) 

24 4 
237 7 

1191 1 
1647 7 
634 4 

61 1 

1699 9 
1489 9 
473 3 
173 3 

69 9 
1148 8 
1561 1 
1027 7 

1650 0 
120 0 

1140 0 
951 1 

1108 8 
765 5 
711 1 
867 7 
410 0 

(0,5) ) 
(6.3) ) 

(314) ) 
(43.4) ) 
(16.7) ) 

(1.6) ) 

(44.2) ) 
(38.9) ) 
(12.4) ) 
(4.5) ) 

(1,8) ) 
(30.2) ) 
(41,0) ) 
(27.0) ) 

(42.7) ) 
(3.1) ) 

(29.5) ) 
(24.5) ) 

(28.7) ) 
(19.8) ) 
(18.4) ) 

(22.5) ) 
(10.6) ) 

3.422 kg 
(SDO.55) ) 

8.22 weeks 
(SEE 7.2) 

6.44 weeks 

Turkish h 
NN 159 
(3.6%) ) 

27.11 yrs 
(SD5.2) ) 

11 1 
36 6 
68 8 
28 8 
11 1 

3 3 

44 4 
58 8 
37 7 
20 0 

77 7 
41 1 
26 6 
9 9 

110 0 
0 0 

22 2 
27 7 

109 9 
24 4 
16 6 
10 0 
0 0 

(7.0) ) 
(22.9) ) 
(43.3) ) 
(17.8) ) 
(7.0) ) 
(1.9) ) 

(27.7) ) 
(36.5) ) 
(23.3) ) 
(12.6) ) 

(50.3) ) 
(26.8) ) 
(17.0) ) 

(5.9) ) 

(69.2) ) 

(0) ) 
(13,8) ) 
(17.0) ) 

(68.6) ) 
(15.1) ) 
(10.1) ) 

(6.3) ) 

(0) ) 

3.311 kg 
(SD0.52) ) 

10.99 weeks 
(SE6.6) ) 

6.66 weeks 

Moroccan n 
NN 135 
(3.0%) ) 

27.99 yrs 
(SD5.4) ) 
8 8 

32 2 

46 6 
36 6 
5 5 
5 5 

45 5 
37 7 
23 3 
30 0 

61 1 
32 2 
28 8 
6 6 

83 3 
0 0 

32 2 
20 0 

68 8 
28 8 
27 7 
12 2 
0 0 

(6.1) ) 
(24.2) ) 
(34.9) ) 
(27.3) ) 
(3.8) ) 
(3.8) ) 

(33.3) ) 
(27.4) ) 
(17.0) ) 
(22.2) ) 

(48.0) ) 
(25.2) ) 
(22.1) ) 

(4.7) ) 

(61.5) ) 

(0) ) 
(23.7) ) 
(14.8) ) 

(50.4) ) 
(20.7) ) 
(20.0) ) 

(8.9) ) 

(0) ) 

3.433 kg 
(SDO.54) ) 

10.4 4 weeks s 
(SE6.3) ) 

5.99 weeks 

Otherr European 
N127 7 
(2.9%) ) 

30.33 yrs 

(SD5.3) ) 
3 3 

16 6 
38 8 
42 2 
18 8 
7 7 

60 0 
46 6 
14 4 
7 7 

17 7 
26 6 
35 5 
43 3 

79 9 
2 2 

25 5 
21 1 

60 0 
31 1 
14 4 
17 7 
5 5 

(2.4) ) 
(12.9) ) 
(30.7) ) 
(33.9) ) 
(14.5) ) 

(5.7) ) 

(47.2) ) 
(36.2) ) 
(11.0) ) 

(5,5) ) 

(14.1) ) 
(21.5) ) 
(28.9) ) 
(35.5) ) 

(62.2) ) 
(1.8) ) 

(19.7) ) 

(16.5) ) 

(47.2) ) 
(24.4) ) 
(11.0) ) 
(13.4) ) 
(3.9) ) 

3.444 kg 
(SDO.53) ) 

11.33 weeks 
(SE6.9) ) 

8.33 weeks 

Other3 3 

N156 6 
(3.5%) ) 

28.55 yrs 
(SD5.4) ) 
7 7 

25 5 
53 3 
40 0 
16 6 
3 3 

57 7 
60 0 
14 4 
21 1 

36 6 
40 0 
37 7 
23 3 

99 9 
2 2 

33 3 
22 2 

88 8 
27 7 
24 4 

13 3 
4 4 

(4.9) ) 
(17.4) ) 
(36.8) ) 

(27.8) ) 
(11.1) ) 

(2.1) ) 

(37.5) ) 
(39.5) ) 
(92) ) 

(13.8) ) 

(26.5) ) 
(29.5) ) 
(27,2) ) 
(16,9) ) 

(63.5) ) 
(1.3) ) 

(21.1) ) 
(14.1) ) 

(56.4) ) 
(17.3) ) 
(15.4) ) 

(8-3) ) 
(2.6) ) 

3.333 kg 

(SD0.48) ) 

9,88 weeks 
(SE7.3) ) 

5.11 weeks 

11 Dutch includes languages of Surinam and the Dutch Antilles (n=33) 
22 figures are numbers (percentages) if not indicated otherwise 
33 other: mostly East Asian languages (1%) and languages of asylum seekers (Entrean/ Somalian 1%). 
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thee infant is given a mixture of different types of formulae per bottle or is given two 
orr more types of formulae within 24 hours. 

Statisticall methods 
Thee study was descriptive in character; no hypotheses were tested. All 

continuouslyy recorded variables such as gestational age were categorised into 
biologicallyy relevant groups (Table 6.1). 

First,, univariate analyses of feeding practices were performed, then 
multivariate,, logistic models were built to correct for mutual confounding. The 
initiationn and the continuation at 4 months (week 16) of BF were evaluated for 
potentiall determinants using odds ratios (OR) with 95% confidence interval (CI). 

Second,, the effects of all measured demographic and nutritional variables 
onn weight gain were studied using univariate and multivariate models. Because 
infantss did not visit a well-baby clinic on the same age in days, only infants with a 
secondd weight measured between day 118 and 147 were taken into account. (5) 

Thee mean weight in kg of the infants on day 133 (4 months) was calculated 
onn the basis of the mean birth weight and the weight gain per day, adjusted for the 
agee of the second weight measurement, by means of the following formula: weight 
att day 133 = 2nd weight-0.065x (day of 2nd measurement-133). This formula did 
supposee linear weight gain between day 118 and 147. Although weight gain is not 
aa linear phenomenon, the error will be minimal within this short period. 

Parentss were asked personally for their consent. A separate pilot study 
conductedd amongst 11 physicians with regard to parental refusal revealed two 
refusalss in 500 infants asked for inclusion (0.4%). 

Results s 
Dataa were collected from 4438 infants. During follow-up 53 (1.2%) infants 

weree lost from this study. The parents moving house to another region was the most 
frequentt reason (43%). 

87%% of the mothers had Dutch as native language; Turkish 4%, Moroccan 
3%,, European languages other than Dutch 3%, and others 3%. In total there were 
255 different languages. 

32%% of the infants lived in the most strongly urbanised areas of The 
Netherlands.. In these areas 77% of the mothers had Dutch as mother tongue, 8% 
hadd Turkish, 4% had Moroccan, 4% had European languages other than Dutch and 
otherss (7%). 

Tablee 6.1 shows the demographic differences in the study-population divided 
intoo the main groups. The most striking findings were: low educational level of 
motherss with Turkish or Moroccan as native language; rareness of teenage 
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Figuree 6.1 The percentage of breastfed infants of mothers with Dutch as native 
languagee compared with the percentage of breastfed infants of 
motherss with another native language during the first 4 months of life. 

300 -

—— breastfeeding (Dutch) 

—— breastfeeding (non Dutch) 

77 8 9 10 11 

agee of infants in weeks 

pregnanciess (<20 years) in women with Dutch as native language. Teenage 
pregnanciess were present in 5% of the women with another native language. The 
percentagee of mothers giving birth at age over 40 was lowest in Dutch speaking 
group.. Parity of four or more in Dutch speaking mothers was 5% and especially 
frequentt in Moroccan mothers (22%). 

Feedingg practices in the first four months 
Figuree 6.1 and figure 6.2 show, in percentages, the course of BF during the 

firstt 4 months of infants of mothers with Dutch as native language and of the mothers 
withh other native languages. Mothers of Dutch origin had the lowest percentage of 
breast-feeding.. The percentage of mothers starting EBF was equal in the native 
Dutchh speaking group to the other groups. Dutch mothers continued EBF nearly 
ass frequently as Turkish and Moroccan mothers, but mothers with a European 
motherr language continued significantly longer. There was no difference in feeding 
practicee according to the gender of the infant. For each language group we 
determined,, what percentage of mothers practiced EBF or BF on the day of birth 
andd in week 16 (Table 6.2). The formulae used in combination with breast milk were 
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Figuree 6.2 The course of BF in infants of mothers with Dutch, Turkish, Moroccan, 
otherr European languages as native language during the first 4 months 
off life. Breast-feeding of infants of mothers belonging to 'other 
languages'' are not shown because of the miscellaneous character of 
thee group. 

100 0 

66 7 8 9 10 11 12 

agee of infants in weeks 

almostt all 'normal' formulae. 
Formulaee for premature infants, soy-based formulae and homemade infant 

milkss were used by less than 3% of all infants. The use of the 'other' group of 
feedingss and /or solid food was rare: at week 12,1.2% and at week 16 1.9% of all 
infants. . 

Formulaee with special adaptations, claiming to prevent vomiting or to prevent 
thee infant from feeling hungry, were given by 28% of mothers with Dutch as native 
language.. Only 17% of the infants of mothers with a different mother language used 
thesee formulae (95% confidence interval of the difference 5-17%). Hypoallergenic 
formulaee were given by 6% of Dutch mothers and by 2% of all other mothers (95% 
confidencee interval of the difference 1.3-6.7%). 

Frequencyy of changes 
Aboutt 70% of the mothers changed the feeding method of their infant in the 

firstt 4 months. Moroccan mothers changed most (77%) and mothers with a 
Europeann mother language the least (63%). The maximum number of changes in 
feedingg made by mothers of Dutch origin was 8, of Turkish origin was 6, of Moroccan 
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Tablee 6.2 Odds ratios with 95% confidence intervals (CI) for infants to be 
breastfedd (BF) on day 0 and in week 16, dependent on mother 
languagee (Dutch, Turkish, Moroccan, other European and other 
languages). . 

Mothers s 

Age e 

Parity y 

Completedd education 

Region n 

Urbanisationn grade 

Motherr tongue 

<200 yrs 
20-24 4 
25-29 9 
30-34 4 
35-39 9 
>40 0 

1 1 
2 2 
3 3 
44 and more 

Primaryy or less 
Primaryy plus 4 yrs 
Primaryy plus 5 yrs 
University y 

West t 
North h 
East,, middle 
South h 

Highest t 
High h 
Medium m 
Low w 
Lowest t 

Dutch h 
Turkish h 
Moroccan n 
Otherr European 
Other r 

Studyy population 

% % 
1.3 3 
7.9 9 

31.8 8 
41.6 6 
15.7 7 
1.8 8 

43.0 0 
38.7 7 
12.7 7 

5.6 6 

5.8 8 
29.9 9 
39.0 0 
25.3 3 

45.5 5 
2.9 9 

28.2 2 
23.4 4 

31.9 9 
19.7 7 
18.1 1 
20.7 7 

9.6 6 

87.0 0 
3.6 6 
3.0 0 
2.9 9 
3.5 5 

Breastt milk day 0 
ORR {95% C!) 

11 30(0,60, 2.83) 
1.13(0.83,, 1.54) 
0.77(0.64,0.92) ) 

r r 
1.13(0.89,, 1,44) 
0.74(0.42,, 1.31) 

1* * 
0.65(0,55,0.77) ) 
0.711 (0.39, 1.65) 
0.85(0.61,2.21) ) 

0.16(0.10,0.24) ) 
0.19(0,15,0.24) ) 
0.35(0.28,0.45) ) 

1* * 

r r 
0.53(0.34,0.84) ) 
0.93(0.76,, 1.13) 
0.46(0.37,0.57) ) 

1* * 
1.16(0.92,, 1.46) 
1.23(0.97.. 1.55) 
1.39(1.11,, 1.75) 
1,38(1.02,, 1.87) 

r r 
6.811 (3.62, 12.80) 
5.94(3.04,, 11.63) 

2.40(1.35,, 4.25) 
1.49(0.95,, 2.33) 

Breastt milk in week 16 
ORR (95% CI) 

1.39(0.72,2.65) ) 
0.75(0.55,, 1.02) 
0.90(0.75,, 1.07) 

r r 
1.411 (1.15, 1.74) 

1.60(0.91,2.81) ) 

1* * 
1.35(1.14,, 1.59) 
1.88(1.48,2.38) ) 
3.65(2.55,5.23) ) 

0.46(0.31,0.68) ) 
0.50(0.41,0.62) ) 
0.611 (0.51,0.73) 

1* * 

r r 
0.94(0.57,, 1.53) 

1.35(1,13,, 1.61) 
1.09(0,88,, 1.35) 

1* * 
0.95(0.76,, 1.18) 
0.85(0.69,, 1.06) 
0.94(0.76,, 1.17) 
0.811 (0.60, 1.12) 

r r 
1.89(1.25.2.86) ) 

1.13(0.73,, 1.75) 
1.98(1.31,3.01) ) 
1.77(1.15,2.72) ) 

** reference category 
Oddss Ratio (OR) is Relative Risk. 

originn was 5, of other European origin was 4 and others 6. The mean number of 
changess in feeding methods was roughly equal (1.7 -1.9) in all groups. 

Thee odds ratio for changing the method and type of feeding for Dutch-
speakingg mothers compared to non-Dutch-speaking mothers was 1.31 (95% C.I. 
1.10-1.55),, if corrected for region, urbanisation, parity, age and the attained level 
off education. 60% of mothers changed the method of feeding at their own initiative. 
Thee multivariable odds ratio for changing feeding habits at own initiative among 
Dutch-speakingg mothers compared to non-Dutch-speaking mothers was 0.34 (95% 
C.I.. 0.28-0.42). 
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Thee reasons for change 
Mother-relatedd reasons i.e. reasons based on the mother's health, well-being 

orr social circumstances were practically all related to the termination of EBF or BR 
AA mother-related reason for stopping BF was at the lowest in Turkish mothers (19%), 
highestt in Dutch mothers (47%) and in Moroccan and in another European language 
speakingg mothers respectively 34 and 35%. When considering the mother-related 
reasons,, physical reasons had a rather equal distribution among all groups (8%). 
However,, the reason 'return to work' was given by 21 % of the mothers of Dutch or 
Europeann origin to 1% of mothers of Turkish and 7% of mothers of Moroccan origin. 
Thee feeling of restriction or exhaustion was equal in mothers with Dutch, Turkish 
andd Moroccan as native language, but less by mothers speaking another European 
language. . 

'Infantt related' reasons for stopping BF were connected with the growth and 
thee behaviour of the infant; this was the case in 64% of mothers of Dutch origin and 
inn nearly the same percentage (58%) of the other groups. The impression that an 
infantt was hungry dominated the infant-related reasons for change. (Table 6.3) 

Thee cost of the formulae was for all mothers not a major factor in the decision 
too change. 

Weightt gain 
32566 infants were weighted between day 118 and 147, 2825 infants of Dutch, 

1155 of Turkish, 94 of Moroccan, 99 of another European language speaking mothers 
andd 123 of 'other languages'. The average weight of infants on day 133 was 6.87, 
7.18,, 7.12 and 7.21 kg in respectively the Dutch, the Turkish, the Moroccan and 
thee other European group. The average birth weight of the infants was 3.42, 3.31, 
3.433 and 3.44 kg respectively. 

Tablee 6.3 The percentage of infants of mothers with Dutch, Turkish, Moroccan, 
otherr European or another language as native language who changed 
thee feeding method (BF) because of the most frequent 'infant related' 
reasons.. These reasons could be single or combined with another 
infantt related reason or a maternal reason. Remarkable is the 
differencedifference between the reasons insufficient weight gain and 'hunger'. 

Dutch h 

20.2 2 
10.7 7 
10.3 3 
10.0 0 
9.2 2 

Turkish h 

22.6 6 
8.2 2 

8.8 8 
8.2 2 
6.3 3 

Moroccan n 

29.5 5 
5.2 2 
9.6 6 
5.9 9 

5.9 9 

Otherr European 

244 4 

5.5 5 
7.9 9 
4.7 7 

5.5 5 

Other r 

224 4 

3.9 9 
10.9 9 

7.7 7 
3.9 9 

Reason n 

'Hungry'' infant 

Colic c 
Crying g 
Constipation n 
Vomiting g 
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Discussion n 
Inn many European countries the population is multicultural and multi-ethnic. 

Theree is no standard registration system in European countries concerning the 
ethnicc background of their citizens. Some countries count citizens as foreign when 
theyy are not born in the country, others count citizens' nationality and others, like 
Thee Netherlands, count citizens with at least one parent not born in the country as 
foreigner. . 

Thee differences in population in the European countries are partly the result 
off their colonial past and partly influenced by 'guest workers' and asylum seekers. 
Thee Netherlands has as a result of the colonial past many citizens with an East Asian 
orr Surinam origin. It is useful to know if ethnic origin influences feeding methods in 
thee infant period. It was remarkable that mothers whose mother language was other 
thann Dutch practiced BF more often and for a longer period. A Dutch study, on the 
Amsterdamm population in 1992/1993, revealed that mothers with a Dutch 
backgroundd gave less BF to infants aged three months than mothers with a Turkish 
backgroundd and equal to mothers of Moroccan background: 32% compared to 43 
andd 34% (3). A renewed study in the same city (1999/2000) and this study, showed 
thatt this pattern had not altered, although in all groups the percentage of BF had 
becomee higher (6). 

Mostt of the mothers from the Dutch Antilles and from Surinam have Dutch 
ass their mother language. Therefore we could not differentiate between these 
motherss and other Dutch-speaking mothers in the present study. 

AA study by Clements in Southeast England showed only small differences 
betweenn different population groups (7). In an investigation by Croft and Kaminski 
inn France on the other hand, there was a large difference between the various 
subgroupss of the population in percentages giving breast milk directly after birth, 
namelyy 49% of the mothers born in France and 76% of the mothers born outside 
Francee (8). An investigation among black and white mothers in the US showed that 
moree white mothers started breast-feeding than black mothers (9). Although race 
wass a determining factor, the level of education of the mother was even more 
important.. In our study as in other studies the level of education of the mother was 
onee of the most decisive factors for starting breast-feeding (4,10). The level of 
educationn of second generation women of Moroccan and Turkish origin is different 
inn The Netherlands. The former are higher educated and more integrated into the 
Dutchh society (11). This may explain the difference in BF between mothers of Turkish 
andd Moroccan descent although the mean educational level of the Moroccan and 
Turkishh mothers was similar in this study. 

Anotherr notable feature was that Moroccan mothers stopped breast-feeding 
theirr infants soon after birth. According to the Koran one should breastfeed an infant 
forr 2 years. This does not seem to be of influence to the Islamic population in The 
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Netherlands.. Maybe this is due to a different position of the Islamic women educated 
inn The Netherlands. A possible explanation for the rapid decline in breast-feeding 
amongg well-educated Moroccan women is that in non-industrialised countries, highly 
educatedd mothers give less breast-feeding whereas in industrialised countries well-
educatedd mothers tend to extend breast-feeding (12,13). 

Anotherr possibility for the rapid decline in breast-feeding is that Moroccan 
motherss mentioned more 'return to work' as a reason to stop breast-feeding than 
Turkishh mothers. There are no statistics whether mothers of Turkish descent go back 
too work less often after the birth of a child in The Netherlands than other mothers 
do. . 

Inn The Netherlands was the combination of breast milk and formula most 
givenn by mothers with Turkish as their native language (14).Their infants had also 
thee highest weight gain during the study period (15). A genetic aspect of a higher 
weightt may be present. We think, however, that a social aspect is more likely. In 
well-babyy clinics is observed that mothers of Turkish origin especially like chubby 
infants.. Chubby infants indicate health, wealth and good motherhood. Because of 
this,, these infants may easily be overfed. 

Alll babies in this study had a higher weight at 4 months than in the previous 
Dutchh national growth studies (1965,1980,1997) (5). A rapid increase in weight in 
thee first months could have long-term effects in adult life such as obesity, diabetes 
andd cardiac diseases (16,17,18). 

Changingg the kind of formula or stopping BF because of crying, colic and 
constipationn was less frequent in infants of non-Dutch native speaking mothers than 
inn those of Dutch-speaking mothers. This could be due to cultural differences in the 
reactionn to these symptoms or in different handling of the infant (19). Stopping 
breast-feedingg because of these 'infant-related problems' often did not solve the 
problem.. This was shown by the number of subsequent changes in formula in 
responsee to the recurrence of the problem, especially in infants of mothers of Dutch 
descent.. The availability without prescription of different formulae made it easy for 
motherss to change on their own initiative. Advertising may have more influence on 
Dutchh speaking mothers than on the others. The reason for this may be that in The 
Netherlandss 70% of Turkish and Moroccan men marry a woman living in their 
homelandd (CBS, 2000). These women will have little knowledge of the Dutch 
languagee or are illiterate. 

Inn respect of the many changes in formulae it is important to realise that these 
'infant-related'' symptoms are often self-limited and age related problems (20,21,22). 
Motherss need to be more aware about the natural course and the limited time scale 
off these symptoms. Good and timely information about the nature of these 
symptomss may prolong the duration of the period of BF in The Netherlands. 
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Wee conclude that generally, in The Netherlands, mothers, irrespective of their 
ethnicc origin stop breast-feeding sooner than advised by the WHO. This was mostly 
duee to 'infant-related' reasons. The differences in the duration of breast-feeding of 
thee different cultural groups were remarkable. Therefore it is important when giving 
advicee to mothers on infant feeding to have in mind their cultural and ethnic 
background. . 
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