
Sithamparapillai et al. BMC Pediatrics          (2022) 22:190  
https://doi.org/10.1186/s12887-022-03265-7

RESEARCH

Timing and pattern of growth faltering 
in children up‑to 18 months of age 
and the associated feeding practices in an urban 
setting of Sri Lanka
K. Sithamparapillai1*, D. Samaranayake2 and V. P. Wickramasinghe3 

Abstract 

Background:  Growth faltering is commonly encountered in breastfed infants during 4—6 months of age in low soci-
oeconomic communities. The objective of this study was to describe the changes of growth indices with age, timing 
of growth faltering and its association with the feeding practices in children up-to 18 months of age.

Methods:  A cross sectional descriptive study was conducted in 254 children aged 12 and 18 months attending an 
immunization clinic. Data on growth were extracted from the Child Health Development Record. Weight and length 
were measured using standard methods. Feeding practices were assessed using interviewer-administered ques-
tionnaire. A drop of > 0.25 in weight-for-age Standard Deviation Score (SDS) from birth SDS was defined as weight 
faltering.

Results:  Weight faltering occurred at some point in 64.2% (n = 163) during first 18 months of life, and 78.5% of 
whom, had the onset ≤ 4 months of age. Majority (76.6%, n = 98) with weight for age faltering by 4 months remained 
so at 12 months (p = 0.497), while 29.7% (n = 38) had a weight-for-length below-2SD (p < 0.001). Prevalence of weight 
faltering was 50.4%, 46.1%, 48.4% and 48% at 4, 6, 9 and 12 months respectively. Exclusive breastfeeding was given 
at least until 4 months in 88% (n = 223) and up to 6 months in 60% (n = 153) while 92.9% (n = 236) were breastfed 
at 12 months, with 38.2% (n = 97) were breastfed on demand after six months. Complementary feeding (CF) was 
started before 6 months in 40.6% (n = 52) with early weight faltering, but only 20.3% received it with proper consist-
ency. Breastfeeding throughout the night was significantly associated with current weight-for-length being < -1SD 
(OR = 1.89, CI, 1.04—3.45; p = 0.037).

Conclusions:  Early growth faltering was found in this population with high exclusive breastfeeding rates and persist-
ing growth faltering was associated with poor feeding practices. Therefore, timely individualized interventions need to 
be taken to improve long term growth.
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Background
Child undernutrition is one of the main public health 
challenges seen in the low and middle income countries 
[1]. It contributes to mortality and several long term 
negative consequences including impaired intellectual 
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development, low adult height and reduced economic 
productivity [2, 3].

Growth faltering mainly occurs during the first 2 years 
of life [2, 4, 5]. The WHO Global Database on Child 
Growth and Malnutrition which includes the surveys 
from developing countries shows that mean weight starts 
to falter at about 3  months of age which continue to 
decline until the catch up growth which is observed only 
after 18 months [2].

Optimal breastfeeding practices and timely introduc-
tion of nutritionally adequate complementary feed-
ing are important strategies to prevent growth faltering 
during the first thousand days of life [6]. Health ben-
efits of breastfeeding are well recognised beyond any 
doubt. In 2001 World Health Organization has recom-
mended exclusive breastfeeding for the first six months 
of life [7, 8]. But, growth faltering has been described in 
4–6 month old breastfed infants in less developed com-
munities [9–11].

Maternal nutrition and diet could have effects on the 
breastmilk content and composition. Maternal BMI 
was reported to be positively correlated with breastmilk 
energy, fat and dry matter [12]. A systematic review by 
Daniel et  al. revealed that although the fat content of 
breastmilk increased with increase in BMI of mothers, 
there was no significant difference in the energy content 
of breastmilk compared to lean mothers [13]. Micronu-
trient inadequacy of breast milk especially with regard 
to the iron content is also of concern and maternal iron 
deficiency leading to lower iron stores in the newborn 
aggravates iron deficiency in infancy [8]. A study done 
in Indonesian infants reported that the intake of major-
ity of micronutrients were below the recommendations 
in mothers and in their exclusively breastfed babies [14].

WHO’s recommendation on the optimal duration of 
exclusive breastfeeding also states that the available data 
are insufficient to exclude several other potential risks 
associated with exclusive breastfeeding for six months 
including growth faltering and micronutrient deficiencies 
in some infants. Therefore, interventions should be indi-
vidualised if there is any concern regarding the growth of 
the infant [7].

According the Demographic Health Survey—2016, in 
Sri Lanka 21% of children under the age of 5 years were 
underweight, 17% were stunted and 15% were wasted 
[15]. These figures are much higher, than that would be 
expected for a country with low levels of infant mortal-
ity and high female literacy rates, and remains unchanged 
over the past few decades inspite of high exclusive breast-
feeding rates, regular growth monitoring and other pub-
lic health interventions.

Timing, patterns and determinants of child growth dif-
fer according to country, region and cultural practices. 

Therefore, knowledge on these aspects in a population 
would help to implement specific interventions to uplift 
the nutritional status. This study aimed to describe the 
changes of growth indices with age, timing of growth 
faltering and its association with the feeding practices in 
children up-to 18 months of age.

Methods
Participants
A cross sectional descriptive study was conducted in 254 
children aged 12 and 18 months attending an immuniza-
tion clinic in a tertiary hospital in Colombo, Sri Lanka. 
Children who were attending for their 12 or 18  month 
vaccination were invited and recruited consecutively 
to the study until the required numbers were achieved. 
Children with chronic medical conditions and congenital 
deformities and chromosomal disorders were excluded. 
Children with cerebral palsy and congenital deformities 
which causes feeding difficulties (e.g. cleft palate) were 
also excluded.

Data collection
Interviewer administered pre-tested questionnaire was 
used to collect data on demographic and socio-economic 
status, and feeding practices. Structured questions were 
included to collect information regarding breastfeeding, 
formula-feeding and complementary feeding practices.

Exclusive breastfeeding was defined as feeding / having 
been fed nothing other than breastmilk for nutritional 
or fluid providing purposes. Formula feeding is defined 
as feeding / having been fed commercial formula milk of 
non-human origin. Complementary feeding is defined as 
feeding any solid or semi-solid food or liquid to infants 
in addition to breastmilk or formula milk for nutritional 
or fluid providing purposes. Complementary food which 
is thick enough to stay on the spoon without running off 
when the spoon is tilted is defined as the proper con-
sistency of CF. Images on the Child Health Develop-
ment Record of Sri Lankan children showing the proper 
and improper consistency of CF were used during data 
collection.

The following socio-demographic and economic vari-
ables were collected; Mother’s age at recruitment in com-
pleted years, mother’s employment status at recruitment 
(housewife / employed) and mother’s highest educational 
qualification. Average family monthly income in Sri Lan-
kan Rupees (LKR) was collected. Economic status was 
categorized into low (USD < 157), middle (USD 157—315) 
and high (USD > 315) (conversion at 1 USD = 146 LKR, 
Central Bank of Sri Lanka, 2016) according to the Sri Lan-
kan household income and expenditure survey 2016 [16].
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Weight, length and occipitofrontal circumference 
(OFC), at point of recruitment ie. 12 and 18  months, 
were measured using standard protocol by a single inves-
tigator [17]. Anthropometric measurements at birth, and 
at 3, 4, 5, 6, 9 and 12 months of age were extracted from 
the Child Health Development Record (CHDR). SDSs for 
weight-for-age and length-for-age at birth and at 3, 4, 5, 6, 
9, 12 and 18 months were calculated using LMS growth 
package (WHO 2007) operating on Excel programme of 
Microsoft Office. Based on the significance of faltering in 
weight, a drop of > 0.25 SDS in weight-for-age from birth 
SDS was defined as weight faltering. A rise of ≥ 0.67 SDS 
in weight-for-age from birth SDS was defined as acceler-
ated weight gain [18]. Nutritional statuses, underweight, 
stunting and wasting were assessed using weight-for-age, 
length-for-age and weight-for-length indices respectively 
at each time points.

Analysis
The data was analysed using SPSS version 21 statistical 
package. Data is presented as mean (SD) and frequency 
distribution tables as appropriate. Categorical data was 
analysed using Chi square tests. The level of significance 
was set at a p < 0.05. Factors associated with weight fal-
tering and weight-for-length were analysed using binary 
logistic regression.

Results
Study population included 53.1% (n = 135) of 12-month-
olds. There were no significant differences between 
12-month and 18-month-olds in their characteristics. 
Table  1 shows characteristics of the study population 
according to the age.

Current nutritional status
When current nutritional status of the study group was 
assessed (in 12-month and 18-month-old children), weight-
for-age SDS < -2SD was seen in 19.3% (n = 49) and length-
for-age SDS < -2 SD in 10.2% (n = 26) and there was no 
significant difference in the two age groups when analysed 
separately (data not shown). Weight-for-length SDS < -2SD 
was seen in 17.7% (n = 45), and 22.2% (n = 10) of them were 
under -3SD. Current weight-for-length < -2SDwas signifi-
cantly associated with low birth weight (< 2500 g) (OR = 5.5; 
CI, 2.33–12.97; p < 0.001). However, the current weight-
for-length < -2SD was not significantly associated with pre-
maturity-at-birth (OR = 0.26; CI, 0.068–0.99; p = 0.05), 
age of the child (OR = 1.82; CI, 0.90–3.68; p = 0.09), sex 
(OR = 1.03; CI, 0.518–2.07; p = 0.918) or maternal age being 
above 35  years (OR = 1.9; CI, 0.90–3.99; p = 0.09) when 
adjusted for maternal employment status, maternal educa-
tion and family income.

Onset and pattern of growth faltering
Drops in mean weight-for-age and length-for-age SDS 
were noted at 4  months. Mean weight-for-age SDS 
dropped by 0.319 while length-for-age SDS dropped 
by 1.2 (Fig.  1). Weight-for-length did not show a drop 
between 3–9 months but dropped between 9–12 months.

Weight faltering (> 0.25 in weight-for-age SDS drop 
from birth weight SDS) occurred in 64.2% (n = 163) of 
children at some point during the first 18  months of 
life, and 78.5% (n = 128) of them had the onset before 
4 months of age (Table 2).

Although the mean weight-for-age SDS showed 
a catch-up growth by 18  months, the prevalence of 
weight faltering remained high without much change 
until 18 months of age (Table 3).

Table 1  Characteristics of children according to the age

a  Birth interval is the time difference between the index and the immediate 
previous sibling

Characteristics Total
(n = 254)

Age of the child

12 months
53.1% (n = 135)

18 months
46.9% (n = 119)

Sex

  Male 141 (55.5%) 71 (50.4%) 70 (49.6%))

  Female 113 (44.5%) 64 (56.6%) 49 (43.4%)

Birth Order

  First born 109 (42.9%) 63 (57.8%) 46 (42.2%)

   ≥ second 57.1% 
(n = 145)

72 (49.7%) 73 (50.3%)

Maturity at birth

   ≥ 37 weeks 232 (91.3%) 123 (53.0%) 109 (47.0%)

   < 37 weeks 22 (8.7%) 12 (54.5%) 10 (45.5%)

Birth weight

   ≥ 3.5 kg 27 (10.6%) 9 (33.3%) 18 (66.7%)

  2.5 – 3.49 173 (68.1%) 99 (57.2%) 74 (42.8%)

   < 2.5 kg 54 (21.3%) 27 (50.0%) 27 (50.0%)

Birth intervala 
(years)

5.2 (± 3.1) 5.02 (± 3.1) 5.4 (± 3.0)

Mother’s age

   ≥ 35 years 62 (24.4%) 29 (46.8%) 33 (53.2%)

   < 35 years 192 (75.6%) 106 (55.2%) 86 (44.8%)

Mother’s occupation

  Employed 56 (22%) 32 (57.1%) 24 (42.9%)

  Housewife 198 (78%) 103 (52.0%) 95 (48.0%)

Mother’s education

  Up-to secondary 119 (46.9%) 68 (57.1%) 51 (42.9%)

   ≥ Tertiary 135 (53.1%) 67 (49.6%) 68 (50.4%)

Average monthly family income

  Low 16 (6.3%) 5 (31.3%) 11 (68.8%)

  Middle 121 (47.6%) 61 (50.4%) 60 (49.6%)

  High 117 (46.1%) 69 (59%) 48 (41.0%)
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Weight faltering, compared to birth weight, was 
noted in 50.4% (n = 128) of infants by 4 months of age. 
Of them majority (76.6%, n = 98) remained weight 
faltered (p = 0.497) at 12  months (Table  4). Of those 
with weight faltering at 4  months, 29.7% (n = 38) had 
weight-for-length < -2SD (p < 0.001) and 16.4% (n = 21) 
had length-for-age < -2SD (p < 0.001) at 12  months of 
age.

Of the infants with weight-faltering at 4  months, 
86.7% received exclusive breastfeeding (EBF) up to 
4  months and 53.9% up-to 6  months. Complemen-
tary feeds (CF) were introduced before 6  months in 
40.6% (n = 52) and 50% (n = 26) of them received it of 
improper consistency.

In children with weight faltering at 4  months and 
persistent weight faltering at 12  months (76.6%), EBF 

Fig. 1  Changes in the growth parameters with age in the total population

Table 2  Age of onset of weight faltering

a  The age at which weight-for-age SDS drop of > 0.25 was noted

Age at weight faltering noteda Number (%)

4 months 128 (50.4%)

6 months 6 (2.4%)

9 months 14 (5.5%)

12 months 7 (2.8%)

18 months 8 (3.1%)

Total with weight faltering 163 (64.2%)

No weight faltering 91 (35.8%)

Total 254 (100%)

Table 3  Changes in anthropometric indices with time in the total population

a  A drop of > 0.25 in weight-for-age SDS from birth weight SDS
b  A rise of ≥ 0.67 in weight-for-age SDS from birth weight SDS

Changes in anthropometry Prevalence at different ages

4 months 6 months 9 months 12 months 18 months

Change in weight-for-age SDS compared to birth SDS
  Weight faltereda 128 (50.4%) 117 (46.1%) 123 (48.4%) 122(48.1%) 63 (52.9%)

  No weight faltering 85 (33.5%) 88 (34.6%) 73 (28.7%) 76 (29.9%) 32 (26.8%)

  Accelerated weight gainb 41 (16.1%) 49 (19.3%) 58 (22.8%) 56 (22%) 24 (20.1%)

Length-for-age SDS
  Below -2 SD 15 (5.9%) 21 (8.3%) 20 (7.9%) 21 (8.3%) 13 (10.9%)

  Between -1 to -2 SD 46 (18.1%) 48 (18.9%) 52 (20.5%) 63 (24.8%) 30 (25.2%)

Weight-for-length SDS
  Below -2 SD 37 (14.5%) 30 (11.8%) 27 (10.6%) 49 (20.1%) 17 (14.3%)

  Between -1 to -2 SD 50 (19.7%) 56 (22%) 64 (25.2%) 68 (26.8%) 42 (35.2%)
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was given at least until 4  months in 88.7% and up 
to 6  months in 52%. Forty five percent received CF 
before 6  months and 31.7% was given formula feeds. 
Twenty three percent of children with weight falter-
ing at 4  months, regained the original weight status at 
12 months. A fourth of them (26.7%) were started on CF 
before 6  months, while 46.8% (n = 14) were given for-
mula feeds.

Children with weight-faltering at 4  months had sig-
nificantly higher mean weight-for-age SDS at birth 
(p < 0.001) and length-for-age SDS (p = 0.005) at birth 
when compared to those without weight-faltering at 
4 months (Fig. 2).

Table  5 shows characteristics of the study population 
and the association with their overall weight faltering 
status.

Breastfeeding practices
Ninety eight percent were ever breastfed. EBF was given for 
at least 4 months in 87.8% (n = 223) and at least 6 months 
in 60.2% (n = 153). Breastfeeding was continued in 92.9% 
(n = 236) until at least 12  months of age while 84.8% 
(n = 100) of the 18-month-old children were still breastfed.

Table  6 shows the breastfeeding practices after 
6  months and its association with weight-for-
length < -1SD in the total population and in those 
with weight faltering before 4  months. Thirty eight 
percent (n = 97) continued to breastfeed on demand 
after six months without considering the mealtime 
(i.e. not leaving adequate time interval between the 
breastfeed and the CF) and it was not significantly 
associated with weight-for-length < -1SD (OR = 1.54; 
CI, 0.84–2.82; p = 0.161) or weight-for-length < -2SD 

Table 4  Changes in weight status with time in children with and without weight faltering occurring before 4 months of age

a  A drop of > 0.25 in weight-for-age SDS from birth weight SDS
b  A rise of ≥ 0.67 in weight-for-age SDS from birth weight SDS

Weight faltering status at 4 months Changes in weight status from 6 to 18 months

Weight-for-age SDS status 6 months 9 months 12 months 18 months

Weight faltering before 4 months (n = 128) Weight faltereda 109 (85.2%) 102 (79.8%) 98 (76.6%) 47 (79.7%)

No weight faltering 18 (14%) 23 (17.9%) 26 (20.3%) 8 (13.6%)

Accelerated weight gainb 1 (0.8%) 3 (2.3%) 4 (3.1%) 4 (6.7%)

No weight faltering before 4 months (n = 126) Weight faltereda 8 (6.4%) 21 (16.7%) 24 (19%) 16 (26.7%)

No weight faltering 70 (55.5%) 50 (39.6%) 50 (39.7%) 24 (40%)

Accelerated weight gainb 48 (38.1%) 55 (43.7%) 52 (41.3%) 20 (33.3%)

Fig. 2  Changes in the growth parameters of children in relation to weight faltering at 4 months
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(OR = 2.01; CI, 0.91- 4.44; p = 0.08). Breastfeeds were 
continued to be given on demand after six months 
in 38.3% (n = 49) of children with weight faltering at 
4 months. In this subsample on demand breastfeeding 
during daytime was not significantly associated with 
weight-for-length < -1SD (OR = 1.94; CI, 0.77–4.88; 
p = 0.157) or weight-for-length < -2SD (OR = 2.09; CI, 
0.75 -5.87; p = 0.158).

Breastfeeding throughout the night was practised 
after introduction of CF in 55.1% (n = 140) and it was 
significantly associated with current weight-for-length 
being < -1SD (OR = 1.89; CI, 1.04–3.45; p = 0.037) but 
did not show significant association with weight-for-
length < -2SD (OR = 1.42; CI, 0.64–3.18; p = 0.382). 
Breastfeeding throughout the night after starting CF 
was practised in 52.3% (n = 67) of children with growth 
faltering at 4  months and was significantly associated 
with current weight-for-length < -1SD (OR = 2.55; 
CI, 1.05–6.2; p = 0.03). But it was not significantly 

associated with current weight-for-length < -2SD 
(OR = 1.5; CI, 0.57–3.98; p = 0.407).

Complementary feeding practices
CF were introduced under 6 months in 34.3% (n = 87) 
of the total population and only in 20.1% (n = 51) CF of 
proper consistency was given. Only 40.6% (n = 52) with 
early weight faltering was given CF under 6  months 
while the rest continued to be exclusively breast-
fed despite growth faltering and only 20.3% (n = 26) 
received CF made of proper consistency. Liquids other 
than breastmilk and formula milk (rice kanji, clear 
soup, water and fruit juices) were given before the 
completion of 6  months in 32.7% (n = 83) and this 
was significantly associated with weight faltering at 
12  months (OR = 1.9; CI, 1.06–3.37; p = 0.029) after 
adjusting for birth weight, maturity-at-birth, maternal 
age, employment status, maternal education and family 
income.

Table 5  Characteristics of children according to their overall weight faltering status

a  Drop of > 0.25 in weight-for-age SDS from the birth weight SDS during the first 18 months of life
b  Using binary logistic regression with the presence of weight faltering as the dependant variable and sex, birth order, birth weight, maturity, mother’s age, mother’s 
education, mother’s employment status and average family monthly income as independent variables

Characteristics Total
(n = 254)

Weight faltering up-to 18 monthsa OR (95% CI) significanceb

Absent (n = 91) Present (n = 163)

Sex

  Male 141 (55.5%) 52 (36.9%) 89 (63.1%) 1.00

  Female 113 (44.5%) 39 (34.5%) 74 (65.5%) 1.00 (0.58- 1.71); p = 0.997

Birth order

  First born 109 (42.9%) 44 (40.4%) 65 (59.6%) 1.00

   ≥ Second 145 (57.1%) 47 (32.4%) 98 (67.6%) 0.80 (0.46- 1.4); p = 0.440

Birth weight (kg)

   < 2.5 54 (21.3%) 24 (44.4%) 30 (55.6%) 1.0

   ≥ 2.5 200 (78.7%) 67 (33.5%) 133 (66.5%) 0.35 (0.16- 0.77); p = 0.009

Maturity

   < 37 weeks 22 (8.7%) 5 (22.7%) 17 (77.3%) 1.0

   ≥ 37 weeks 232 (91.3%) 86 (37.1%) 146 (62.9%) 4.57 (1.32- 15.7); p = 0.016

Mother’s age

   ≥ 35 years 62 (24.5%) 17 (27.4%) 45 (72.6%) 1.0

   < 35 years 192 (75.5%) 74 (38.5%) 118 (61.5%) 1.57 (0.80- 3.07); p = 0.184

Mother’s education

  Up-to secondary 119 (46.9%) 43 (36.1%) 76 (63.9%) 1.0

   ≥ Tertiary 135 (53.1%) 48 (35.6%) 87 (64.4%) 1.07 (0.59- 1.94);p = 0.807

Mother’s employment

  Employed 56 (22%) 19 (33.9%) 37 (66.1%) 1.0

  Housewife 198 (78%) 72 (36.4%) 126 (63.6%) 1.11 (0.56- 2.17);p = 0.755

Average family monthly income

  Low 16 (6.3%) 5 (31.3%) 11 (68.8%) 1.0

  Middle 121 (47.6%) 43 (35.5%) 78 (64.5%) 0.87 (0.27- 2.78);p = 0.815

  High 117 (46.1%) 43 (36.8%) 74(63.2%) 0.76 (0.22- 2.58);p = 0.669
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Complementary feeding introduced before 6 months
Although 34.3% (n = 87) was given CF before 6 months, 
41.4% (n = 36) of them did not receive it in proper con-
sistency until 6 months. The reasons for introducing CF 
before 6  months were growth faltering (43.7%, n = 38) 
and mother’s employment (21.8%, n = 19) while 49.4% 
(n = 43) started CF because they believed that it would be 
an additional nourishment.

Sixty percent (n = 52) of those who received CF 
before 6  months had weight faltering at 4  months and 
84.6% (n = 44) of them remained to be weight faltered 
at 12  months. Thirty one percent (n = 27) of those who 
received CF before 6  months had weight-for-age < -2SD 
at 4 months and 66.7% (n = 18) of them remained to have 
weight-for-age < -2SD at 12 months.

Discussion
Growth faltering patterns of children differ across the 
world and faltering patterns are different for weight and 
height [2, 5, 19, 20]. Previous analysis revealed that in 
South Asian region, weight for age SDS dropped stead-
ily until 18 months and continued to decrease at a slower 
rate until 5 years. Drop in height-for-age SDS was more 
than weight-for-age SDS and it dropped until 24 months 
with no catch-up growth thereafter among children 
in South Asian region [2]. But our findings showed 
that there is a drop of mean weight-for-age SDS and 

length-for-age SDS detected at 4  months and catch-up 
growth was seen by 18  months. Drop in length-for-age 
SDS was higher than weight-for–age SDS.

A drop of > 0.25 in weight-for-age SDS from birth SDS 
was defined as weight faltering in this study, which is the 
early step in the development of undernutrition. Our 
findings revealed that there is a high prevalence of weight 
faltering and in the majority weight faltering was noted 
at 4 months. Mean weight-for-age SDS at 18 months was 
higher than the mean birth SDS. But, the prevalence of 
weight faltering at 18 months remained almost the same 
as at 4 months. Although majority with weight faltering 
at 4 months remained weight faltered at 12 months, oth-
ers with initial weight faltering gained more weight and 
went above their weight-for-age SDS at birth while some 
even had accelerated growth.

Growth faltering in these children could mostly be 
attributed to inappropriate feeding practices, since these 
children were otherwise healthy. National policy on 
breastfeeding in Sri Lanka is exclusive breastfeeding for 
the first six months of life as recommended by WHO 
[21]. But national guidelines also state if growth falter-
ing occurs or if mother is not available for on demand 
breast feeding, CF could be started at the completion of 
four months [21]. High prevalence of weight faltering at 
4 months was found in this study inspite of high exclu-
sive breastfeeding rates. Early growth faltering in exclu-
sively breastfed infants were reported in other studies as 

Table 6  Association between breastfeeding practices after 6  months and current weight-for-length status (< -1SD) in the total 
population and in those with weight faltering before 4 months

a  < -1SD cut-off was used here in order to achieve the most ideal anthropometry match
b  using binary logistic regression with the presence of weight-for-length < -1SD as the dependant variable and adjusted for birth weight, maturity at birth, maternal 
age, maternal education, employment status and family income

BF practices Total population (n = 254)

Total
(n = 254)

Weight-for-
length < -1SDa

Weight-for-
length ≥ -1SD

OR (95% CI) significanceb

BF practices after 6 months during daytime
  Continued on-demand BF 97 (38.2%) 53 (54.6%) 44 (45.4%) 1.0

  Not given on-demand BF 157 (61.8%) 68 (43.3%) 89 (56.7%) 1.54 (0.84- 2.82) p = 0.161

BF practices after 6 months during night
  Breastfed throughout the night 140 (55.1%) 76 (54.3%) 64 (45.7%) 1.0

  Not breastfed throughout the night 114 (44.9%) 45 (39.5%) 69 (60.5%) 1.89 (1.04- 3.45) p = 0.037

Weight faltered before 4 months (n = 128)
BF practices after 6 months during night
  Continued on-demand BF 49 (38.2%) 33 (67.3%) 16 (32.7%) 1.0

  Not given on-demand BF 79 (61.8%) 44 (55.7%) 35 (44.3%) 1.94 (0.77- 4.88) p = 0.157

BF practices after 6 months during night
  Breastfed throughout the night 67 (52.3%) 48 (71.6%) 19 (28.4%) 1.0

  Not breastfed throughout the night 61 (47.7%) 29 (47.5%) 32 (52.5%) 2.55 (1.05- 6.2) p = 0.039
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well [9, 10]. Therefore, there is a need to understand the 
missing contributors to this early growth faltering despite 
detecting at 4  months but not taking corrective action. 
This could probably be due to the faithful adherence to 
set guidelines imposed on a population level, but not 
knowing how to apply on an individual basis when devia-
tion occurs.

It was noted that the children in whom weight faltering 
was detected at 4  months, the mean weight and length 
at birth were higher than the infants who did not show 
weight faltering at 4 months. This could possibly be due 
to that the breastmilk alone was not adequate to support 
the growth of larger babies beyond 4  months. Studies 
have reported that there is no marked increase in milk 
transfer with age and there is a ‘plateau’ in milk transfer 
after 3 months [22].

CF should be introduced at a time when frequent and 
exclusive breastfeeding alone is not adequate to fulfil the 
nutrient requirements of the infant [3]. Although WHO 
recommends introducing CF at 6  months, it is empha-
sized that it is applied for populations rather than indi-
viduals. Therefore introduction of CF is an individual 
decision and it might be necessary to start CF before 
6  months to fill the gap in nutrient for infants with 
growth faltering [23]. Our results showed that inspite of 
regular growth monitoring and identification of growth 
faltering, timely individualized interventions were lack-
ing in many. Therefore, it would be important to closely 
observe these children with a better potential to grow, 
should not be deprived of this opportunity but closely 
monitor the growth and introduce CF at an earlier stage 
than six months at earliest point growth faltering is noted 
if the child is developmentally ready to receive CF.

Evidence on CF introduction between 4 -6 moths and 
status of the weight of the baby is inconclusive [24, 25]. 
Introduction of CF before 6  months of age can lead to 
reduction of breastmilk intake and therefore the total 
energy consumption might remain the same [26]. But 
there is evidence showing improvement of iron status of 
the infant with introduction of CF at 4 months [27, 28]. 
Furthermore, the calorie density of properly constituted 
CF is much higher than of breast milk and could enhance 
calorie intake and thus growth. The typical Sri Lankan CF 
contains rice, dhal, fish and vegetables with added coco-
nut milk. Energy density of cooked rice and dhal ranges 
between 130 – 150 kcal/100 g and the addition of coco-
nut milk can increase the energy density further. There-
fore, if the correct proportions of these are used and 
appropriate quantity of CF is provided, the calorie 
delivered will be much higher than breastmilk. Usu-
ally the volume consumed by a six month old baby is 
about 100 ml thus a child could easily consume 100 g 
of CF.

Our results revealed that the introduction of CF before 
6 months was not associated with change in weight sta-
tus at 9 or 12 months. Although CF was introduced early 
due to growth faltering, feeds of proper consistency 
and variety was introduced only after the completion of 
6  months. However, data regarding the quantity of CF 
given was not collected in our study. This denotes that 
the composition of CF as well as the volume fed may have 
not being appropriate, and also would have deprived the 
full intake of breast milk as well as secondarily reducing 
the breast milk secretion due to less suckling by the baby. 
Therefore it is important that if it is decided to start CF 
it should be done in the proper way, that is proper con-
sistency with the correct energy density with adequate 
volume and frequency with adequate spacing between 
meals.

Data from this study also have shown that despite hav-
ing good birth weight, it has not been able to sustain 
during infancy. Further those showed growth faltering 
recovered poorly. Considering weight-for-age SDS alone 
without interpreting it with birth parameters in babies 
with good birth weight might be misleading. This has 
resulted in lack of timely interventions despite growth 
faltering in many. Defining weight faltering in relation 
to birth parameters would help to identify weight falter-
ing in babies with good birth weight. This would lead to 
early interventions resulting in quicker recovery. Delayed 
interventions may lead to poor recovery of growth fal-
tering despite interventions since they settle on a lower 
growth trajectory. Therefore, this study shows that 
growth has to be addressed on an individual basis and 
compared with its own birth parameters rather than on 
a set cut-off values. Close growth monitoring would help 
in early intervention and correction of the growth fal-
tering and sustain their growth potential which is more 
or less denoted by birth parameters. However, a word 
of caution is that children who were macrosomic (birth 
weight > 3.5  kg in Sri Lankan context), could be due to 
hyperglycaemia of pregnancy and would have a tendency 
to show physiological catch down to achieve its correct 
genetic potential of growth. Overlooking this and trying 
to correct could lead to development of overweight from 
a young age.

Data on maternal nutritional status was not collected 
in our study and it is a limitation. But maternal low 
BMI is not of a major concern in this population. Preva-
lence of low (< 18.5 kg/m2) and high BMI (> = 25 kg/m2) 
among mothers in the urban area was 7.2% and 44.6% 
respectively in 2016 [29]. But, micronutrient content of 
breastmilk could be different between mothers of infants 
experiencing growth faltering and those that did not. 
This could be one of the missing contributors for early 
growth faltering in breastfed children.
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This is a cross sectional study, which also used second-
ary data extracted from the CHDR could be considered 
reliable, as it is the document that is maintained for every 
child from birth and carry a valid set of measurements 
collected by trained Public Health Midwives, and used as 
a screening tool where interventions would be made. But 
all the measurements were not taken by the same investi-
gator and it is a limitation in the study. Feeding practices 
were assessed with the use of questionnaire and recall 
bias could be a limitation of our study. Data regarding 
the quantity of CF and consumption of fruits and vegeta-
bles was not collected and the dietary diversity was not 
calculated.

Conclusions
The findings show the high prevalence of growth falter-
ing in this population until 18  months of age. Onset of 
growth faltering is seen very early in life in a majority of 
infants inspite of high exclusive breastfeeding rates. How-
ever, many persisted with exclusive breast feeding with-
out starting CF, despite detecting growth faltering at an 
age earlier than 6 months. Therefore, growth monitoring 
and timely intervention with timely initiation of proper 
breastfeeding and complementary feeding practices need 
to be strengthened to improve long term growth. This is 
a small cross sectional study done only in the subjects 
from the urban sector of Sri Lanka to identify time point 
of growth faltering, action taken and its impact on overall 
growth. Further studies are needed to confirm these find-
ings and to find the other confounders to the growth fal-
tering while infants are on exclusive breastfeeding. These 
will help to implement evidence-based guidelines for the 
management of early growth faltering to achieve the full 
potential of growth and development of infants.

Abbreviations
CHDR: Child Health Development Record; CF: Complementary feeds; EBF: 
Exclusive Breastfeeding; FF: Formula Feeds; SDS: Standard Deviation Score.

Acknowledgements
We are grateful to all the children and their parents for participating in this 
study and staff of the immunization clinic, Lady Ridgeway Hospital for Chil-
dren, Colombo, Sri Lanka for their support.

Authors’ contributions
The study was designed by KS, DS and VPW. Data collection: KS. Data analysis: 
KS and DS. Manuscript writing: KS, DS and VPW. All authors read and approved 
the final manuscript.

Funding
No funding was received to conduct this study.

Availability of data and materials
The datasets used and /or analysed during the current study are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethics clearance has been obtained from the Ethics Review Committee, Lady 
Ridgeway Hospital, Colombo, Sri Lanka (LRH/DA/05/2019). Study was carried 
out in accordance with ethical guidelines of Lady Ridgeway Hospital, Colombo, 
Sri Lanka. Informed written consent was obtained from all the parents.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Professorial Paediatric Unit, Lady Ridgeway Hospital for Children, Colombo, Sri 
Lanka. 2 Department of Community Medicine, Faculty of Medicine, University 
of Colombo, Colombo, Sri Lanka. 3 Department of Paediatrics, Faculty of Medi-
cine, University of Colombo, Colombo, Sri Lanka. 

Received: 1 May 2021   Accepted: 4 April 2022

References
	1.	 Black RE, Allen LH, Bhutta ZA, Caulfield LE, de Onis M, Ezzati M, et al. 

Maternal and child undernutrition: global and regional exposures and 
health consequences. Lancet. 2008;371(9608):243–60. Available from: 
https://​linki​nghub.​elsev​ier.​com/​retri​eve/​pii/​S0140​67360​76169​00.

	2.	 Victora CG, de Onis M, Hallal PC, Blössner M, Shrimpton R. Worldwide tim-
ing of growth faltering: revisiting implications for interventions. Pediatrics. 
2010;125(3):e473–80. Available from: https://​publi​catio​ns.​aap.​org/​pedia​
trics/​artic​le/​125/3/​e473/​72636/​World​wide-​Timing-​of-​Growth-​Falte​ring-​
Revis​iting.

	3.	 Fewtrell M, Bronsky J, Campoy C, Domellöf M, Embleton N, FidlerMis N, 
et al. Complementary feeding: a position paper by the European Society 
for Paediatric Gastroenterology, Hepatology, and Nutrition (ESPGHAN) 
committee on nutrition. J Pediatr Gastroenterol Nutr. 2017;64(1):119–32. 
Available from: https://​apps.​who.​int/​iris/​bitst​ream/​handle/​10665/​42739/​
92415​4614X.​pdf?​ua=1. Cited 2020 Nov 13.

	4.	 Shrimpton R, Victora CG, de Onis M, Lima RC, Blössner M, Clugston G. 
Worldwide timing of growth faltering: implications for nutritional inter-
ventions. Pediatrics. 2001;107(5):e75–e75. Available from: http://​www.​
pedia​trics.​org/​cgi/​conte​nt/​full/​107/5/​e75. Cited 2020 Nov 14.

	5.	 Alderman H, Headey D. The timing of growth faltering has important 
implications for observational analyses of the underlying determinants 
of nutrition outcomes Bhutta ZA, editor. PLoS One. 2018;13(4):e0195904. 
Available from: https://​doi.​org/​10.​1371/​journ​al.​pone.​01959​04. Cited 2019 
Jun 18.

	6.	 Schwarzenberg SJ, Georgieff MK, Daniels S, Corkins M, Golden NH, 
Kim JH, et al. Advocacy for Improving Nutrition in the First 1000 Days 
to Support Childhood Development and Adult Health. Pediatrics. 
2018;141(2):e20173716. https://​publi​catio​ns.​aap.​org/​pedia​trics/​artic​le/​
141/2/​e2017​3716/​38085/​Advoc​acy-​for-​Impro​ving-​Nutri​tion-​in-​the-​First-​
1000. Cited 2020 Nov 16.

	7.	 World Health Organization. The Optimal duration of Exclusive Breastfeed-
ing report of an expert consultation. 2001. https://​apps.​who.​int/​nutri​tion/​
publi​catio​ns/​infan​tfeed​ing/​WHO_​NHD_​01.​09/​en/​index.​html. Cited 2021 
Mar 26.

	8.	 Kramer MS, Kakuma R. Optimal duration of exclusive breastfeeding. In: 
Kramer MS, editor. Cochrane Database of Systematic Reviews. Chichester, 
UK: John Wiley & Sons, Ltd; 2002. Available from: http://​doi.​wiley.​com/​10.​
1002/​14651​858.​CD003​517. Cited 2019 Jun 14.

	9.	 Hernandez-Beltran M, Butte N, Villalpando S, Flores-Huerta S, Smith EO. 
Early growth faltering of rural Mesoamerindian breast-fed infants. Ann 
Hum Biol. 23(3):223–35. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​
pubmed/​88070​40. Cited 2019 Jun 14.

	10.	 Eriksen KG, Johnson W, Sonko B, Prentice AM, Darboe MK, Moore SE. 
Following the World Health Organization’s recommendation of exclusive 

https://linkinghub.elsevier.com/retrieve/pii/S0140673607616900
https://publications.aap.org/pediatrics/article/125/3/e473/72636/Worldwide-Timing-of-Growth-Faltering-Revisiting
https://publications.aap.org/pediatrics/article/125/3/e473/72636/Worldwide-Timing-of-Growth-Faltering-Revisiting
https://publications.aap.org/pediatrics/article/125/3/e473/72636/Worldwide-Timing-of-Growth-Faltering-Revisiting
https://apps.who.int/iris/bitstream/handle/10665/42739/924154614X.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/42739/924154614X.pdf?ua=1
http://www.pediatrics.org/cgi/content/full/107/5/e75
http://www.pediatrics.org/cgi/content/full/107/5/e75
https://doi.org/10.1371/journal.pone.0195904
https://publications.aap.org/pediatrics/article/141/2/e20173716/38085/Advocacy-for-Improving-Nutrition-in-the-First-1000
https://publications.aap.org/pediatrics/article/141/2/e20173716/38085/Advocacy-for-Improving-Nutrition-in-the-First-1000
https://publications.aap.org/pediatrics/article/141/2/e20173716/38085/Advocacy-for-Improving-Nutrition-in-the-First-1000
https://apps.who.int/nutrition/publications/infantfeeding/WHO_NHD_01.09/en/index.html
https://apps.who.int/nutrition/publications/infantfeeding/WHO_NHD_01.09/en/index.html
http://doi.wiley.com/10.1002/14651858.CD003517
http://doi.wiley.com/10.1002/14651858.CD003517
http://www.ncbi.nlm.nih.gov/pubmed/8807040
http://www.ncbi.nlm.nih.gov/pubmed/8807040


Page 10 of 10Sithamparapillai et al. BMC Pediatrics          (2022) 22:190 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

breastfeeding to 6 months of age does not impact the growth of rural 
gambian infants. J Nutr. 2017;147(2):248–55. Available from: https://​acade​
mic.​oup.​com/​jn/​artic​le/​147/2/​248-​255/​45850​35. Cited 2020 Nov 12.

	11.	 Rehman AM, Gladstone BP, Verghese VP, Muliyil J, Jaffar S, Kang G. Chronic 
growth faltering amongst a birth cohort of Indian children begins 
prior to weaning and is highly prevalent at three years of age. Nutr J. 
2009;8(1):44. Available from: http://​www.​nutri​tionj.​com/​conte​nt/8/​1/​44.

	12.	 Bzikowska A, Czerwonogrodzka-Senczyna A, Weker H, Wesołowska A. 
Correlation between human milk composition and maternal nutritional 
status. Rocz Państwowego Zakładu Hig. 2018;69(4):363–7. Available from: 
http://​wydaw​nictwa.​pzh.​gov.​pl/​roczn​iki_​pzh/​downl​oad-​artic​le?​id=​1258. 
Cited 2022 Jan 1.

	13.	 Daniel AI, Shama S, Ismail S, Bourdon C, Kiss A, Mwangome M, et al. 
Maternal BMI is positively associated with human milk fat: a systematic 
review and meta-regression analysis. Am J Clin Nutr. 2021;113(4):1009–22. 
Available from: https://​acade​mic.​oup.​com/​ajcn/​artic​le/​113/4/​1009/​61558​
50. Cited 2022 Jan 1.

	14.	 Daniels L, Gibson RS, Diana A, Haszard JJ, Rahmannia S, Luftimas DE, et al. 
Micronutrient intakes of lactating mothers and their association with 
breast milk concentrations and micronutrient adequacy of exclusively 
breastfed Indonesian infants. Am J Clin Nutr. 2019;110(2):391–400. Avail-
able from: https://​acade​mic.​oup.​com/​ajcn/​artic​le/​110/2/​391/​55099​14. 
Cited 2022 Jan 10.

	15.	 Statistics H ministry D of census &. Sri Lanka DHS 2016. Demogr Heal Surv 
Sri Lanka. 2016. Available from: http://​www.​stati​stics.​gov.​lk/​Health/​Stati​
calIn​forma​tion/​Demog​raphi​cAndH​ealth​Survey-​2016F​ullRe​port

	16.	 Household Income and Expenditure Survey-2016 Final Results. 2017. 
Available from: http://​www.​stati​stics.​gov.​lk/​Resou​rce/​en/​Incom​eAndE​
xpend​iture/​House​holdI​ncome​andEx​pendi​tureS​urvey​2016F​inalR​esults.​
pdf. Cited 2022 Jan 7.

	17.	 Lohman TG. 1940-, Roche AF, 1921-, Martorell R, 1947-. Anthropometric 
standardization reference manual: Human Kinetics Books; 1988.

	18.	 Samaranayake D, Lanerolle P, Waidyatilaka I, de Lanerolle-Dias M, Hills 
AP, Wickremasinghe AR, et al. Association between early weight gain 
and later adiposity in Sri Lankan adolescents. J Dev Orig Health Dis. 
2021;12(2):250–9. Available from: https://​www.​cambr​idge.​org/​core/​
produ​ct/​ident​ifier/​S2040​17442​00003​31/​type/​journ​al_​artic​le.

	19.	 Maleta K, Virtanen S, Espo M, Kulmala T, Ashorn P. Timing of growth 
faltering in rural Malawi. Arch Dis Child. 2003;88(7):574–8. Available from: 
http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​12818​899. Cited 2019 Jun 29.

	20.	 McCuskee S, Garchitorena A, Miller AC, Hall L, Ouenzar MA, Rabeza VR, 
et al. Child malnutrition in Ifanadiana district, Madagascar: associated fac-
tors and timing of growth faltering ahead of a health system strengthen-
ing intervention. Glob Health Action. 2018;11(1):1452357 https://​www.​
tandf​online.​com/​doi/​full/​10.​1080/​16549​716.​2018.​14523​57.

	21.	 Family Health Bureau. Guidelines on Infant and Young Child feeding for Sri 
Lanka. Available from: https://​medic​ine.​kln.​ac.​lk/​depts/​publi​cheal​th/​Fixed_​
Learn​ing/​Nutri​tion/​Guide​lines.

	22.	 Reilly JJ, Ashworth S, Wells JCK. Metabolisable energy consumption in the 
exclusively breast-fed infant aged 3–6 months from the developed world: 
a systematic review. Br J Nutr. 2005;94(1):56–63.  Available from: https://​
pubmed.​ncbi.​nlm.​nih.​gov/​16115​333/. Cited 2020 Nov 14.

	23	 Reilly JJ, Wells JCK. Duration of exclusive breast-feeding: introduction of 
complementary feeding may be necessary before 6 months of age. Br J 
Nutr. 2005;94(6):869–72. Available from: https://​doi.​org/​10.​1079/​BJN20​
051601. Cited 2020 Nov 14.

	24.	 English LK, Obbagy JE, Wong YP, Butte NF, Dewey KG, Fox MK, et al. 
Timing of introduction of complementary foods and beverages and 
growth, size, and body composition: a systematic review. Am J Clin Nutri. 
2019;109:935S-955S https://​acade​mic.​oup.​com/​ajcn/​artic​le/​109/​Suppl​
ement_1/​935S/​54566​92. Oxford University Press. Cited 2020 Nov 11.

	25.	 Lanigan JA, Bishop J, Kimber AC, Morgan J. Systematic review concerning 
the age of introduction of complementary foods to the healthy full-term 
infant. Eur J Clin Nutr. 2001;55(5):309–20. Available from: http://​www.​
nature.​com/​artic​les/​16011​68. Cited 2020 Nov 14.

	26.	 Dewey KG, Cohen RJ, Brown KH, Rivera LL. Age of introduction of 
complementary foods and growth of term, low- birth-weight, breast-fed 
infants: a randomized intervention study in Honduras. Am J Clin Nutr. 
1999;69(4):679–86.

	27.	 Qasem W, Fenton T, Friel J. Age of introduction of first complementary feed-
ing for infants: a systematic review. BMC Pediatr. 2015;15(1):107. Available 
from: https://​pubmed.​ncbi.​nlm.​nih.​gov/​26328​549/. Cited 2020 Nov 19.

	28.	 Dewey KG, Cohen RJ, Rivera LL, Brown KH. Effects of age of introduction 
of complementary foods on iron status of breast-fed infants in Honduras. 
Am J Clin Nutr. 1998;67(5):878–84. Available from: https://​acade​mic.​oup.​
com/​ajcn/​artic​le/​67/5/​878/​46661​66. Cited 2019 Jun 29.

	29.	 MRI. National Nutrition Survey of Lactating Women in Sri Lanka. 2017. 
Available from: http://​mater​nalnu​triti​onsou​thasia.​com/​wp-​conte​nt/​
uploa​ds/​natio​nal-​nutri​tion-​survey-​of-​lacta​ting-​women.​pdf.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://academic.oup.com/jn/article/147/2/248-255/4585035
https://academic.oup.com/jn/article/147/2/248-255/4585035
http://www.nutritionj.com/content/8/1/44
http://wydawnictwa.pzh.gov.pl/roczniki_pzh/download-article?id=1258
https://academic.oup.com/ajcn/article/113/4/1009/6155850
https://academic.oup.com/ajcn/article/113/4/1009/6155850
https://academic.oup.com/ajcn/article/110/2/391/5509914
http://www.statistics.gov.lk/Health/StaticalInformation/DemographicAndHealthSurvey-2016FullReport
http://www.statistics.gov.lk/Health/StaticalInformation/DemographicAndHealthSurvey-2016FullReport
http://www.statistics.gov.lk/Resource/en/IncomeAndExpenditure/HouseholdIncomeandExpenditureSurvey2016FinalResults.pdf
http://www.statistics.gov.lk/Resource/en/IncomeAndExpenditure/HouseholdIncomeandExpenditureSurvey2016FinalResults.pdf
http://www.statistics.gov.lk/Resource/en/IncomeAndExpenditure/HouseholdIncomeandExpenditureSurvey2016FinalResults.pdf
https://www.cambridge.org/core/product/identifier/S2040174420000331/type/journal_article
https://www.cambridge.org/core/product/identifier/S2040174420000331/type/journal_article
http://www.ncbi.nlm.nih.gov/pubmed/12818899
https://www.tandfonline.com/doi/full/10.1080/16549716.2018.1452357
https://www.tandfonline.com/doi/full/10.1080/16549716.2018.1452357
https://medicine.kln.ac.lk/depts/publichealth/Fixed_Learning/Nutrition/Guidelines
https://medicine.kln.ac.lk/depts/publichealth/Fixed_Learning/Nutrition/Guidelines
https://pubmed.ncbi.nlm.nih.gov/16115333/
https://pubmed.ncbi.nlm.nih.gov/16115333/
https://doi.org/10.1079/BJN20051601
https://doi.org/10.1079/BJN20051601
https://academic.oup.com/ajcn/article/109/Supplement_1/935S/5456692
https://academic.oup.com/ajcn/article/109/Supplement_1/935S/5456692
http://www.nature.com/articles/1601168
http://www.nature.com/articles/1601168
https://pubmed.ncbi.nlm.nih.gov/26328549/
https://academic.oup.com/ajcn/article/67/5/878/4666166
https://academic.oup.com/ajcn/article/67/5/878/4666166
http://maternalnutritionsouthasia.com/wp-content/uploads/national-nutrition-survey-of-lactating-women.pdf
http://maternalnutritionsouthasia.com/wp-content/uploads/national-nutrition-survey-of-lactating-women.pdf

	Timing and pattern of growth faltering in children up-to 18 months of age and the associated feeding practices in an urban setting of Sri Lanka
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Participants
	Data collection
	Analysis

	Results
	Current nutritional status
	Onset and pattern of growth faltering
	Breastfeeding practices
	Complementary feeding practices
	Complementary feeding introduced before 6 months

	Discussion
	Conclusions
	Acknowledgements
	References


