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Abstract: Sub-optimal nutrition among South Asian (SA) children living in high-income countries is
a significant problem. High rates of obesity have been observed in this population, and differential
complementary feeding practices (CFP) have been highlighted as a key influence. Our aim was to
undertake a systematic review of studies assessing CFP in children under two years of age from
SA communities living in high-income countries, including dietary diversity, timing, frequency and
promotors/barriers. Searches covered January 1990–July 2018 using MEDLINE, EMBASE, Global
Health, Web of Science, BanglaJOL, OVID Maternity and Infant Care, CINAHL, Cochrane Library,
POPLINE and World Health Organisation (WHO) Global Health Library. Eligible studies were
primary research on CFP in SA children aged 0–2 years. Search terms were “children”, “feeding”
and “South Asian”, and derivatives. Quality appraisal used the Evidence for Policy and Practice
Information (EPPI) Weight of Evidence scoring. From 50,713 studies, 13 were extracted with ten
from the UK, and one each from the USA, Canada and Singapore. Sub-optimal CFP were found
in all studies. All ten studies investigating timing reported complementary feeding (CF) being
commenced before six months. Promoters/barriers influencing CFP included income, lack of
knowledge, and incorrect advice. This is the first systematic review to evaluate CFP in SA children
living in high-income countries and these findings should inform the development of effective
interventions for SA infants in these settings.

Keywords: infant; diet; child; nutrition; complementary feeding; high-income countries

1. Introduction

The World Health Organisation (WHO) defines complementary feeding (CF) as “the process
starting when breast milk alone is no longer sufficient to meet the nutritional requirements of
infants, and therefore other foods and liquids are needed” [1]. CF therefore focuses on bridging
the gradual transition from exclusive breastfeeding to solid foods eaten alongside the whole family in
conjunction with breastfeeding. The WHO Infant and Young Children Feeding (IYCF) guidelines, an
internationally ratified framework adopted in most high-income countries, state that infants should
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be exclusively breastfed for the first six months of life to achieve optimal growth, development and
health [1]. Thereafter, infants should receive safe and nutritionally adequate complementary foods
while breastfeeding continues up to 24 months or beyond. The IYCF guidelines, whilst recommended
for high-, middle- and low-income countries, have a major focus towards middle- and low-income
countries, including South Asian (SA) countries, such as India, Pakistan, and Bangladesh [2].

Despite clear guidelines, inappropriate complementary feeding practices (CFP) are common
even amongst those with knowledge of guidelines [3], and have been linked to childhood obesity
and malnutrition [4]. A 2016 meta-analysis reported that early complementary feeding <4 months is
associated with an increased risk of being overweight (Relative Risk (RR) 1.18) and being obese (RR
1.33) in childhood [5]. In 2016, 18.4% of children in high-income countries were overweight, and 13.6%
were obese [6]. The problem of obesity is particularly prevalent amongst children of South Asian (SA)
origin living in high-income countries. In a 2011 report on childhood obesity, fewer White British
children aged 4–5 years were obese (9.6%) compared to Bangladeshi (15.1%), Pakistani (11.8%), and
Indian (9.7%) children, with CFP highlighted as an influencing factor [7]. Childhood obesity in these
children is linked to an increased risk of early onset type 2 diabetes, a disease which South Asians are
already more susceptible to [8].

In addition to obesity, inappropriate nutrition can result in dental caries, micronutrient deficiency
and also low weight gain. South Asian infants in high-income countries have been reported as having
a higher prevalence of caries compared to white infants [9,10]. In a 2011 report, SA infants had lower
intakes of iron, sodium, thiamine, and magnesium relative to white infants, amongst other dietary
differences [11].

These risks present a clear opportunity for public health interventions. When CFPs are adhered to
correctly, there are reduced rates of malnutrition and better infant growth [12]. Existing interventions
include the UNICEF and WHO “Global Breastfeeding Advocacy Initiative,” involving health visitors,
midwives, the provision of audio tapes, written postnatal information and the bolstering intrinsic
motivation amongst South Asian (SA) families [13–15].

We therefore aimed to review CFP in line with WHO IYCF guidelines for SA families residing in
high-income countries. As part of the same project, we simultaneously reviewed CF practices for SAs
in India, Pakistan, and Bangladesh, with these countries being the most populous SA countries; these
three reviews are published elsewhere [16–18].

2. Materials and Methods

A protocol for this review was registered on PROSPERO, Registration No: CRD42014014025.

2.1. Eligibility Criteria

Studies were included if they met the following criteria:

• Participants: Children aged 0–2 years of SA descent living in high-income countries according to
World Bank definitions [19].

• Outcomes: Adequacy of CF (based on minimum dietary diversity and meal frequency), timing of
introduction of CF and barriers/promoters to incorporating WHO-recommended CFP

• Language: Studies published in English, or with translation available
• Year: Published from 1990–2018

All study types (qualitative, quantitative or mixed) were included to ensure the diversity
of evidence was captured. We excluded studies solely focusing on exclusive breastfeeding and
interventional studies.

Although various other CF guidelines are referenced in high-income countries, such as
the European Society for Paediatric Gastroenterology Hepatology and Nutrition (ESPGHAN)
guidelines [20], the IYCF guidelines were chosen to frame the review in order to enable consistent
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comparison between high- and middle- or low-income countries, and also because many high-income
countries use these guidelines as a basis for their own country-specific advice [21–23].

2.2. WHO IYCF Definitions of Adequate Complementary Feeding

Adequacy regarding the introduction of CF is assessed on the proportion of infants aged 6–8
months who receive solid, semi-solid or soft foods.

Minimum dietary diversity is assessed by the proportion of children 6–23 months of age who
receive foods from four or more food groups. The seven WHO IYCF recommended food groups consist
of [21];

(1) Grains, roots and tubers
(2) Legumes and nuts
(3) Dairy products (e.g., milk, yoghurt, cheese)
(4) Flesh foods (e.g., meat, fish, poultry, and liver/organ meats)
(5) Eggs
(6) Vitamin A rich fruits and vegetables
(7) Other fruits and vegetables

Infants who receive at least four of the seven food groups on a given day are defined as having a
diet that meets the minimum recommended level of dietary diversity.

Minimum meal frequency is assessed by the proportion of infants 6–23 months of age who receive
solid, semi-solid, or soft foods according to the IYCF recommended minimum number of feeds per day.
This is two times a day for breastfed infants 6–8 months old, three times a day for breastfed infants
9–23 months old, and four times a day for non-breastfed infants 6–23 months old [21].

2.3. Information Sources

A search strategy was devised to search the following databases: MEDLINE, BanglaJOL, Embase,
Global Health, Web of Science, OVID Maternity and Infant Care, The Cochrane Library, POPLINE
and WHO Global Health Library. Searches were originally conducted in December 2014 and
updated twice, in June 2016 and July 2018. Members of electronic networks on @jiscmail.ac.uk,
including minority-ethnic-health and networks (e.g., The South Asian Health Foundation) were
contacted to request any additional or unpublished material. Bibliographies of included articles
were hand-searched.

2.4. Search Strategy

The search strategy included terms for “feeding”, “South Asian” and “children”. The search
strings used for MEDLINE were:

Term 1: Children < 2 years
Infant OR Baby OR Babies OR Toddler OR Newborn OR Neonat * OR Child OR Preschool OR

Nursery school OR Kid OR Pediatri * OR Minors OR Boy OR Girl
Term 2: Feeding
Nutritional Physiological Phenomena OR Food OR Feeding behavior OR Feed OR Nutrition OR

Wean OR fortif * OR Milk
Term 3: South Asian
Ethni * OR India * OR Pakista * OR Banglades * OR Sri Lanka OR Islam OR Hinduism OR Muslim

OR Indian subcontinent OR South Asia
Use of ‘*’ indicates that the word acts as a stem.
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2.5. Study Selection and Data Extraction

In total, 50,713 titles and abstracts were screened against inclusion criteria by two independent
reviewers, with conflicts resolved by discussion. In total, 49,735 titles and abstracts were excluded. This
left 978 potentially eligible full text articles, which were independently reviewed by two researchers.
One hundred and thirty-nine full text articles were ultimately extracted, of which 13 were relevant to
high-income countries and the remainder relevant to India, Bangladesh and Pakistan [16–18].

Data was extracted initially by a single reviewer and validated by a second using a piloted
modified worksheet including: Country of study; study type; study year; study objectives; population
studied, eligibility criteria and illness diagnosis; study design; ethical approval; sampling; data
collection and analysis; feeding behaviours; adequacy of CFP; timing of initiation of CF; weight of
evidence. Some studies utilised different classification categories from the WHO IYCF guidelines
(e.g., when assessing commencement of CF, their age range classifications overlapped with the IYCF
categories) and they were classified into multiple IYCF categories as appropriate.

2.6. Result Synthesis

To standardise study classifications, the formal definitions below were utilised and applied:

(1) Cohort study; An observational study in which a group of patients are followed over time. These
may be prospective or retrospective.

(2) Cross sectional study; An observational study that examines the relationship between
health-related characteristics and other variables of interest in a defined population at one
particular time.

(3) Mixed methods; A study that combines both quantitative and qualitative methodology.

In view of the considerable heterogeneity of methodology and outcomes, a narrative approach to
synthesis was utilised using guidance developed from the University of York Centre for Reviews and
Dissemination (CRD) and the Economic and Social Research Council (ESRC) [24–27].

The evidence reviewed is presented as a narrative report with results broadly categorised
following IYFP indicators on (1) adequacy of CFP comprising of dietary diversity, meal frequency,
timing of introduction of CFP, consumption of iron-rich foods and sources of advice for feeding, and
(2) barriers/promoters influencing CFP.

Barriers were defined as impediments to achieving correct CF whilst promoters were defined as
supporters to achieving correct CFP. These were subcategorised into factors influencing at the family
(e.g., family members), and organisational level (e.g., health care providers, hospitals, political bodies).

2.7. Quality Assurance

The Centre for Reviews and Dissemination (CRD) guidance emphasises the importance of using a
structured approach to quality assessment when assessing descriptive or qualitative studies. However,
it acknowledges the lack of consensus on the definition of poor quality with some arguing that using
rigid quality criteria lead to the unnecessary exclusion of papers.

In our review, the Evidence for Policy and Practice Information and Co-ordinating Centre
(EPPI-Centre) Weight of Evidence Framework was used to allow objective judgements about each
study’s value in answering the review question [28]. It examines three study aspects: Quality of
Methodology, Relevance of Methodology and Relevance of Evidence to the Review Question and
categorises them to Low, Medium or High. An average of these weightings establishes the Overall
Weight of Evidence of a study. Studies with an Overall Weight of Evidence of Low were to be included
in the table of included studies, but not discussed further within the results and discussion. This
assessment was performed by two independent reviewers, with arbitration where required.
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3. Results

Of the 50,713 studies identified, 13 studies focusing on CFP in SA families in high-income countries
were included in this systematic review. The study selection process is denoted in Figure 1.
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Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow
diagram—study selection process. CF, complementary feeding; CFP, complementary feeding practices;
BF, breastfeeding; FT, full text.

3.1. Study and Participant Characteristics

These 13 studies consisted of eight cohort and five cross-sectional studies. Ten studies took
place in the United Kingdom, and one each in the United States, Canada and Singapore. In total, the
listed study populations incorporated 1559 infants, 1878 mothers or parents, 1834 families, and 320
mother-child pairs included across the 13 studies.

Table 1 presents the “Weight of Evidence” (WOE) awarded to each of the studies. Eight studies
received a WOE rating of Medium, and five a WOE rating of High. Table 2 denotes a summary of the
evidence across all included studies.
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Table 1. Weight of evidence awarded to each study.

Author

Weight of Evidence A Weight of Evidence B Weight of Evidence C Weight of Evidence D

Quality of Methodology: The
Accuracy, Coherency and

Transparency of Evidence.

Relevance of Methodology: The
Appropriateness of the

Methodology for Answering the
Review Question.

Relevance of Evidence to the
Review Question: The Relevance
of the Focus of the Evidence for

Answering the Review Question.

Overall Weight of Evidence:
Overall Assessment of the
Extent to which the Study

Provides Evidence to Answer
the Review Question.

Condon et al. (2003) [29] High Medium Medium Medium
Duggan et al. (1992) [30] High Medium Medium Medium
Dykes et al. (2002) [31] High Medium Low Medium

Griffiths et al. (2007) [32] High High Medium High
Kannan et al. (1999) [33] Medium Medium High Medium
Moore et al. (2013) [34] High Medium Medium Medium
Sahota et al. (2015) [35] High High High High

Santorelli et al. (2014) [36] Medium Medium Medium Medium
Sarwar et al. (2002) [37] High High High High
Stearns et al. (2017) [38] High Medium Medium Medium

Thomas and Avery (1997) [39] Medium High High High
Toh et al. (2016) [40] High High High High

Williams and Sahota (1990) [41] Medium Low Medium Medium
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Table 2. Summary of included studies.

Author Study Title Study Type Location Population Sample Size Diversity Timing Frequency Advice Factors

Studies from the United Kingdom

Condon et al.
(2003) [29]

Cultural
influences on
breastfeeding
and weaning

Cross-
sectional Bristol, UK

Natural
mothers,

singleton birth,
who had

breastfed in the
last year from

Pakistani,
Bangladeshi,
Somali and

Afro-Caribbean
background.

75 (26 in focus
group (17 SA),

49 in phone
survey (13 SA)

Egg custard and
tinned baby food
were mentioned
by a Bangladeshi

focus group.

At 12 weeks
complementary

feeding (CF)
had been

commenced by
29% of black

and 7% white
mothers, 0% of
Asians. By 16
weeks; 43% of
Asians, 89%

black and 90%
white mothers.

/

Healthcare
professionals,

family
members,

religious texts,
and British

custom were
mentioned.

Weaning began at
four months as it
was believed this
was in accordance

with healthcare
professional

(HCP) advice.

Duggan et al.
(1992) [30]

The weaning
diet of

healthy Asian
children
living in

Sheffield. 1.
The level and
composition
of the diet in
children from

4 to 40
months of age

Cross-
sectional

Sheffield,
UK

Healthy Asian
weanlings aged

4–40 months
and living in

Sheffield

120 Asian
children (72%

born in
Pakistan, 18% in

Bangladesh,
10% in Britain)

Meat, fish,
commercial baby
foods, and fruit

juices were
described as being
amongst foods for

CF.

74%
commenced

weaning before
six months of

age.

/ / /

Dykes et al.
(2002) [31]

Socio-economic
and ethnic

influences on
infant feeding

practices
related to oral

health

Cohort UK

Families with
babies of

Bangladeshi,
Indian,

Pakistani or
White origin.

Secondary
analysis of

Thomas and
Avery [39]

2382 families
(764 Indian, 593
Pakistani, 477
Bangladeshi,
548 White)

Described
addition of sugar
and sugary foods

to the bottle at
nine months,

including sugar,
honey, rusks,

chocolate powder,
and biscuits; 19.8%

of Bangladeshi
mothers did so,

compared to
10.7% (Pakistani),

6.6% (Indian),
6.9% (White).

/ / /

Education–
Pakistani mothers

who were in
education up to 18

years were
significantly less

likely to
supplement
drinks with

sugary foods
(11.8% vs. 5.3%, p

< 0.05 in those
who left <18). Low

income families
were more likely

to supplement
with sugary foods.
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Table 2. Cont.

Griffiths et al.
(2007) [32]

Do early
infant feeding
practices vary
by maternal

ethnic group?

Cohort England,
UK

Natural
mothers of
singleton

infants across
England

18,150 (11,286 in
England, of
which 452
Indian, 857

Pakistani, 249
Bangladeshi)

/

Indian, Pakistani
and Bangladeshi

mothers were less
likely to introduce
solids early at <4

months (17%, 12%,
14% respectively)

compared to 37% of
white mothers.

Figure 1 illustrates
that close to 100% of

mothers had
introduced solids by

six months.

/ / /

Moore et al.
(2013) [34]

Influence of
weaning

timing advice
and

associated
weaning

behaviours in
a survey of
black and
minority

ethnic groups
in the UK

Cross-
sectional

London,
UK

Parents/carers
recruited from

London
boroughs with a
high percentage

BME
population

349 (120 South
Asian, 107 Black

African, 54
Black

Caribbean, 64
Black

mixed-race)

/

100% of SA parents
had commenced

weaning at 29 weeks,
87% by 26 weeks,
37% by 22 weeks.

The mean weaning
age for SAs was 23

weeks. The mean for
Black Caribbean was
21.1 weeks and was

20.9 for Black
African.

/

76% received
advice from a
health visitor.
Other sources
named as the

most influential
source included

mother/
grandmother,

the internet, GP,
friends, internet,

and books.

Health visitor advice
was associated with
a later weaning age.

Having a good
understanding of the

Department of
Health weaning
guidelines was

associated with later
weaning (p < 0.001).

Sahota et al.
(2015) [35]

Ethnic
differences in
dietary intake
at age 12 and

18 months:
the Born in

Bradford 1000
Study

Cohort Bradford,
UK

Children aged
12–18 months

1259 (473 White
British, 613

Pakistani, 89
Other South

Asian, 84 Other)

At 12 months,
Pakistani infants
consumed more

commercial sweet baby
meals per week (Odds
Ratio (OR) 1.90), more
chips/roast potatoes

(OR 2.79), more
sugar-sweetened

drinks (OR 1.68), more
fruit (OR 2.20), more
pure fruit juice (OR
1.87), less processed
meat products (OR

0.11), less commercial
savoury baby meals
(OR 0.59) than White

British infants.

/ / / /
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Table 2. Cont.

Santorelli et al.
(2014) [36]

Ethnic
differences in
infant feeding
practices and

their
relationship

with BMI at 3
years of age

–results from
the born in
Bradford

birth cohort
study

Cohort Bradford,
UK

Children from
birth to three
years of age

1326 (507 White
British, 646

Pakistani, 91
Other SA, 82

Other)

Various food groups were
assessed; including

non-sweetened solid foods,
sweetened solid foods,

sweetened and
non-sweetened drinks.

Sweetened foods were more
frequently used as first CF
by Pakistani mothers (RR
1.17) compared to White

British mothers.

Pakistani (RR 0.88)
and Other South

Asian mothers (RR
0.82) were less likely
to start CF early (<17
weeks) than White
British groups; 21%

of Pakistani mothers
did so compared to
White British (37%).
Pakistani and Other
South Asian mothers
commenced CF at a

mean of 20–22
weeks.

/ / /

Sarwar (2002)
[37]

Infant feeding
practices of
Pakistani

mothers in
England and

Pakistan

Cross-
sectional

Nottingham
(UK) and

Mian
Channu

(Pakistan)

Mothers of
weaning aged
children aged
3–12 months

90 (45 in
England and 45

in Pakistan)

Pakistani mothers in
England most commonly

use rice as a first food (55%),
followed by sweet

convenience food (40%),
cereal (33%), eggs (26%),

savoury convenience (19%),
fruit (12%), vegetables and
meat (7% each). At the time

of the study sweet
convenience food and

vegetables (45% each) were
most commonly eaten.

40% of Pakistani
mothers vs. 49% UK
mothers commenced

weaning between
three and four

months; 26% of
mothers in Pakistani
and 15% in UK did
not start to wean
until after seven

months.

/

Family and
friends, in-laws,

health
professionals.

Familial pressure
was present with

sometimes
conflicting advice,
some mothers had

lack of confidence in
advice given by

HCPs. Mothers were
given booklets in

English and Urdu in
Nottingham and
audio tapes were

desired.

Thomas and
Avery (1997)

[39]

Infant feeding
in Asian
families

Cohort England,
UK

Families with
babies of

Bangladeshi,
Indian,

Pakistani or
White origin.

2382 families
(764 Indian, 593
Pakistani, 477
Bangladeshi,
548 White)

Foods used for CF were
described from all groups
although Vitamin A-rich

fruits and vegetables were
not separately investigated.
Foods used included Rusk,

rice cereal, bread, pasta,
rice, meat dishes,

vegetables, egg or dairy,
fresh fruit, desserts, sweets,
chocolate, beef, poultry, fish,

vegetables, potatoes,
yoghurt. The most common

food on day before nine
months interview for each

group was dessert (50%
Bangladeshi), fruit (48%

Pakistani), non-rice cereal
(63% Indian), non-rice

cereal (82% white).

At nine months,
100% of

Bangladeshi/
Pakistani/Indian

mothers had
introduced CF. At six
weeks, it was 1% for
all groups; at three
months, it was 72%,

73%, and 70%
respectively; at six
months, 99%, 98%,

and 99%
respectively.

Among Bangladeshi,
Pakistani and Indian

mothers, at three
months, 8%, 7%, and
6% were giving three

meals a day; at six
months, 59%, 61%,
and 75%; at nine

months, 83%, 85%,
and 93%; at 12

months, 97%, 98%,
and 99%; at 15
months, 100%.

Listed advice
providers

included baby
food company,
health clinic,
health visitor,

hospital, doctor’s
surgery, family

and friends,
mother in law,

books/magazines/
leaflets, public

services.

The survey
examined beliefs on

CF and lack of
knowledge was

evident in a high
proportion of cases.
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Table 2. Cont.

Williams and
Sahota (1990)

[41]

An enquiry
into the

attitudes of
Muslim
Asian

mothers
regarding

infant feeding
practices and
dental health

Cross-
sectional Leeds, UK

First generation
Muslim Asian

mothers; Half of
the mothers

originated from
the Sylhet
Region of

Bangladesh,
and half from

Mirpur in
Pakistan.

100 Muslim
Asian mothers

(50 Bangladeshi
origin, 50
Pakistani

origin)

Listed drinks at
three months

included Ribena,
orange juice, water,

juices, delrosa
(rosehip syrup),

Gripe water. Energy
sources considered
suitable included
‘fish, meat, eggs,
soup, vegetables,

butter, honey’
Apples and oranges

were most frequently
mentioned daily

fruits.

By three months,
various non-milk
drinks were being

given; 15% described
giving extra

sweeteners, such as
honey and rusks.

Midwives, health
visitors, television,
friends, mother in

law, extended
family.

Barriers
included

inadequate
knowledge and
incorrect advice

from a health
visitor; a

promoter was
advice from a

doctor.

Studies from the United States

Kannan et al.
(1999) [33]

Infant feeding
practices of

Anglo
American
and Asian

Indian
American
mothers

Cohort USA

Mothers of
Anglo-

American and
Asian-Indian

American
children

50 mothers (25
Anglo-American,
25 Asian-Indian

American)

Foods included
cereal, juice, fruits,
vegetables, meat;
rice and banana

kheer, potato
podimas, dhal laddu,

rice khitchri, idli,
chappati, bengal

gram sundal.
Asian-Indian
mothers most

frequently used
iron-fortified rice

cereal in the first six
months.

Mean age of
introduction by
Asian-Indian
American vs.

Anglo-American
mothers of various

foods: Cereal (3.1 vs.
4.2 months), fruit

(3.1 vs. 4.6), juice (2.3
vs. 3.6), vegetables
(3.6 vs. 5.3), meat

(6.3 vs. 7.2).

Sources were
family network,

HCPs,
paediatricians,
literature, and
grandmothers.

For Asian-Indian
mothers

grandmothers
were primary

source for first six
months.

Studies from Canada

Stearns et al.
(2017) [38]

Ethnic and
diet-related

differences in
the healthy

infant
microbiome

Cohort

Brampton
and Peel
region of
Ontario,
Canada

Mother-child
pairs from the
South Asian
Birth Cohort

(START-Canada).

182 South Asian
and 173 White

Caucasian
mother-child

pairs

88.33% of SA infants
commenced feeding

with solids at 3–6
months of age,

followed by 9.44% at
6–9 months, and
1.11% each at 0–3
months or 9–12

months.
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Table 2. Cont.

Studies from Singapore

Toh et al.
(2016) [40]

Infant Feeding
Practices in a
Multi-Ethnic
Asian Cohort:
The GUSTO

Study

Cohort Singapore

Indian-origin
infant-mother

dyads recruited
from the

Singapore
National

University
Hospital and
KK Women’s

and Children’s
Hospital.

842 mother-
infant dyads
(510 Chinese,

194 Malay, 138
Indian)

For Indian infants, first
food was most commonly

rice cereal (42.0%)
followed by non-rice

cereal (16.7%), rice
porridge (13.0%), fruit

puree (11.6%), vegetable
puree (5.8%), rice (4.3%),

baby biscuit (2.2%),
others (3.6%), not

answered (0.7%). Indian
infants were significantly
(p < 0.001) more likely to
have oil added to their
foods than Chinese and
Malay counterparts at 9
and 12 months of age.

The majority of
Indian infants

received their first
foods at 24–31 weeks
(58.7%) followed by
16–23 weeks (34.1%),
≤15 weeks (4.3%),

and ≥32 weeks
(2.9%). The time of
24–31 weeks was

also most common
for Chinese infants
(63.7%) and Malay

infants (46.4%).

Main food
decision maker

was mother
(78.3%),

grandparent
(13.0%). Others

(8.7%) comprised
of father,

secondary
caregiver, shared

responsibility, and
not reported.
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3.2. Adequacy of Complementary Feeding

As per the WHO IYCF indicators, adequacy of CFP is assessed according to minimum dietary
diversity (MDD), meal frequency and timing of introducing CFP. These are detailed below with a
further section discussing advice providers.

3.3. Dietary Diversity

Table 3 summarises all complementary foods groups identified from the studies categorised
according to the WHO IYCF food groups. Overall, nine of the 13 studies reported food or types of
food used for CF. Minimum dietary diversity is assessed by the proportion of children 6–23 months of
age who receive foods from four or more food groups; formal dietary diversity using this definition of
minimum dietary diversity was not calculated by any study.

Table 3. Foods utilised for CF categorised into World Health Organisation (WHO) food groups.

Food Type Study Reference

Grains, roots and tubers 5 studies-[33,35,37,39,40]
Legumes and nuts 2 studies-[33,39]

Flesh foods (e.g., meat, fish, poultry and liver/organ meats) 6 studies-[30,33,35,37,39,41]
Dairy products (e.g., milk, yogurt, cheese) 6 studies-[29,33,35,37,39,41]

Eggs 3 studies-[37,39,41]
Vitamin A-rich fruit and vegetables Not specified

Other fruit and vegetables 6 studies-[33,35,37,39–41]

The most popularly reported complementary food groups were “fruit and vegetables”, “flesh
foods”, and “dairy products”, which were each identified by six of nine studies. Five studies reported
“grains, roots and tubers” being used for CF, three studies “eggs”, and two studies “legumes and
nuts”. None of the studies specifically identified or investigated intake of “Vitamin A-rich Fruit and
Vegetables”, despite this being one of the IYCF categories.

Fruit and vegetables were mentioned as part of CF in six of nine studies. Thomas and Avery (WOE
= H) found that at nine months of age, fruits were given at least once a day to 32% of Bangladeshi
infants, 50% of Pakistani infants, and 48% of Indian infants in their UK-based cohort [39]. Vegetables
were provided daily for 25% of Bangladeshi infants, 13% of Pakistani infants, and 33% of Indian
infants. Toh et al. (WOE = H) reported that fruit puree was the first food for 11.6% of the Indian-origin
infants in their Singaporean cohort, with vegetable puree being the first food for 5.8% [40]. In Sarwar
(WOE = H) 12% of Pakistani mothers living in England provided fruit as a first food, and 7% used
vegetables [37].

Flesh foods were also described as part of CF in six of nine studies. Several studies specified ‘meat’
as being part of CF [30,33,37,39] or processed meat [35]. Others described fish as being given [30,39,41].
Thomas and Avery (WOE = High (H)) reported that at nine months of age, meat was eaten at least once
a day by 8% of Bangladeshi children, 10% of Pakistani children, and 19% of Indian children, compared
to 50% of White children [39]. Kannan et al. (WOE = Medium(M)) reported that the most frequent first
meat fed to Asian-Indian American infants was chicken with vegetables [33]. However, Sahota et al.
(WOE = H) found that British Pakistani infants were less likely to consume processed meat products
compared to White British counterparts at both 12 and 18 months of age [35].

Four studies highlighted the addition of high sugar products as part of CF. Santorelli et al. (WOE
= H) in the “Born in Bradford” study found a higher proportion of Pakistani (59.8%) and other SA
mothers (58.2%) utilising unrefined sweetened foods as a first food compared to 36.9% of White British
mothers [36]. Sarwar (WOE = H) found that Pakistani mothers who lived in England were more
likely to offer sweet convenience food when initiating CF compared to mothers living in Pakistan
(40% vs. 2%) and in a UK study Dykes et al. (WOE = M) reported that 19.8% of Bangladeshi mothers,
10.7% of Pakistani mothers and 6.6% of Indian mothers added sugary foods, such as sugar, honey and
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biscuits to the bottle at nine months, items that do not fit into any IYCF category [31,37]. Sahota et al.
(WOE = H) also observed that, at 12 months, British Pakistani infants were more likely to consume
sugar-sweetened drinks (adjusted odds ratio 1.68) and commercial sweet baby meals (adjusted odds
ratio 1.90) than White British infants [35]. Separately, Toh et al. (WOE = H) reported that Indian infants
living in Singapore were significantly (p < 0.001) more likely to have oil added to their foods than
Chinese and Malay infants at both 9 and 12 months of age [40].

3.4. Frequency and Timing

3.4.1. Meal Frequency

Minimum meal frequency is assessed by the proportion of infants 6–23 months of age who
receive solid, semi-solid, or soft foods according to the IYCF recommended minimum number of
feeds per day [21]. Meal frequency was analysed by Thomas and Avery (WOE = H), but not in the
other 12 studies [39]. Thomas and Avery assessed the practices of South Asian mothers living in
England, and found that for Bangladeshi, Pakistani and Indian families, the proportion of infants
consuming three meals a day steadily increased in proportion with age. Indian families were the
most likely to maintain three meals a day beyond the age of six months with 75% (Indian families)
doing so compared with 59% (Bangladeshi families) and 61% (Pakistani families). These numbers
increased at nine months to 93% compared to 83% and 85%, and at 12 months to 99% compared to 97%
and 98% [39]. By 15 months, they reported that 100% of babies consumed three meals a day across
all nationalities.

3.4.2. Timing of Introducing Complementary Feeding

Ten studies investigated timing of introduction of CF. Adequacy regarding the timed introduction
of CF is assessed on the proportion of infants aged 6–8 months who are commenced on solid,
semi-solid or soft foods. We found that CF was commenced at less than six months in all ten
studies [29,30,33,34,36–41], and also at 6–8 months in five studies [34,37–40]. No studies reported
any more than tiny minorities of CF commencing at later ages (from nine months up to two
years). An alternative classification of timing in line with the ESPGHAN guidelines is available
as Supplementary Table S1 [20].

Some of the studies reporting CF commencing before six months indicated this practice was
highly predominant. Extremely early weaning was reported in Thomas and Avery (WOE = H) who
noted that approximately 70% of SA families had begun weaning by three months, with this number
rising to 98–99% by six months [39]. In Stearns et al. (WOE = M) 88.33% of sampled SA infants living
in Canada commenced feeding with solids at 3–6 months of age, followed by 9.44% at 6–9 months,
and 1.11% each at 0–3 months or 9–12 months [38]. Moore et al. (WOE = M) found that 100% of their
sample of South Asian parents commenced weaning by 29 weeks (approximately 6.7 months), and the
mean weaning age was 23.0 weeks [34]. Toh et al. (WOE = H) found that 97.1% of Indian infants had
received their first foods before 32 weeks (7.4 months) [40].

Sarwar (WOE = H) compared practices amongst Pakistani mothers in England against Pakistani
mothers in Pakistan [37]. They found that the proportion of mothers commencing weaning between
the age of three and six months was not significantly different between families in Pakistan and those
living in England (40% vs. 49%, respectively), however, there were a higher proportion of mothers not
weaning until the age of seven months or later in Pakistan (26%), compared to in England (15%) [37].

There were mixed results when comparing practices of the South Asian population with white
and Anglo-American populations. Santorelli et al. (WOE = H) found that Pakistani mothers (20.6%)
and other SA mothers (12.1%) were less likely to introduce solid foods early at <4 months compared to
White British mothers (37.1%) [36]. Similarly, Griffiths et al. (WOE = H) found that Indian, Pakistani and
Bangladeshi mothers were less likely to introduce solids at <4 months than white mothers, with 17%,
12% and 14% doing so compared to 37% of white mothers [32]. Conversely, Kannan et al. (WOE = M),
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who compared Anglo-American and Asian-Indian American mothers, found that Anglo-American
mothers tended to start CF later [33].

3.5. Sources of Advice

Seven studies included detailed information about advice providers and decision makers.
All seven [29,33,34,37,39–41] studies reported that parents received advice from family, with
five [33,34,37,40,41] particularly specifying the role of the parent’s mother/mother-in-law. Five studies
also specified that SA parents received advice from health professionals [29,33,34,39,41].

Sarwar (WOE = H) found that the majority of mothers, both in Pakistan and Pakistani mothers
living in England, received general advice on weaning from family and friends, whose advice
sometimes differed from the evidence-based advice of professionals [37]. Kannan et al. (WOE = M)
observed that Asian-Indian American mothers identified maternal/paternal grandmothers as the
main advisor for the first six months, but made use of health professionals’ advice afterwards [33].
In Singapore, Toh et al. found grandparents were the main food decision maker for 13.0% of Indian
infants, compared to 19.8% of Chinese infants and 12.9% of Malay infants [40].

In Williams and Sahota (WOE = M), mothers reported that mothers-in-law and extended
family encouraged the use of sweetened or fruit drinks as alternatives to milk [41]. Other sources
of information self-reported by mothers in this study included midwives, health visitors and
television [41]. Moore et al. (WOE = M) found that health visitors were the most influential advice
source for 31% of SA mothers, slightly below the mother/grandmother (for 32%) [34]. Thomas and
Avery (WOE = H) also listed health professionals, family and media as sources of advice, and Condon
et al. (WOE = M) highlighted family members, health professionals, religious texts and exposure to
‘British custom’ [29,39].

3.6. Barriers and Promoters

3.6.1. Factors Associated with CFP

Table 4 summarises the factors influencing appropriate CFP. Five promoters and four barriers to
appropriate CFP were identified.

Table 4. Factors influencing CF practices.

Family Level

Promoters Study Reference Barriers Study Reference
Education 1 study-[31] Familial pressure 2 studies-[37,41]

Understanding of guidelines 1 study-[34] Incorrect knowledge 2 studies-[39,41]
Low income 1 study-[31]

Organisational Level

Promoters Study Reference Barriers Study Reference

Healthcare professionals 3 studies-[34,37,41] Interactions and advice from
healthcare professionals 3 studies-[29,37,41]

Provision of information 1 study-[37]

3.6.2. Promoters

Two studies identified promoters at a family level; these were education and understanding of
guidelines [31,34]. Three studies identified promoters at an organisational level; these were healthcare
professionals, and the provision of booklets of information [34,37,41].

Education

One study noted the positive influence of education. Dykes et al. (WOE = M) found that there
was a significant difference in the extent to which bottles were supplemented with inappropriate
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sugar/sugary foods amongst Pakistani mothers, depending on education status [31]. Only 5.3% of
those who stayed in education until at least 18 years supplemented inappropriately, compared to
11.8% of those who left before 18 years. However, there was no significant difference depending on
education status amongst Bangladeshi or Indian mothers.

Understanding of Guidelines

One study emphasised understanding of guidelines as an important promoter. Moore et al.
(WOE = M) found that having accurate understanding of weaning guidelines resulted in a statistically
significant later weaning, independent of demographic factors and sources of advice (p < 0.001) [34].
Of their sample, 66% of SA parents had an accurate understanding of the UK Department of Health
weaning guidelines to wean at or around six months.

Healthcare Professionals

Three studies noted that healthcare professionals promoted appropriate CFP. Sarwar (WOE =
H) identified that for Pakistani mothers in Nottingham, UK, health visitors and nurses conducting
home visits were the most influential healthcare professionals to give information [37]. Healthcare
professionals gave information to 95% of these mothers about when to introduce solids to the baby,
89% about which solids should be given, and 62% about how often to feed the baby. Mothers felt
that demonstrations and group discussions organised by healthcare professionals at clinics were
useful. Williams and Sahota (WOE = M) found that most of the first-generation Muslim Asian mothers
in their study would attempt to comply with a doctor’s advice where possible [41]. Moore et al.
(WOE = M) found that 85% of health visitors advised parents to commence weaning at or around six
months, compared to 46% of family members, and receiving weaning advice from a health visitor was
associated with a statistically significant later weaning age (p < 0.001) [34].

Provision of Information

One study noted the provision of information as important. Sarwar (WOE = H) noted that some
Pakistani mothers in Nottingham were given booklets written in both English and Urdu [37]. Sources
of information, such as booklets and audio tapes were seen as desirable, preferably in the mother’s
traditional language.

3.6.3. Barriers

Four studies identified barriers at a family level; these were familial pressure, incorrect knowledge,
and low income [31,37,39,41]. Three studies identified a barrier at the organisational level; the barrier
posed by bad interactions or incorrect advice from healthcare professionals [29,37,41].

Familial Pressure

Two studied noted familial influence as a barrier. Mothers were reported as receiving much of
their information about CFP from family members and feeling obliged to follow it. Sarwar (WOE = H)
found that most mothers were given advice by the family. This often conflicted with information given
by healthcare professionals, causing confusion, however some mothers still felt pressured to follow
family advice over nutritional education they had received [37]. Williams and Sahota (WOE = M) also
noted that some mothers felt pressure from mothers-in-law and therefore felt they had a lack of control
over dietary issues [41].

Knowledge

Incorrect knowledge about correct CFP was a barrier reported by two studies. Both studies
were conducted in the 1990s (1990 for Williams and Sahota, and 1997 for Thomas and Avery) [39,41].
Williams and Sahota (WOE = M) found that drinks, such as Ribena and orange juice, were being given



Nutrients 2018, 10, 1676 16 of 22

at three months by some mothers because they believed it was healthy, would provide vitamins, give
strong bones and relieve constipation [41]. Thomas and Avery (WOE = H) found that mothers were
giving drinks other than milk at nine weeks, because they believed the child was thirsty or dehydrated,
it was good for the child, or that it relieved constipation, colic, wind and hiccups [39].

Income

One study reported the barrier posed by a low income. Dykes et al. (WOE = M) completed
regression models of the effect of various factors on whether sugary foods would be added to the
bottles of infants [31]. They found that the poorest families were most likely to supplement with
inappropriate sugary foods, with the first quintile of equivalised income having an odds ratio over the
fifth quintile of between 5.14–4.86 across each of three models.

Interactions and Advice from Healthcare Professionals

Three studies reported the conduct of healthcare professionals as sometimes acting as a barrier.
Williams and Sahota (WOE = M) reported in 1990 of instances where healthcare professionals were a
barrier to good CFP [41]. Within their study, three discussion groups reported that they gave drinks
other than milk at three months because it was “recommended by the health visitor”. Some mothers
described health visitors and midwives giving contradictory information. There was also a perceived
lack of post-natal support, with two groups describing nursing staff laughing at them when they
were unable to breastfeed properly. Condon et al. (WOE = M) described in 2003 that the common
practice was for weaning to begin at four months, as it was believed this was in accordance with health
professional advice at the time [29].

Sarwar (WOE = H) described that all the mothers in their study expressed a desire for more
information from healthcare professionals [37]. Some of the mothers lacked confidence in the advice of
healthcare professionals, and some mothers had difficulty communicating due to linguistic barriers.

4. Discussion

To our knowledge, this is the first systematic review to assess CFP in SA families living in
high-income countries. In many SA families in these settings, WHO IYCF standards on minimum
dietary diversity and timing of introducing CF were not being met.

4.1. Comparison with SA Countries of Origin

Other papers published by our group as part of this project reviewed CF practices in Bangladesh,
Pakistan, and India [16–18]. As reported in this review, the most common CF food groups for SA
infants in high-income countries were “fruits and vegetables”, “flesh foods” and “dairy products”,
described by six studies each, whereas the other reviews found “Grains, roots and tubers” were most
commonly used for CF in the SA countries themselves. For example, “Grains, roots and tubers” were
reported by 26 of 27 studies investigating dietary diversity in Bangladesh [17].

Complementary feeding was reported as occurring predominantly before six months in all ten
studies that investigated timing; conversely, in Pakistan, Bangladesh and India, six to nine months was
the most common time period for the commencement of CF for each country [16–18]. Although meal
frequency was measured by only one study in this review, it was encouraging that by 15 months, 100%
of babies consumed three meals a day across all nationalities [39]. The proportion of infants meeting
minimum meal frequency (MMF) from SA countries in the concurrent reviews was variable and MMF
rates of 25% or below were common. Factors that could influence this finding may include income or
differing health service provisions.

Most of the barriers to appropriate CF reported in this review were common to those reported in
SA countries. The barriers at the family level of familial pressure, low income and incorrect knowledge
were also mentioned in Pakistan, Bangladesh and India [16–18]. The promoter statuses of education,
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good advice and good advice sources, especially from healthcare professionals, were likewise shared
by many of the studies included across all three countries.

4.2. Comparison with Non-SA Residents of High-Income Countries

Ten of the thirteen papers reviewed focused on South Asian families in the UK with little on
other high-income countries, with one study each set in the USA, Canada and Singapore. In recent
census surveys, South Asians made up 4.9% of UK population, 1.2% of the population in the USA,
4.8% of the population in Canada and at least 9% of the population in Singapore [42–45]. This limits
the generalisability of our findings to South Asian communities in other high-income countries, such
as Australia, where the SA population is at least 4% [46], but also highlights that continuing research
in these settings is important.

Studies in high-income countries have found that commencing CF before six months is also
relatively common. The largest recent study of CF across the UK was the 2010 Infant Feeding
Survey [47]. A total of 10,768 mothers provided full questionnaire responses. The introduction
of solids before six months was commonplace, with 94% having introduced solids by six months,
and 75% by five months of age, even though the UK Department of Health has advised exclusive
breastfeeding for six months since at least 2003 [48]. It was also reported that 59% of infants aged seven
months or above receiving solid foods were having at least three meals a day. The most common first
food provided to babies was baby rice, for 57%, followed by 12% using ready-made baby food [47]. A
study of 1482 infants in the US, making use of data from the 2009–2014 National Health and Nutrition
Examination Survey, found that later introduction of CF was slightly more prevalent; only 39% had
been introduced to CF by five months, compared to 55% by six months and 87% by seven months of
age [49].

4.3. Implication of Key Findings

Few studies reported CF involving legumes and nuts or eggs, particularly when compared to
practices in India, Pakistan and Bangladesh. There was a reduced intake of meat by SA infants relative
to white infants, which may well be influenced by cultural and religious restrictions that promote
vegetarianism or veganism and restrict meats, such as pork. Vegetarianism is much more prevalent
amongst South Asians than in most high-income comparison countries, with one study finding a
prevalence of 33% amongst South Asian adults compared to 2.4% of adults in the US [50]. Interestingly,
iron intake amongst Asian Indian American infants exceeded recommended dietary allowances [33,51].

No study strictly followed the IYCF categorisation of food groups as part of the analysis, and
thus it was not possible to assess intake of Vitamin-A rich fruit and vegetables. It will be important to
accurately characterise the extent to which CF is limited in diversity for this category in future studies,
because severe Vitamin A deficiency can weaken the immune system and cause anaemia and night
blindness [52]. Vitamin A deficiency amongst preschool children has been categorised as severe (>20%
prevalence) in India and Bangladesh themselves, and Moderate (10–20%) in Pakistan, but is much less
common in high-income countries [53,54].

This review found that most studies reported SA infants in high-income countries beginning
weaning early (before six months), compared to the ideal time of between 6–8 months as recommended
by the WHO IYCF guidelines; later weaning was more common in SA countries themselves. Whilst
IYCF guidelines are applicable to both high and middle-to-low income countries, they focus on the
latter [2]. However, many high-income countries also adhere to the WHO guidelines and use them as
a basis for developing their own; the UK Department of Health guidelines have recommended since
2003 and in their most recent publications that infants should be offered solid foods “from six months”
with similar food groups recommended as in the WHO IYCF guidelines [23,48,55,56]. In Canada,
exclusive breastfeeding is recommended for the first six months of life, and the American Academy of
Pediatrics recommend the same; in Australia, exclusive breastfeeding is recommended until “around”
six months [22,57,58]. However, the European Society for Paediatric Gastroenterology, Hepatology
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and Nutrition (ESPGHAN) committee recommends that “complementary feeding ( . . . ) should not be
introduced before 17 (4 months) weeks and not later than 26 weeks (end of the 6th month)”, although
“exclusive or predominant breastfeeding for approximately six months is considered a desirable
goal” [20]. The influence of other guidelines on advice delivered by health professionals may be linked
to the finding of this study that CF commencing before six months is commonplace amongst SA infants
in high-income countries, alongside the influence of since-revised guidelines in earlier-published
studies. Alongside greater penetration of WHO IYCF guidelines in South Asia, it has been suggested
that later weaning in SA countries may be related to perceptions that the water supply is less safe, and
breast milk should be relied upon [59]. This may be a concern that is less common for families residing
in high-income countries.

It will be important to complete large-scale, prospective studies that can accurately characterise
the link between inadequate complementary feeding and the development of obesity. Systematic
reviews and meta-analyses of timing have found associations between very early (<4 months) CF and
being overweight or obese in childhood [5,60]. and a UK-based study found an association between
guideline adherence regarding dietary variety and having a higher lean mass [61], but future studies
should examine the association between obesity and inadequate CF in other domains. The lack of such
studies is a limitation in the field.

Data showing that South Asian mothers are more likely to offer sweetened foods at initiation
of CF is especially relevant given the high rates of obesity and dental caries amongst South Asian
children [7,9,10,36,37]. Appropriate CF is important both in preventing undernutrition and being
overweight [62]. A review of the evidence of interventions to support appropriate CFP in minority
groups identified two studies targeting South Asian families in the UK [63]. One made use of dietary
education delivered by a link worker and reported improved nutritional practices; a second also made
use of link workers conducting home visits to offer advice, and reported that at one year 92% of
families exposed to the intervention were providing a varied diet [64,65]. Such interventions should
be considered for further development in high-income countries to optimise nutritional outcomes for
this at-risk group.

Finally, an important influencing factor for appropriate CFP is the provision of information.
Some of the earlier studies reported in this review particularly mentioned the influencing power of
information and incorrect advice from HCPs; it is hoped that the greater permeation of the WHO
IYCF and other guidelines may mean the latter is less of a problem for current families [20,21].
The influence of information supports the development of, in particular, educational interventions
to foster appropriate CFP [66,67]. Especially for first-generation immigrants, exposure to advice
from conflicting guidelines may cause uncertainty, especially given the identified role of family
members as a further source of advice. More effort should be put into targeted interventions for
at-risk individuals, especially those from low income backgrounds [68]. The provision of audio tapes
in women’s traditional language and demonstrations or group discussions organised by healthcare
professionals could be easy interventions for local centres to implement themselves [37].

4.4. Strengths and Limitations

The strengths of our systematic review are derived from searching a large number of databases
utilising broad search strings, performing updated searches in 2016 and 2018, and having two reviewers
undertake study selection, data extraction and quality assessment.

Key limitations included the exclusion of papers that solely focused on children over two years
where CFP described in their younger years may have been missed, papers published before the year
1990 at full text review and papers not published in English.

The inclusion of studies from the 1990s and early 2000s in this review means that conclusions
about adequacy of CFP in this population do not fully reflect current practice, instead reflecting recent
practice, and the influence of different guidelines over time may have affected findings. Four studies
out of 13 in this review were published in the 1990s [30,33,39,41].
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Additionally, we did not assess the quantities of the foods used, only the frequency with which
they appeared in the studies. The eligible studies tended to address broad research questions, were
conducted using qualitative and/or quantitative and/or descriptive methods and were not presented
following standardised reporting guidelines (e.g., STROBE or COREQ). Meta-analyses were therefore
not undertaken. Finally, whilst we attempted to contact numerous authors to identify relevant grey
literature for our review, due to the breadth and depth of the field of nutritional research, this is
unlikely to be exhaustive with publication bias likely to be present.

5. Conclusions

This is the first systematic review to assess CFP amongst the SA population living in high-income
countries. The study has found that there is a relative dearth of evidence on CFP in this setting
compared to SA countries of origin. It was also found that dietary diversity was variable, and timing
of introduction of CF was commonly occurring before six months, which is early according to WHO
IYCF guidelines. Factors influencing appropriate CFP were similar in high-income countries compared
to low- and middle-income countries, particularly relating to income and knowledge. This study
should inform future researchers about the state of evidence for CFP in this setting and encourage the
development of interventions to improve CFP in these communities.

Supplementary Materials: The following are available online at http://www.mdpi.com/2072-6643/10/11/1676/
s1, Table S1: Timing of initiating CF according to ESPGHAN classifications [20].

Author Contributions: L.M., R.L., S.A. and M.L. conceived of and designed the review. L.M., I.L., E.C.A., L.S.
contributed to screening abstracts for inclusion. I.L., E.C.A., C.A., Y.M., T.S. contributed to data extraction. All
authors contributed to analysis and final manuscript preparation, which was led by E.C.A. All authors have
approved the final version of the manuscript.

Funding: This research received no specific external funding from any funding agency, commercial or
not-for-profit sectors. Logan Manikam is funded by a National Institute for Health Research Academic Clinical
Lectureship whilst Sonia Ahmed is funded by the NIHR Collaboration for Leadership in Applied Health Research
and Care (CLAHRC) North Thames at Bart’s Health NHS Trust, and Monica Lakhanpaul is partly supported
by the NIHR CLAHRC North Thames at Bart’s Health NHS Trust. NIHR had no role in the design, analysis or
writing of this article. The APC was funded by University College London.

Acknowledgments: We would like to thank Alexandra Robinson, Anika Sharmila, Abina Dharmaratnam, Jia
Ying Kuah, Ankita Prasad, Hrisheekesh J Vaidya, Christy Moen, Alexander Light, George W Miller, Kunjshri K
Singh, Victoria Dawe, Melanie Flury, Atul Singhal, Rani Chowdhary, Charlotte Hamlyn-Williams, Prerna Bhasin,
Aaron O’Callaghan and Conor Fee for assisting in the systematic review.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. World Health Organisation WHO—Appropriate Complementary Feeding. Available online: http://www.
who.int/elena/titles/complementary_feeding/en/ (accessed on 1 October 2016).

2. Programming Guide on Infant and Young Child Feeding. Available online: https://www.unicef.org/
nutrition/files/Final_IYCF_programming_guide_2011.pdf (accessed on 1 June 2018).

3. Moore, A.P.; Milligan, P.; Goff, L.M. An online survey of knowledge of the weaning guidelines, advice from
health visitors and other factors that influence weaning timing in UK mothers. Matern. Child Nutr. 2014, 10,
410–421. [CrossRef] [PubMed]

4. Grote, V.; Theurich, M. Complementary feeding and obesity risk. Curr. Opin. Clin. Nutr. Metab. Care 2014, 17,
273–277. [CrossRef] [PubMed]

5. Wang, J.; Wu, Y.; Xiong, G.; Chao, T.; Jin, Q.; Liu, R.; Hao, L.; Wei, S.; Yang, N.; Yang, X. Introduction of
complementary feeding before 4 months of age increases the risk of childhood overweight or obesity: A
meta-analysis of prospective cohort studies. Nutr. Res. 2016, 36, 759–770. [CrossRef] [PubMed]

6. World Health Organisation. Prevalence of Obesity among Children and Adolescents, BMI>+2 Standard Deviation
above the Median, Crude: Estimates by World Bank Income Group; WHO: Geneva, Switzerland, 2016.

7. Obesity and Ethnicity. Available online: https://khub.net/documents/31798783/32039025/Obesity+and+
ethnicity/834368ce-e47a-4ec6-b71c-7e4789bc7d19 (accessed on 1 June 2018).

http://www.mdpi.com/2072-6643/10/11/1676/s1
http://www.mdpi.com/2072-6643/10/11/1676/s1
http://www.who.int/elena/titles/complementary_feeding/en/
http://www.who.int/elena/titles/complementary_feeding/en/
https://www.unicef.org/nutrition/files/Final_IYCF_programming_guide_2011.pdf
https://www.unicef.org/nutrition/files/Final_IYCF_programming_guide_2011.pdf
http://dx.doi.org/10.1111/j.1740-8709.2012.00424.x
http://www.ncbi.nlm.nih.gov/pubmed/22708552
http://dx.doi.org/10.1097/MCO.0000000000000054
http://www.ncbi.nlm.nih.gov/pubmed/24613861
http://dx.doi.org/10.1016/j.nutres.2016.03.003
http://www.ncbi.nlm.nih.gov/pubmed/27440530
https://khub.net/documents/31798783/32039025/Obesity+and+ethnicity/834368ce-e47a-4ec6-b71c-7e4789bc7d19
https://khub.net/documents/31798783/32039025/Obesity+and+ethnicity/834368ce-e47a-4ec6-b71c-7e4789bc7d19


Nutrients 2018, 10, 1676 20 of 22

8. Gujral, U.P.; Pradeepa, R.; Weber, M.B.; Narayan, K.M.V.; Mohan, V. Type 2 diabetes in South Asians:
Similarities and differences with white Caucasian and other populations. Ann. N. Y. Acad. Sci. 2013, 1281,
51–63. [CrossRef] [PubMed]

9. Shi, C.; Faris, P.; McNeil, D.A.; Patterson, S.; Potestio, M.L.; Thawer, S.; McLaren, L. Ethnic disparities in
children’s oral health: Findings from a population-based survey of grade 1 and 2 schoolchildren in Alberta,
Canada. BMC Oral Health 2018, 18, 1. [CrossRef] [PubMed]

10. Gray, M.; Morris, A.J.; Davies, J. The oral health of South Asian five-year-old children in deprived areas of
Dudley compared with White children of equal deprivation and fluoridation status. Community Dent. Health
2000, 17, 243–245. [PubMed]

11. Lennox, A.; Sommerville, J.; Ong, K.; Henderson, H.; Allen, R. Diet and Nutrition Survey of Infants and Young
Children, 2011; Department of Health: London, UK, 2013.

12. Brown, K.H.; Creed-Kanashiro, H.; Dewey, K.G. Optimal complementary feeding practices to prevent
childhood malnutrition in developing countries. Food Nutr. Bull. 1995, 16, 320–339. [CrossRef]

13. Taqi, I. Global breastfeeding advocacy initiative. Breastfeed. Med. 2014, 9, 355–357. [CrossRef] [PubMed]
14. Bhandari, N.; Mazumder, S.; Bahl, R.; Martines, J.; Black, R.E.; Bhan, M.K. An Educational Intervention to

Promote Appropriate Complementary Feeding Practices and Physical Growth in Infants and Young Children
in Rural Haryana, India. J. Nutr. 2004, 134, 2342–2348. [PubMed]

15. Imdad, A.; Yakoob, M.Y.; Bhutta, Z.A. Impact of maternal education about complementary feeding and
provision of complementary foods on child growth in developing countries. BMC Public Health 2011, 11, S25.
[CrossRef] [PubMed]

16. Manikam, L.; Prasad, A.; Dharmaratnam, A.; Moen, C.; Robinson, A.; Light, A.; Ahmed, S.; Lingam, R.;
Lakhanpaul, M. Systematic review of infant and young child complementary feeding practices in South
Asian families: The India perspective. Public Health Nutr. 2017, 21, 1–18. [CrossRef] [PubMed]

17. Manikam, L.; Robinson, A.; Kuah, J.Y.; Vaidya, H.J.; Alexander, E.C.; Miller, G.W.; Singh, K.K.; Dawe, V.;
Ahmed, S.; Lingam, R.; et al. A systematic review of complementary feeding practices in South Asian infants
and young children: The Bangladesh perspective. BMC Nutr. 2017, 3, 56. [CrossRef]

18. Manikam, L.; Sharmila, A.; Dharmaratnam, A.; Alexander, E.; Kuah, J.; Prasad, A.; Ahmed, S.; Lingam, R.;
Lakhanpaul, M. Systematic review of infant and young child complementary feeding practices in South
Asian families: The Pakistan perspective. Public Health Nutr. 2018, 21, 655–668. [CrossRef]

19. The World Bank High Income. Available online: https://data.worldbank.org/income-level/high-income
(accessed on 1 June 2018).

20. Fewtrell, M.; Bronsky, J.; Campoy, C.; Domellöf, M.; Embleton, N.; Fidler Mis, N.; Hojsak, I.; Hulst, J.M.;
Indrio, F.; Lapillonne, A.; Molgaard, C. 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. [CrossRef] [PubMed]

21. WHO. Indicators for Assessing Infant and Young Child Feeding Practices: Part 1-Definitions: Conclusions of A
Consensus Meeting Held 6–8 November 2007; WHO: Geneva, Switzerland, 2008.

22. Government of Canada. Infant Feeding Joint Working Group Nutrition for Healthy Term Infants: Recommendations
from Birth to Six Months; Government of Canada: Ottawa, ON, Canada, 2015.

23. Department of Health. The Baby Friendly Initiative Introducing Solid Foods: Giving Your Baby A Better Start in
Life; Department of Health: London, UK, 2015.

24. University of York. Critical Appraisal Skills Programme; University of York: Toronto, ON, Canada, 2013.
25. Dixon-Woods, M.; Agarwal, S.; Jones, D.; Young, B.; Sutton, A. Synthesising qualitative and quantitative

evidence: A review of possible methods. J. Health Serv. Res. Policy 2005, 10, 45–53. [CrossRef] [PubMed]
26. Collins, J.A.; Fauser, B.C.J.M. Human Reproduction Update; Oxford University Press: Oxford, UK, 2005;

pp. 103–104.
27. Guidance on the Conduct of Narrative Synthesis in Systematic Reviews. Available online: http://citeseerx.

ist.psu.edu/viewdoc/download?doi=10.1.1.178.3100&rep=rep1&type=pdf (accessed on 1 June 2018).
28. Gough, D. Weight of Evidence: A framework for the appraisal of the quality and relevance of evidence. Res.

Pap. Educ. 2007, 22, 213–228. [CrossRef]
29. Condon, L.; Ingram, J.; Hamid, N.; Hussein, A. Cultural influences on breastfeeding and weaning. Community

Pract. 2003, 76, 344–349.

http://dx.doi.org/10.1111/j.1749-6632.2012.06838.x
http://www.ncbi.nlm.nih.gov/pubmed/23317344
http://dx.doi.org/10.1186/s12903-017-0444-8
http://www.ncbi.nlm.nih.gov/pubmed/29301577
http://www.ncbi.nlm.nih.gov/pubmed/11191199
http://dx.doi.org/10.1177/156482659501600407
http://dx.doi.org/10.1089/bfm.2014.0084
http://www.ncbi.nlm.nih.gov/pubmed/25211461
http://www.ncbi.nlm.nih.gov/pubmed/15333726
http://dx.doi.org/10.1186/1471-2458-11-S3-S25
http://www.ncbi.nlm.nih.gov/pubmed/21501443
http://dx.doi.org/10.1017/S136898001700297X
http://www.ncbi.nlm.nih.gov/pubmed/29166956
http://dx.doi.org/10.1186/s40795-017-0176-9
http://dx.doi.org/10.1017/S1368980017002956
https://data.worldbank.org/income-level/high-income
http://dx.doi.org/10.1097/MPG.0000000000001454
http://www.ncbi.nlm.nih.gov/pubmed/28027215
http://dx.doi.org/10.1177/135581960501000110
http://www.ncbi.nlm.nih.gov/pubmed/15667704
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.178.3100&rep=rep1&type=pdf
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.178.3100&rep=rep1&type=pdf
http://dx.doi.org/10.1080/02671520701296189


Nutrients 2018, 10, 1676 21 of 22

30. Duggan, M.B.; Harbottle, L.; Noble, C. The weaning diet of healthy Asian children living in Sheffield. 1. The
level and composition of the diet in children from 4 to 40 months of age. J. Hum. Nutr. Diet. 1992, 5, 189–200.
[CrossRef]

31. Dykes, J.; Watt, R.G.; Nazroo, J. Socio-economic and ethnic influences on infant feeding practices related to
oral health. Community Dent. Health 2002, 19, 137–143. [PubMed]

32. Griffiths, L.J.; Tate, A.R.; Dezateux, C. Do early infant feeding practices vary by maternal ethnic group?
Public Health Nutr. 2007, 10, 957–964. [CrossRef] [PubMed]

33. Kannan, S.; Carruth, B.R.; Skinner, J. Infant feeding practices of Anglo American and Asian Indian American
mothers. J. Am. Coll. Nutr. 1999, 18, 279–286. [CrossRef] [PubMed]

34. Moore, A.P.; Nanthagopan, K.; Hammond, G.; Milligan, P.; Goff, L.M. Influence of weaning timing advice
and associated weaning behaviours in a survey of black and minority ethnic groups in the UK. Public Health
Nutr. 2013, 17, 2094–2103. [CrossRef] [PubMed]

35. Sahota, P.; Gatenby, L.A.; Greenwood, D.C.; Bryant, M.; Robinson, S.; Wright, J. Ethnic differences in dietary
intake at age 12 and 18 months: The Born in Bradford 1000 Study. Public Health Nutr. 2016, 19, 114–122.
[CrossRef] [PubMed]

36. Santorelli, G.; Fairley, L.; Petherick, E.S.; Cabieses, B.; Sahota, P. Ethnic differences in infant feeding practices
and their relationship with BMI at 3 years of age—Results from the Born in Bradford birth cohort study. Br. J.
Nutr. 2014, 111, 1891–1897. [CrossRef] [PubMed]

37. Sarwar, T. Infant feeding practices of Pakistani mothers in England and Pakistan. J. Hum. Nutr. Diet. 2002,
15, 419–428. [CrossRef] [PubMed]

38. Stearns, J.C.; Zulyniak, M.A.; de Souza, R.J.; Campbell, N.C.; Fontes, M.; Shaikh, M.; Sears, M.R.; Becker, A.B.;
Mandhane, P.J.; Subbarao, P.; et al. Ethnic and diet-related differences in the healthy infant microbiome.
Genome Med. 2017, 9, 32. [CrossRef] [PubMed]

39. Thomas, M.; Avery, V. Infant Feeding in Asian Families; Palgrave Macmillan: London, UK, 1997.
40. Toh, J.; Yip, G.; Han, W.; Fok, D.; Low, Y.-L.; Lee, Y.; Rebello, S.; Saw, S.-M.; Kwek, K.; Godfrey, K.; et al. Infant

Feeding Practices in a Multi-Ethnic Asian Cohort: The GUSTO Study. Nutrients 2016, 8, 293. [CrossRef]
[PubMed]

41. Williams, S.A.; Sahota, P. An enquiry into the attitudes of Muslim Asian mothers regarding infant feeding
practices and dental health. J. Hum. Nutr. Diet. 1990, 3, 393–401. [CrossRef]

42. Office of National Statistics. 2011 Census: Key Statistics and Quick Statistics for Local Authorities in the United
Kingdom; Office of National Statistics: Newport, UK, 2013.

43. Singapore Residents by Age Group, Ethnic Group and Gender, End June, Annual. Available online: https:
//data.gov.sg/dataset/resident-population-by-ethnicity-gender-and-age-group (accessed on 7 September
2018).

44. United States Census Bureau. The Asian Population 2010; United States Census Bureau: Suitland, MA,
USA, 2012.

45. Statistics Canada Immigration and Ethnocultural Diversity in Canada. Available online: https://www12.
statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.cfm (accessed on 7 September 2018).

46. Australian Bureau of Statistics. 2016 Census QuickStats; Australian Bureau of Statistics: Canberra,
Australia, 2016.

47. McAndrew, F.; Thompson, J.; Fellows, L.; Large, A.; Speed, M.; Renfrew, M.J. Infant Feeding Survey 2010;
Health and Social Care Information Centre: Leeds, UK, 2012.

48. Department of Health. Infant Feeding Recommendation; Department of Health: London, UK, 2003.
49. Barrera, C.M.; Hamner, H.C.; Perrine, C.G.; Scanlon, K.S. Timing of Introduction of Complementary Foods

to US Infants, National Health and Nutrition Examination Survey 2009–2014. J. Acad. Nutr. Diet. 2018, 1–7.
[CrossRef] [PubMed]

50. Jaacks, L.M.; Kapoor, D.; Singh, K.; Narayan, K.M.V.; Ali, M.K.; Kadir, M.M.; Mohan, V.; Tandon, N.;
Prabhakaran, D. Vegetarianism and cardiometabolic disease risk factors: Differences between South Asian
and US adults. Nutrition 2016, 32, 975–984. [CrossRef] [PubMed]

51. James, J.; Underwood, A. Ethnic influences on weaning diet in the UK. Proc. Nutr. Soc. 1997, 56, 121–130.
[CrossRef] [PubMed]

52. World Health Organization. Vitamin A Supplementation in Infants 1–5 Months of Age; WHO: Geneva,
Switzerland, 2011.

http://dx.doi.org/10.1111/j.1365-277X.1992.tb00154.x
http://www.ncbi.nlm.nih.gov/pubmed/12269459
http://dx.doi.org/10.1017/S1368980007665513
http://www.ncbi.nlm.nih.gov/pubmed/17381914
http://dx.doi.org/10.1080/07315724.1999.10718864
http://www.ncbi.nlm.nih.gov/pubmed/10376786
http://dx.doi.org/10.1017/S1368980013002383
http://www.ncbi.nlm.nih.gov/pubmed/24029447
http://dx.doi.org/10.1017/S1368980015000932
http://www.ncbi.nlm.nih.gov/pubmed/25908276
http://dx.doi.org/10.1017/S0007114514000099
http://www.ncbi.nlm.nih.gov/pubmed/24513174
http://dx.doi.org/10.1046/j.1365-277X.2002.00395.x
http://www.ncbi.nlm.nih.gov/pubmed/12460150
http://dx.doi.org/10.1186/s13073-017-0421-5
http://www.ncbi.nlm.nih.gov/pubmed/28356137
http://dx.doi.org/10.3390/nu8050293
http://www.ncbi.nlm.nih.gov/pubmed/27187461
http://dx.doi.org/10.1111/j.1365-277X.1990.tb00249.x
https://data.gov.sg/dataset/resident-population-by-ethnicity-gender-and-age-group
https://data.gov.sg/dataset/resident-population-by-ethnicity-gender-and-age-group
https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.cfm
https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.cfm
http://dx.doi.org/10.1016/j.jand.2017.10.020
http://www.ncbi.nlm.nih.gov/pubmed/29307590
http://dx.doi.org/10.1016/j.nut.2016.02.011
http://www.ncbi.nlm.nih.gov/pubmed/27155957
http://dx.doi.org/10.1079/PNS19970015
http://www.ncbi.nlm.nih.gov/pubmed/9168526


Nutrients 2018, 10, 1676 22 of 22

53. Imdad, A.; Yakoob, M.Y.; Sudfeld, C.; Haider, B.A.; Black, R.E.; Bhutta, Z.A. Impact of vitamin A
supplementation on infant and childhood mortality. BMC Public Health 2011, 11, S20. [CrossRef] [PubMed]

54. World Health Organization. Global Prevalence of Vitamin A Deficiency in Populations at Risk 1995–2005; WHO:
Geneva, Switzerland, 2009.

55. National Institute for Health and Care Excellence (NICE). Maternal and Child Nutrition: Public Health Guideline
[PH11]; National Institute for Health and Care Excellence: London, UK, 2014.

56. Department of Health. Healthy Child Programme: Pregnancy and the First Five Years of Life; Department of
Health: London, UK, 2009.

57. National Health & Medical Research Council. Infant feeding guidelines. Iowa Med. 2013, 75, 1–26.
58. American Academy of Pediatrics Breastfeeding and the Use of Human Milk. Pediatrics 2012, 129, e827–e841.

[CrossRef] [PubMed]
59. Rote, S. Traditional and modern Asian weaning patterns in Britain. Br. J. Community Heal. Nurs. 1996, 1,

81–85. [CrossRef]
60. Pearce, J.; Taylor, M.A.; Langley-Evans, S.C. Timing of the introduction of complementary feeding and risk

of childhood obesity: A systematic review. Int. J. Obes. 2013, 37, 1295–1306. [CrossRef] [PubMed]
61. Robinson, S.M.; Marriott, L.D.; Crozier, S.R.; Harvey, N.C.; Gale, C.R.; Inskip, H.M.; Baird, J.; Law, C.M.;

Godfrey, K.M.; Cooper, C. Variations in infant feeding practice are associated with body composition in
childhood: A prospective cohort study. J. Clin. Endocrinol. Metab. 2009, 94, 2799–2805. [CrossRef] [PubMed]

62. Bégin, F.; Aguayo, V. First foods: Why improving young children’s diets matter. Matern. Child Nutr. 2017, 13,
1–9. [CrossRef] [PubMed]

63. National Collaborating Centre for Women’s and Children’s Health. Supplementary Evidence Review on the
Effectiveness of Public Health Interventions to Improve the Nutrition of Infants/Children Aged 6 Months to 5 Years;
NCC-WCH: London, UK, 2007.

64. Ilett, S.; Freeman, A. Improving the diet of toddlers of Pakistani origin: A study of intensive dietary health
education. J. Fam. Health Care 2004, 14, 16–19. [PubMed]

65. Smith, S.; Randhawa, A. Extending the role of the linkworker in weaning support. Community Pract. 2004,
77, 146–149.

66. Dewey, K. Guiding Principles for Complementary Feeding of the Breastfed (PAHO and WHO); Pan American
Health Organization: Washington, DC, USA, 2001; pp. 18–25.

67. UNICEF. A Global Meeting to Accelerate Progress on Complementary Feeding in Young Children; UNICEF:
New York, NY, USA, 2016.

68. Cunningham, K.; Ruel, M.; Ferguson, E.; Uauy, R. Women’s empowerment and child nutritional status in
South Asia: A synthesis of the literature. Matern. Child Nutr. 2015, 11, 1–19. [CrossRef] [PubMed]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/1471-2458-11-S3-S20
http://www.ncbi.nlm.nih.gov/pubmed/21501438
http://dx.doi.org/10.1542/peds.2011-3552
http://www.ncbi.nlm.nih.gov/pubmed/22371471
http://dx.doi.org/10.12968/bjch.1996.1.2.7556
http://dx.doi.org/10.1038/ijo.2013.99
http://www.ncbi.nlm.nih.gov/pubmed/23736360
http://dx.doi.org/10.1210/jc.2009-0030
http://www.ncbi.nlm.nih.gov/pubmed/19435826
http://dx.doi.org/10.1111/mcn.12528
http://www.ncbi.nlm.nih.gov/pubmed/29032619
http://www.ncbi.nlm.nih.gov/pubmed/15052888
http://dx.doi.org/10.1111/mcn.12125
http://www.ncbi.nlm.nih.gov/pubmed/24850533
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Eligibility Criteria 
	WHO IYCF Definitions of Adequate Complementary Feeding 
	Information Sources 
	Search Strategy 
	Study Selection and Data Extraction 
	Result Synthesis 
	Quality Assurance 

	Results 
	Study and Participant Characteristics 
	Adequacy of Complementary Feeding 
	Dietary Diversity 
	Frequency and Timing 
	Meal Frequency 
	Timing of Introducing Complementary Feeding 

	Sources of Advice 
	Barriers and Promoters 
	Factors Associated with CFP 
	Promoters 
	Barriers 


	Discussion 
	Comparison with SA Countries of Origin 
	Comparison with Non-SA Residents of High-Income Countries 
	Implication of Key Findings 
	Strengths and Limitations 

	Conclusions 
	References

