Research letters
To the Editor:

Losing baby friendliness?
In many societies traditionally mothers give prelacteal
feeds (water, sugar-water, honey, tea, or animal milk) as the
first feed instead of breastfeeds [1]. Prelacteal feeds are
potentially harmful because they may introduce infection,
sensitise the gut to foreign proteins, and delay the onset of
lactation. Breastfeeding immediately after delivery enhances
the mother and infant bonding, enforces uterine contractions and helps to prevent postpartum haemorrhage. The
first breastfeed within one hour of delivery is one of the
factors significantly associated with exclusive breastfeeding
at discharge [2]. A delay in the onset of breastfeeding
may lead to hypoglycaemia, hypothermia and acidosis,
especially among high risk low birth weight infants [3].
In 1992 the WHO and Unicef launched the Baby
Friendly Hospital Initiative (BFHI) in an effort to transform practices in maternity hospitals worldwide. The joint
WHO/Unicef statement on 10 steps to successful breastfeeding has stressed that newborn infants should not be
given any food or drink other than breast milk (unless
medically indicated) and that mothers should be helped
to start breastfeeding within 30 min of birth [4]. There is
some evidence that the implementation of the “ten steps
to successful breast feeding” of the BFHI will lead to an
increase in breastfeeding [5] and its designation to hospitals has shown to be an effective strategy to increase
breastfeeding rates of initiation [6]. In Sri Lanka, only a
quarter of babies under 4 months are exclusively breastfed
[7] although promotion of breastfeeding is not confined
to the hospitals of the BFHI.
The duration of delay in initiation of breastfeeding
has not been assessed in many Sri Lankan hospitals and a
recent survey has shown that only 38% of neonates were
breastfed within 30 min of delivery [8]. An audit conducted at Sri Jayewardenepura General Hospital (SJGH)
revealed that only 23.5% (n=170) were breastfed within
30 min of delivery. The range in initiating breastfeeding
was 7 min to 107 min (mean 45 min, SD 20.1). None of
the newborns received prelacteal feeds. A pilot study carried out in the operating theatre to assess the delay in
initiation of breastfeeding after caesarian sections revealed
that none of the newborns were breastfed within 30 min
of delivery. The general reasons given for the delay in
initiating breastfeeding were delayed suturing of episiotomies and lack of staff members.
The breastfeeding rate at SJGH is 100% in normal
vaginal deliveries and none of the newborns received
prelacteal feeds. This reflects success in conveying the
importance of breastfeeding to the community and to
health workers. However, 76.5% had delayed initiation
of breastfeeding, and there is room for further improvement here. In India, more than 70% of rural mothers use
prelacteal feeds [9], and more than half of educated mothers from the upper socioeconomic classes in Bombay discard colostrum and use prelacteal feeds.
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Data on initiation of breastfeeding varies in different
countries. At Boston Medical Center this was 86.5% [6].
In Bombay 68% were delayed for more than 24 hours [9]
and in rural Egypt 31% for more than 72 hours [10]. In a
district hospital in Bihar, India, only 14% were breastfed
within one hour of delivery [9], and in Sri Lanka’s Ragama
Teaching Hospital University Unit this was 38% [8].
Action needs to be taken to improve the situation at
SJGH. It is necessary to supervise the initiation of breastfeeding within 30 min of delivery, and causes for delay
in initiation need to be addressed. Breastfeeding can be
recommended while suturing episiotomies and before performing caesarian sections. This was successfully demonstrated at SJGH after the presentation of this
breastfeeding audit. Studies and audits regarding initiation
of breastfeeding within 30 min of delivery and assessment of other baby friendly steps should be carried out in
all hospitals on a regular basis.
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To the Editor:

Cracked skin of feet: an ignored entity in the tropics
Vertical cracking of skin at the edge of the soles is seen
in many adults of Sri Lanka. However, none of the standard
textbooks on dermatology or general medicine describe it
as an entity. We were able to find it mentioned in one textbook written by Finnish and African authors [1]. A survey
of MEDLINE using key words “cracking of skin”, “cracked
skin” and “splitting of skin” did not reveal a single article
suggestive of this disorder (accessed on 14 October 2003).
The objective of our study was to assess the prevalence, complications and possible aetiological factors of
cracked skin of feet.
We conducted two pilot studies in adults (>18 years)
from rural areas (Moneragala District) and in an urban
population (National Hospital, of Sri Lanka). In the rural
study, the samples consisted of consecutive adults attending the general Outpatients’ Department (OPD) of
Moneragala Base Hospital (n=42) and those selected from
a community survey (n=33). In the urban study the prevalence was noted from a consecutive sample of adults attending the general OPD of the National Hospital of Sri
Lanka (NHSL) and living in Colombo (n=100). Exclusion criteria were the presence of serious illness, requiring bed rest or overt skin disease (such as allergy).
A separate case control study of 112 persons was also
conducted in the general OPD of NHC, with those observed
to have cracked skin of feet being matched for age and
sex. Trained pre-intern medical officers collected data and
examined participants using structured questionnaires.
The results of the rural study revealed that there were
46 with cracked skin of feet (overall rate of 61.3%, mean
age 38.1 years, male:female ratio = 12:34 = 2.83) and 29
(38.7%) without (mean age 20.4 years, male:female ratio = 11:18 = 1.63). The principal complaints were that
of pain (23, 50%) and bleeding (7, 15.2%). Pruritus was
rare (present only in 2). Moderately or very thick skin in
the soles were observed in 43 (93.4%) of those with
cracks, whereas only 12 (41.4%) controls had the feature
(p<0.05). Regular footwear was used by six (13%) of
those with cracks and 11 (37.9%) controls (not significant).

In the urban study, 58 (58%) of the subjects (mean
age 42.7 years, male:female ratio = 34:24=1.42) had
cracked feet during the past year, while 66 (66%; male:
female ratio = 37: 29=1.27) claimed to have had the problem at some time during their life.
The case controlled study did not show a statistically significant difference in the two groups for use of
footwear, positive family history, dry skin (subjective
assessment) and body weight. Thick skin was noted
in 69 (61.6%) of cases and 15 (13.4%) of controls
(p<0.05). Complications included pain (n=56, 45.9%),
bleeding (n=23, 18.9%), pruritus (n=10, 8.2%) and infection (n=6, 4.9%).
This is the first report on cracked feet in the literature to our knowledge. The results indicate a high burden
of problems such as pain and bleeding in this disorder.
Its possible role in serious complications such as diabetic
foot disease needs further investigation.
Thick skin was found to be the only significant factor
associated with skin cracking in both rural and urban areas.
The single reference suggests that walking barefoot results
in thickening of skin, which gets cracked from trauma and
drying, but quoted no reference [1]. Investigations are being
done to identify other likely mechanisms of the disorder.
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