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ABSTRACT

Background: The promotion and support of breast-feeding is a global priority Breastfeeding

is recommended by multiple health agencies as the preferred method of infant feeding for at
least siX months because of its numerous benefits, both immediate and long term, for both
mothers and babies. 1t has also been suggested that the duration &4 woman breastfeeds her first
boim is an important predictor of whether or not she will breastfeed a later-born child. This

study aimed to determine the association between birth order and exclusive breastfeeding

practices in families with two or more children.

Method: A cross sectional design was used for this stucdy. A total of 288 mothers with two or
more children attending Adeoyo Maternity Hospital, Yemetu were recruited using a
systematic random sampling and a structured questionnaire was used to collect data on
sociodemographic characteristics, birth history, knowledge and practice of breastfeeding.
Chi-square test was used for bivariate analyses to test the significance of the association
between categorical variables and the practice of exclusive breastfeeding. Logistic regression

analysis was perforimed to identily independent predictors of exclusive breastieeding. Level
of significance was at 3%.

Results: The mean age ot mothers was 30.4 years (SD 4.4 years) while the mean age of the

children was 36.0 months (SD 41.1 months). Exclusive breastfeeding was higher among the
second and third children compared to the first, fourth and fifth children. However on logistic
rearession the differences were not significant. Mothers with three children were about three
times more likely to have exclusively breastfed their children compared to mothers with
four/five children. (OR= 2.168, 95%CI= 1.307-3.596). Mothers from other ethnic group were
significantly less likely to breastfeed exclusively than those who were Yoruba (OR= 0.515,
95%CI= 0.254-1.046)

Conclusion: The study shows that the factors influencing the practice of exclusive
breastfeeding differ among mothers by birth order and paritv. Efforts must be intensified to
reiterate the benefits of EBF and address the identified hindrances irrespective of parity and
birth order, via health education ot the broader community to enlist family support for
breastfeeding mothers. Strategies should also be put in place that would ensure the consistent

practice of exclusive breastfeeding especially among mothers who have many children.
Key words: Exclusive breastfeeding, Parity, Birth order

Word count: 30606
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CHAPTER ONE

INTRODUCTION

Breastfeeding is recommended by multiple health agencies as the preferred method of
infant feeding for at least 1 year because of its numerous benefits, both immediate and long
term, for both mothers and babies. In 2002, 71% of mothers in the United States initiated
breastfeeding, close to the Healthy People 2010 goal of 75%. To maintain or even increase
this proportion, it is necessary to determine the multiple factors that influence a woman’s
decision to breastfeed. Given that many women have more than one child, understanding the
infant feeding experiences of individual mothers with multiple children provides an important
public health perspecti.ve on infant nutrition.( Satcher DS., 2001)

The promotion and support of breast-feeding 1s a global priority [American Academy of
Pediatrics 1997 and feachem et al, 1984]. A vast scientific literature demonstrates substantial
health, social and economic benefits associated with appropriate breast-feeding, including
lower infant morbidity and mortality from diarrhea and other infectious diseases [Popkin et
al., 1990, Ruiz-palacious et al., 1990 and Newburg et al., 1998). In the longer term, insulin

dependent diabetes mellitus, inflammatory bowel diseases anc childhood lymphomas are less

common in children who were breast-ted [Wilson et al 19Y98]. Breast-teeding promotes

maternal-infant bonding and attachment and provides the :child with a sense of security

[Woolridge et al., 1993]. Breast milk provides pertect nutrition because it optimizes growth,

development and health in general. 1t provides all nutrients required for infants in the first six
months of life | Woolridge et al.. 1993].

Several studies have considered the impact of maternal demographics, employment, the

health care system, maternal-child health medical issues, and cultural beliels on breastteeding

initiation. (Scott J A, 1997)However, very few articles have focused on the relationship

between birth order and breastteeding. Two older studies. one small and the other limited to a

single region of the United States, have shown that women tend to repeat the feeding decision
they made with their first child with subsequent children.( Da Vanzo et al., 1997) However, a
more recent analysis ol birth certificates in New Jersev tound considerable fluctuations in
breastfeeding status at hospital discharge for births to the saime mother.(Kruse et al., 2005) In
that study, mothers who breastfed their first child exclusively had higher rates ol subsequent

breastfeeding than those who supplemented breasticeding with formula. In addition, it has
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also been suggested : .
gg that the duration g woman breastfeeds her first born is an important

predictor of wWhether or not she wil breastfeed a later-bom child (Da Vanzo et al., 1997).

Time to breastfeeding initiation is one of the commonly reposted independent predictors of

exclusive breastfeeding in many communities [Forster et al., 2007]. Over the vears, UNICEF

has promoted breastfeeding initiation within half an hour of childbirth as an imponant

strategy to reduce perinatal and infant morbidities and mortality, and by extension to support
the attainment of Millennium Development Goal 4: reduce child mortality [Huftman et al.,
2009 and Sheehan et al.,, 1999]. Other predictors of breastfeeding 1nitiation include

educational level, parity, age, socioeconomic status and ethnicity [Kelly et al., 2006 and Scott
et al., 1999].

There are various sociocultural norms that act as barriers to the practicesadoption of
exclusive breastfeeding (EBF) by mothers in Nigeria [Eregie, 2001 and Fevisetan 1990]. The
cultural barrier against breastfeeding with colostrums has been previously reported in
Nigeria, as the fluid is regarded as a "poison” [Nwankwo, 2003]. In addition, use of prelacteal
feeds to complement breastfeeding has also remained a chillenge in Nigeria [Nwankwo,
2005]. Breastfeeding is recommended by multiple health agencies us the preferred method of

infant feeding for at least 1 year because of its numerous benetits, both immediate and long

term, for both mothers and babies.

The Baby Friendly Initiative (BF1) was launched in Nigeria in the early 1990s with the sole

aim of integrating all the Ten Steps into the health care system with the intention of

promoting breastfeeding practices to all nursing mothers except those with HIV infection
[Covington 2005]. The fourth Step is to encourage initiation of breastfeeding within half an
hour of childbirth [WHO and UNICLF,2008]. Since then, the authority of the University
College Iospital, Ibadan (a tertiary public health institution) had adopted this policy and
pronounced the hospital as one of the BFI designated sites (as 1s the practice in Nigeria). In
spite of this, the majority ol studies that have evaluated breastfeeding practices in Nigeria
have reported low levels ol exclusive breastfeeding. [WHO and UNICLEF.2008].

Birth order is defined as a person's rank by age among his or her siblings. Birth order is olten
believed to have a profound and lasting eftect on psychological development. This assertion
has been repeatedly challenged by researchers, yet birth crder continues 1o have a strong

presence in pop psychology and popular culture. [WHO and UNICET-,2008].
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1.1 PROBLEM STATEMENT

Researchers have stated that various nutritionally

health problems with regards to
chronicity,

do occur | : ‘ : ‘ '
In children as a result of inappropriate breastfeeding practices adopted by

mothers (Guiro, 1987). These health problems include infections and growth retardation, with

prolong case resulting to malnutrition and invariably mortality (UN]CEF, 2001).
Ignorance of mothers to appropriate breastfeeding practices i« a disadvantage to the proper
well being of a child. Most mother with low- level of education are mostly affected in such

situations(Ighedioh,1996).This problem of negligence on the pért of such mothers have been
directed to

nealth educators and personnel’s who fail in their duties of ensuring proper
counselling on nutritional related matters(Ahmed and Al-shosar:,2007).

However, a more recent analysis of birth certificates in New Jersey found considerable
fluctuations in breastfeeding status at hospital discharge for birhs to the same mother. In that
study, mothers who breastfed their tirst child exclusively had higher rates of subsequent
breastfeeding than those who supplemented breastfeeding with formula. In addition, it has
also been suggested that the duration a woman breastieeds her first born is an important
predictor of whether or not she will breastieed a later-born child.

A rapid assessment interview carried out showed that multiparous women usually
breastfeed their first child exhibit delay in early breastieeding initiation and subsequent
breastfeeding of their other children due to the pain they encounter while breastteeding their

first child. (Krues L et al,. 2003)

Similarly the problem of job opportunity which arises after the birth of the first child has

also led to the delay in breastfeeding initiation and inadequate breastfeeding or limiting the

duration of breastfeeding the second and other children respectively.(Krues L et al,. 2005)

It is interesting to consider yet difficult 1o clearly delineate the association between birth

order and duration of breastieeding. In addition, often women stop breastlieeding when they
have another pregnancy. llowever, very few articles have focused on the relationship

between birth order and breastfeeding.( Scott et al.. 1999)

1.3 JUSTIFICATION

This study promote the understandings of infant feeding experiences which will provide
an important public health prospective on infant nutrition. Several studies have considered
impact of maternal demographics, employment, the health care system, maternal-child health
medical issues, and cultural beliets on breastteeding initiation. (Scott et al .,1999 and Fein et

al ., 1998) IHowever, very few articles have focused on the relationship between birth order

3
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and breastfeeding initiation and duration. Thus this study sought to determine the association

between birth order and breastfeeding practices in families with two or more children.

1.4 RESEARCH QUESTIONS
1. How does birth order affect exclusive breastfeeding ?

2. Do nursing mother practice exclusive breastfeedine?

3. What factors influence women decision to breastfeed?

1.5 GENERAL OBJECTIVE

To determine the association between birth order and exclusive breastteeding practices in

mothers with two or more children.

1.6 SPECIFIC OBJECTIVES
The specific objectives of this study are to:
. To determine the prevalence of knowledge, practice and attitude towards exclusive
breastfeeding.
2. To describe the socio demographic characteristics associated with exclusive
breastfeeding.
3. To determine relationship between knowledge and practice of exclusive
breastfeeding.

4. To determine the association betwecen birth order and exclusive breastfeeding
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CHAPTER TWO

LITERATURE REVIEW
2.0 DEFINITION

OF BREASTFEEDING, EXCLUSIVE BREASTFEEDING,
BREAST MILK AND LACTATION

Breastfeeding is the feeding of an infant or young child with breast milk directly from female
human breast (i.e., via lactation) rather than from a Baby bottle or other container (Arimstrong
J et al., 2003). Babies have a suckling reflex that enables them to suck and swallow milk.
Most tmothers can breastfeed for six months or more, without the addition of infant formula
or solid food.

Exclusive breastteeding (EBF) is delined as the exclusive intake of breast milk by an infant
from its mother or wet nurse, or expressed milk with no addition of any liquid or solids
Apart from drops or syrups consisting of vitamins, mineral supplements or medicin Exclusive
breastfeeding 1s when an infant received no other food or drink besides breast milk which
meets all the nutritional needs of a baby for the first 6 months  Armstrong J et al., 2003).

Breast milk 1s the most suitable tood for human newborn and safest way of feeding infants
for the first four to six months of life. It provides the perfect nuutrition for infants and lays the
foundation for their healthy psychosocial development (Ahraed. 1997). the constituents of
breast milk such as fat, vitamins, minerals and iron are ideal tor the newborn’s nutritional
needs up to four to six months (Shah and Khanna, 1990). In communities with a high

prevalence of malnutrition, breast-feeding may enhance child survival up 10 3 years ol age

(Briend et al, 1998). Human breast milk is the most healthtul torm of milk tor human babies
(Picciano 2001)

Lactation is the process of production, secretion and ejection of milk (Tully, Jones and Tully,
2001)

2.1 HISTORY OF BREASTFEEDING

For hundreds of thousands of years, human, like all other mammals, fed their young intant
milk. Before the twentieth century, alternative to breastfeeding were rare. Attempt in s
century Europe to use cow or goat milk were not very positive. In the 18" century. (lour or
cereal mixed with broth were introduced as substitutes for breastfeeding, this did not have a
favourable outcome either. true commercial infant formulas appeared on the market in the
mid-century but their use did not become widespread until alter World War 1l. As the

superior qualities of breast milk became better established in the medical lierature
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breastfeeding rat ' -
ng rates have increase and countries have enacted measure 10 protect the rights and
mothers to breastfeed.

2.2.1 EARLY BREASTFEEDING

In the half hour after birth, the baby's suckling reflex is strongest, and the baby is more alert,

so it is the ideal time to start breastfeeding (Widstorm et al., 1990). Early breast-feeding is

associated with fewer night time feeding problems. (Renfrew and LLang, 1998)

2.2.2 TIME AND PLACE FOR BREASTFEEDING

Breastfeeding at least every two to three hours helps to maintain milk production. For most
women, eight breastfeeding or pumping sessions every 24 hours keeps their milk production
high. (Gartner, 2005).Newborn babies may feed more often than this: 10 to 12 breastfeeding
sessions every 24 hours is common, and some may even feed I8 times a day. Feeding a baby
"on demand"” (sometimes referred to as "on cue™), means tecding when the baby shows signs

of hunger; feeding this way rather than by the clock helps to maintain milk production and

ensure the baby's needs for milk and comtort are being met.(WHQO. 2008)

[n hospitals, rooming in care permits the baby to stay with the mother and improves the ease

of breastfeeding. Some commercial establishments provide breastfeeding rooms. although

laws generally specify that mothers may breastfeed anywhere, without requiring them to go

to a special area.

2.2.3 LATCIIING ON, FEEDING AND POSITIONING

Correct positioning and technique for tatching on can prevent nipple soreness and allow the
baby to obtain enough milk. (Sears, 2000) The "rooting retlex™ is the baby's natural tendency
to turn towards the breast with the mouth open wide. In order to prevent nipple soreness and
allow the baby to get enough milk, a large part of the breast and areola need to enter the
baby's mouth. (Sears, 2006) To help the baby latch on well, tickle the baby's top lip with the
nipple, watt until the baby's mouth opens wide, and then bring the baby up towards the nipple
quickly, so that the baby has a mouthful of nipple and areola. the nipple should be at the back

of the baby's throat, with the baby's tongue lying flat in its mouth. The baby may pull away
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from the nipple after a few minytes or after a much longer period of time. Normal feeds at the
breast can last a few sucks (newborns), from 10

to 20 minutes or even longer (on demand).
Sometimes, after the f;

nishing of a breast. the mother may offer the other breast.

While most

women breastfeed their child in the cradling position, there are many ways to
hold the feeding baby. it depends on the mother and child’s comfort and the feeding

preference of the baby. Some babies prefer one breast to the other, but the mother should
offer both breasts at every nursing with her newbom.

2.3 EXCLUSIVE BREASTFEEDING

Exclusive breastfeeding is when an infant received no other faod or drink besides breast milk
which meets all the nutritional needs of a baby for the first 6 raonths and continue to make a

significant contribution to the baby’s nutritional and emotional health into the second year

and beyond (UNICEF, 1994). National and International guidelines recommend that all

infants be breastfed exclusively for the first six months of life. Breastteeding may continue

with the addition of appropriate foods. for two years or more. Exclusive breastteeding

dramatically reduce infant and infectious diseases. Exclusively breastied infants feed
anywhere from 6 to 14 times a day. Newborns consume from 30 to 90ml.After the age of tour
weeks, babies consume about 120ml per feed. While 1t can be hard to measure how much
food a breastfed baby consumes, baby normally feed to meet their own requirements
(lwinski, 2006). It is one of the cardinal components ot the Baby Friendly Hospital Initiative
(BFII) aimed at protecting, promoting and supporting breastfeeding for optimal maternal and
child health, and is part of the 1990 Innocenti Declaration wlhich states that all governments

should create an environment enabling women to practice EBI for the first 6 months of life

and to continue breastfeeding with adec

(UNICEF, 1994). Exclusive Breastteec

uate complementary foods for up to two years.

ing rates (EBEFR) reported in national surveys

(NDHS,1990) and from different centres(ogbonna et al,.2000) have been rather low (O -
33.9%), despite the promotion of BFHI programimes in these health institutions, which is
thought to be because of several factors in them others’ environments. These factors could be
social, physical, biological and psychological, and may impact positively or otherwise on the

ability and willingness of women to practice exclusive breastfeeding
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2.4 EXPRESSING BREAST ML K

» @ mother can express (artificially remove and

oman can express her milk and keep it in freezer
storage bags, a supplement nursing system, or bottle

ready for use. Breast milk may be kept
at room temperature for up to ten hours

refrigerated for up to eight days or frozen for up to
four to six months. Research suggests that the antioxidant in express breast milk decreased

over time but it still remains at higher level than in infant formula (Hanna et-al.; 2004).

EXpressing breast milk can maintain a mother’s milk supply when she and her child are apart.

It a sick baby is unable to feed, expressed milk can be fzd through a nasogastric tube.

Expressed breast milk can also be used when a mothers is having trouble breastfeeding, such

as when a newborn causes grazing and bruising. Exclusively Expressing’', Exclusive

pumping’’ and ° Eping’’ are terms for mother who feeds her baby exclustvely by her breast

milk while not physically breastfeeding. This may arise because her baby 1s unable
unwillingly to latch the breast.

2.5 BENEFITS OF EXCLUSIVE BREASTFEEDING FOR THE INFANT

2.5.1 Greater Immune Health

During breastfeeding colostrums pass to the baby. (CDC. 2007) This is one of the most
important features of colostruims, the breast milk created tor newborns. Breast milk contains

several anti- infection factors such as salt dependent lipase (protecting against amoeba

infections), lactoferrin (which binds to iron and inhibits the growth of gut flora) (Kunz et al.,

1999) and immunoglobulin A protecting against microorganitims (Glass, 1983).
2.5.2 DProtection from SIDS

Breastfed babies have better arousal {rom sleep at 2-3 months. This coincides with the peak
incidence of sudden infant death syndrome. (lHorne et al., 2004) A study found that
breastfeeding halved the risk of sudden infant death syndrome in children up to the age of 1.

(Vennemann et al., 2009)
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2.5.3 Less diabetes

Infants exclusively breagtfed have less

, chance of developing diabetes mellitus type | than
peers with a shorter duration of breastfeeding and an earlier

exposure to cow milk and sold
foods (Perez-Bravo et al,

1996).Breastfeeding also appears to protect against diabetes
mellitus type 2,(Horta et al.

» 2007) at least in part due 1o its effects on the child's weight.(
Leeson et al., 2006)

2.5.4 Less childhood obesity

Breastfeeding appears to reduce the risk of extreme obesity in children aged 39 to 42 months.
The protective effect of breastfeeding against obesity is consistent, though small, across many

studies, and appears to increase with the duration of breastfeeding. (Arenz et al.. 2004).

2.5.5 Fewer tendencies to develep allergic diseases (atepy)

In children who are at risk for developing allergic diseases (detined as at least one parent or
sibling having atopy), atopic syndrome can be prevented or delayed through exclusive

breastfeeding for four months. though these benefits may not be present atter four months of
age. (Greer et al., 2008)

2.5.6  Less necrotizing enterocolitis in premature infants

Necrotizing enterocolitis (NEC) is an acute inflammatory dicease in the intestines ol infants.

It i1s mainly found in premature birth. In one study ot 926 preterm intants, NEC developed in

51 infants (5.5%). The death rate from necrotizing enterocolitis was 20%. NLEEC was found to
be six to ten times more common in infants fed formula exclusively, and three times more

common in infants fed a mixture of breast milk and formula, compared with exclusive

breastfeeding. (Lucas et al., 1990)

2.5.7  Other long term health cffects

In one study, breastfeeding did not appear lo offer protection against allergy. (Kramer et al.,
'

2007). However, another study showed breastfeeding 10 hitve lowered the risk of asthi.

protect against allergies, and provide improved protection for babies against respiratory and

testinal infections (Mead, 2008)
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B ny °
reastfeeding may decrease the risk of cardiovascular disease

in later life, as indicated by
lower Cholesterol and C

I “Teactive protein levels iIn adult women who had been breastfed as
infants (Williams et al., 2006)

2.6 BE“EFITS OF EXCLUSIVE BREASTFEEDING FOR MOTHERg

Breastfeeding is a cost effective way ol feeding an infant, providing nourishment for a child

at a small cost to the mother. Frequent and exclusive breastfeeding can delay the return of
fertility through Lactational amenorrhea method, though breastfeeding is an imperfect means
of birth control. During breastfeeding beneficial hormone are released into the mother's body
(CDC 2007) and the maternal bond can be strengthened. (U.S. Department of Health and

Human Services, 2009) Breastfeeding is possible throughout pregnancy. but generally milk

production will be reduced at some point.( Feldman, 2000)

2.6.1 Bonding

Hormones released during breastteeding help to strengthen the maternal bond. (U.S.
Department of Health and Human Services 2009) Teaching partners how to manage common
difficulties is assoctated with higher breastfeeding rates. (Pisacane et al., 2003) Support for a

mother while breastleeding can assist in human bonding and help build a paternal bond

between father and child. (Van Willigen, 2002).
2.6.2 Hormone release

Breastfeeding releases oxytocin and prolactin, hormones that relax the mother and make her
feel more nurturing toward her baby (Stuart-Macadam and Dettwyler, 1995). Breastfeeding
soon after giving birth increases the mother's oxylocin levels. making her uterus contract
more quickly and reducing bleeding. Prolactin, a synthetic hormone used to make the uterus

contract during and after labour, 1s structurally modeled on oxytocin. (Chua et al., 1994)

2.6.3 Weight loss

As the fat accumulated during pregnancy is used to produce milk. extended breastleeding

at least 6 months—can help mothers lose weight. (Dewey et al., 1993) However, weight joss
ea

10
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is highly variable :
gy AMONg lactating women; monitoring the diet and increasing the

amou int 1 \ " ,
[ h 200 ; ! U ' w f oh I'

pregnancy weight was negligible, and the effect of breastfeeding on postpartum weight loss
was unclear.

2.6.5 Long-term health effectg

For breastfeeding women, long-term health benefits include: Less risk of breast cancer,

ovarian cancer, and endometrial cancer (Newcomb et al., 2009). A 2009 study indicated that

lactation for at least 24 months is associated with a 23% lower risk of coronary heart disease.

( Stuebe et al.,, 2009). Although the 2007 review for the AHRQ found "no relationship

between a history of for a shorter duration or who had never breast fed (Pikwer et al., 2009),

lactation and the risk of osteoporosis (Raman et al., 2007), mothers who breastfeed longer

than eight months benefit trom bone re-mineralization. (Mvelton 11 et al., 1993).

Breastfeeding diabetes mothers require less insulin (Rayburn et al., 1983) and it reduces risk

of post-partum bleeding. (Chua et al., 1994)

2.6.6 Breastfeeding difficulties

While breastfeeding is a natural human activity, difticulties are not uncommon. Putting the
baby to the breast as soon as possible after the birth helps to avoid many problems. The AAP
breastfeeding policy says: "Delay weighing, measuring, bathing, needle-sticks. and eye
prophylaxis until atter the first feeding is completed.(Gartner, 2005) Many breastfeeding
ditticulties can be resolved with proper hospital procedures, properly trained midwives,
doctors and hospital staff, and lactation consultants.(Newman and Pitman,2000) There are
some situations in which breastfeeding may be harmful to the intant, including infection with
HIV and acute poisoning by environmental contaminants such as lead.(Mead, 2008) Rarely. a
mother may not be able to produce breast milk because of a prolactin deficiency. This may be
caused by Sheehan's syndrome, an uncommon result of a sudden drop in blood pressure
during childbirth typically due to haemorrhaging. In developed countries, many working

mothers do not breast feed their children due to work pressures.

11
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2.6.7 Infant weight gain

Breastfed infants generally gain weight according to the following guidelines:

0-4 months: 6 oz. per week "
4—-6 months: 4-5 oz. per week

6—-12 months; 2-4 oz. per week

1 - : : _ .
It 1s acceptable for some babies to gain 4-5 ounces per week. This average 1s taken
from the lowest weight, not the birtl weight.

The average breastfed baby doubles its birth weight in 5-6 months. By one year, a typical
breastfed baby will weigh about 2% times its birth weight. At one year, breastfed babies tend
to be leaner than bottle fed babies. (Sears, 2007) By two years, differences in welght gain and

growth between breastfed and formula-fed babies are no Icnger evident. (Mohrbacher and
Stock, 2003)

KNOWLEDGE, PRACTICE AND ALTITUDE OF MOTHERS TOWARDS
EXCLUSIVE BREASTIFEEDING

In the study conducted by U O Uchendu in unmiversity ol Nigeria teaching hospital Enugu

in October 2006 Exclusive Breastfeeding rates (EBFR) reported 1n national surveys
(NDHS,.1999 ) and from difterent centres (Otaigbe BE et al,. 2005) have been rather low (0 -

53.9%), despite the promotion of BEFHI programmes in these health institutions ,which is

thought to be because of several tactors in the mothers™ environments. These factors could be
social, physical, biological and psychological, and may impuct positively or otherwise on the
ability and willingness of women to practice LB, Some researchers have proposed that lack
of suitable facilities outside of the home, inconvenience; conflicts at Work, family pressure
and ignorance adversely affect the willingness of women to practice EBF. (Ogbonna C et
al..2000) The need to return to work or school has also been implicated as a factor intertering
with EBF.7.9 Various misconceptions by mothers have also been noted to adversely EBF:
these include beliefs that breast milk 1s insufficient or of poor quality, and that the baby does
not gain weight adequately or is thirsty. (Ogbonna C et al..2000) A previous study (Aghaji
MN 2002) in the Enugu area had noted an EBF rate of 32.3% for up (o the first 4 months

after delivery. Our study aimed at establishing the factors that affect EBI practices up 10 6
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months after deli : e g
delivery (as is currently recommended) among mothers seen at the University of

Nigeria Teaching Hospital (UNTH) Enugy, Nigeria.

the study conducted in University of Nigeria Teaching Hospital (UNTH) Enugu, Nigeria
153 (83.2%) out of 184 families, an extended family member was present at times after
delivery of the child that coincided with initiation or maintenance of breastfeeding. Only 24
Mothers had no extended family member living with them. These data were missing in 7
cases. Of the 184 mothers, 173 (94%) correctly defined EBF, and 167 (90.8%) knew that
it should be practiced for 6 months, in line with current recommendations. Shows the various

EBFRs and the percentage of women who achieved those levels. The overall
6-month EBFR for the study group was 32.4%. Only 39 (21.2%) women practiced EBF for
all their children, while 95 (51.6%) did not practice EBF for any child.

In a similar study conducted on breastfeeding mothers, Socio-demographic characteristics

and the different EBFRs achieved by different socio-economic classes shown that Wonien
who had fewer children had higher EBFRs but a statistically significant difference was noted
between those with | - 2 or 3 - 4 children, and those with =5 children (p<0.001). Mother’s
<25years or >36years had lower EBFRs in comparison with those in between these ages.
Higher maternal education apparently favours betler EBT performance, especially among

woinen with at least secondary school education.

CHAPTER TIIREE
MIETHODOLOGY

3.1 STUDY DESIGN

This is a descriptive cross-sectional study of multiparous mothers.

3.2 STUDY AREA

The study was carried out in adeoyo maternity hospital, vemetu located at Ibadan, Oyo State.

Oyo State is one of the 36 states of Nigeria and is located in the South Western region of the

13
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country. The State -
Y S wds created in 1976 out of the old Western region and has a projected

popttlation of about 4 million (National population commission 2000).

3.3 STUDY POPULATION

The study population consist of mothers aged 15 to 44 with two or more children that are
attending both antenatal and post natal

activities at adeoyo maternity hospital, yemetu located
at Ibadan, Oyo State.

3.4 SAMPLE SIZE DETERMINATION.
The sample size was calculated using L.eslie Kisch's formular

n-';I/fF"lr:p’d:3

n= mimimum sample size

£=1.96

P=the proportion of multiparous mothers that practices exclusive breastlfeeding estimated at
73% (0.73) (Ogunlest, 2005)

q=1-p

d=3% level of significant

n=(1.96)7(0.75) (0.25)/0.05"

n—288 mothers with more than a child in yemetu maternity hospital [badan

3.

fJ‘

1 SAMPLE NMETHOD

Systematic random sampling technique was used to recruit subject for the study. Participants
were interviewed as they came into the hospital. The process continued until the required

number of sample size (288) was obtained.

3.5.1 Inclusion criteria.
a. Nlothers with 1wo or more children

b. Mothers with children younger than age 1 8 from Single ton births

3.9.2 Fxclusion crit€riin
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l. Women with only one child
2. Women with children older

than age 18.
3. women with no child

3.5. DATA COLLECTION

Data was collected using an interviewer administered questionnaire which consists of the
{following.

a. Sociodemographic characteristics.
| b. Childs vital inlormation
c. Mothers knowledge ol breastleeding
d. Pregnancy and delivery history
¢. Breastteeding practices ol mothers
{. Mothers attitude to breasticeding
3.6 DATA MANAGEMENT AND STATISTICAL ANALYSIS

Data was entered, edited, and analyze with SPSS statistical software (version 15). This
included the analysis of mother’s socio-demographics data of age, marital status, occupation.

educational level, ethnicity and mother’s panities. Frequency table diagrams and graph for

these data shall be computed.

The main variable of ‘interest was birth order: the main outcome measure were exclusive
breastfeeding practices for each mother-child pair. Univeriate analysis was emploved to
calculate frequencies and distributions of each variable. Chi-square test was used for bivariate
analyses to test the significance ol the association between categorical variables and the

practice of exclusive breastteeding. Logistic regression analysis was pertormed to ideatity the

factors associated with the outcome variable.

15
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3.7 ETHICAL CONSIDERATION

Ethical clearance was obtained from the ministry of health research and ethical committee.
The research was at no cost to the participants as the researcher shall bear the cost. Informed

written consent was obtained from the mothers and permission was taken from the hospital.

3.8 LIMITATION OF STUDY

There may be problems of recall bias due to the retrospective nature ol the study, a single
health care facility would be used and it may not be representative enough. Hospital based
studies may underestimate the actual burden ol disease in the community and it is seriously
influenced by health seeKking behavior. There is also the possibility that an infant had received

some other type ol teeding from someonce else without the mother’s knowledge. rurthermore,

some mlants may have shilied from one leeding pattern to another, and then returned to the

previous one and the study is limited to mothers with multiple children

CHAPTER FOUR
RESULTS
11 MATERNAL DEMOGRAPHIC CHARACTERISTICS

1'-1'4'-.{{.'!""‘!1'1'\ l"t !l‘L HiL 1.']1“-.*' » it.'l‘ MMican ,.11'15; 'k._' ‘TT'i!il:,\

[able 4.1 shows the demographic chi

"\,l] 1 i VvVeArsS) ‘&1.1!“”“ (1] ”‘I!‘;" Hh‘ilht"!‘x wWoere ,11-.‘_*l! !"L'?-“{x'“: .34 VAR
was 30.4 yecars | 4 YCi
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0
(38.6%) followed by those aged 25-29 years (29.8%), 35 years and above (25.3%) and 20-24
o
years (6.3%). There were more mothers in others occupations (71.9%) compared to those

with skilled occupations (28.1%).  Majority of the fathers had semi skilled occupations

(56.55). Majority of the mothers were married (96.9%) and had secondary level of education

" 0 = = ) : . o
highest (55.8%). A little above half of the mothers were Muslims (57.0%) while majority

were Y oruba’s (93.7%). Mothers with (wo children were more (55.9%) than those with three

children (33.0%). Those with four children and above were only about |1.1%.

Table 4.1 MATERNAL DEMOGRAPHIC CHARACTERISTICS

MATERNAL DEMOGRAPHIC FACTOR FREQUENCY (%)
'MEAN AGE (SDY  ——/—/ —+{
MOTHERS 30.4 (4.4)
AGE GROUPS
20-24 15 (6.3) |
| 25-29 85 (29.8) |
30-34 110 (38.6)
35 AND Above 72 (25.3) |
TOTAL 285 (100) |
' MOTHERS OCCUPATION | |
| Skilled | 80 (28.1) |
- Others 1 205 (71.9)
| TOTAL | 285 (100)
FATHERS OCCUPATION
Skilled 124 (43.5)
Semi skilled 161 (56.5)
TOTAL
EDUCATIONAL LEVEL
Primary . 43 (15.1)
Secondary 159 (55.8)
Tertiary/ post tertiary 81 (29.1)
TOTAL 285 (100)
MARITAL STATUS -
Married = 1 “"“-‘”
Others 264 v1im,
TOTAL -
ETHNICITY 268 (93.7)
Y oruba
Others 18(6.3)
,. 280 (100)
FOTAI
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| RELIGION

Christianit

ls!;m‘ ity 123 (43.0)
163 (56.9)

TOTAL 286 (100)

NUMBER OF CHILDREN

Two chilflren 161 (55.9)

Threei.childrt.zn 95 (33.0)

Four/five children 32 (11.1)

TOTAL - | 288 (100) o 2

1.2

DEMOGRAPHIC CHARACTERISTICS OF CH{LDREN

Table 4.2 shows the demographic characteristics of the children. The mean age of the

children was 56.0 months (SD 41.1 months). Majority ol the children were aged between 1-
60 months (60.1%) and were males (60.5%).

Table 4.2 DEMOGRAPRIC CHARACTERISTICS O CHILDRIEN

DEMOGRAP HIC CHARACTERISTICS  OF

FREQUENCY (%)
CHILDRIEN ,
MEAN AGE _ | T 56.0@14y :
AGE OF CHILDREN(MONTHS)
1-60 |
61-144 486 (66.1)
145 and above | 228 (31.0)
Total 21 (2.9)
| 735 (100)
SEX _
Male 445 (60.3)
Female 290 (39.5)
Total | 732 (100)
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4.3

Table 4.3 shows mother’s breastfeeding )

_ actices for all children. Majority of the children
were exclusively breastfed (62.9%) and P

(57.8%). Children who were

TABLE 4.3

BREASTFEEDING PRA CTICES RECEIVED BY

BREASTFEEDING |
PRACTICES -
RECEIVED gy | L OTAL
CHILDREN
EXCLUSIVE
BREASTFEEDING
Yes 462 (62.9)
No 273 (37.1)
Total 735 (100)
TIME OF

INITIATION OF

BREAST FEEDING | 421 (57.8)
Immediately 307 (42.2)
Hours 728 (100)
Days 08(34.3)

| Total

| .

 SUPPLEMENTARY | 9 (30.0)

- FOODS GIVEN 2 (16.7)

- Multi mix 2 (6.7)
Pap 14 (46.7)

' Pap and milk 30 (100)

' Baby formular
‘Tetal

FREQUENCY BY BIRTH O

| FIRST
CHILD

SECOND |
CHILD

163 (37.0) | 194 (6£6.8)
123 (43.0) |95 (32.2) |

286 (100) | 286 (100) }

l

67 (59.0) |

166 (58.5)

118 (41.5) | 116 (41.0) |
284 (100) | 283 (100) |
13(12.2) 40(14.0)
|
4 (36.4) 4 (33.3)

1 (9.1) 2(167)

1 (9.1) 1 (8.2)
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MOTIHERS

iminediately put to the breast after delivery

given baby formular had the highest percentage (46.7%)
tollowed by those who were given multi

nix (30.0%), pap (16.7%) and pap and milk (6.7%).

BREASTFEEDING PRACTICES RECEIVED BY MOTHERS

RDER (PERCENTAGE)

THIRD
CHILD

01 (70.0)
38 (29.35)
120 (10()

75 (38.0)
33 (41.4)
128 (100)
1 8(13.8)

| (14.3)
2 (28.6)

 FOURTH/¥F
IFTH
CHILD

16 (48.))
17 (31.))
33 (100)

13 (39.4)
20 (60.6)
33 (100)
3(14.3)




44  ASSOCIATION BETwW

LEN EXCLUSIVE BREAS * ‘
. SIVI CASTFEEDING AND SOCIO

Table 4.4 shows the association

between exclusive Dbreastfeeding and demographic
characteristics of the

an[hel'S. ME\]()rlly OI‘ lhe ln()lhers were aged bechen 20-24 years
(72.2%) exclusively pre

astted their children [ollowed by those 35 years and above (59.7%),

those aged 25-29 years (55.3%), and 30-34 years (53.6%). This was not significant at p=

0.47. The mothers who were skilled (58.8%) exclusively breastled their children compared 1o

those 1n others occupations (56.1%). This was not signtlicant at p= 0.08

Majority of the husband (59.7%) that their wives exclusively breastfed had skilled

occupations compared to those that were semi skilled (3.7%). This was not significant at p-
0.39

Mothers who had tertiary level ol education (01.4%) who exclusively breastled were the

highest when compared to those who had secondary level o1 education (34.1%). This was not

significant at p= 0.33

Majority (77.8%) of the mothers who exclusively breastted were others (divorce, widows and

single) compared to those that were married (36.3%) and had secondary level of education

highest (55.8%). This was significant at p= 0.20

The mothers who were Christians (63.4%) exclusively breastfed compared to those were
Islam (52.1%). This was significant at p= 0.05. Mothers who exclusively breastfed (77.8%)

were other (hausa, igbo and others) compared to those who were Yoruba (35.6%). This was
|

not significant at p= 0.06.

A slightly greater proportion of mothers with three childrer: reported exclusive breastfeeding
C

1 1%) and tour/five children (31.9%). This was
(69.7%) compared tO those with two (01.1%0)

significant at p= 0.002.
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TABLE 4.4 BIVARIATE ANALYSIS
<+ F - .
SOCIO DEMOGRAPHIC (14 1 OF EXCLUSIVE BREASTFEEDING WiITH
ACTE
. CTERISTICS @F THE MOTHERS
\ SOCIO "*‘_“EXC
| DEMOGRAPHIC BREA‘ST:‘JE%[?“'E. Total ' Chi P-value
CHARACTER[ST[CS |T*—;‘,—=————_P_I_N(’ '! square
,L | es (%) "No (%)
AGE GROUPS | — f
' 20-24 3 (725 _ | ]
5. 25.99 . _j':) | 5(27.8) 18 (100) |
30-34 9053 | 85000)
J. |
35 AND Above 13 (599 >1(46.4) | 110 (100) | 2.523 0.471
(5. 29 (40.3) | 72(100)
| MOTHERS | |
OCCUPATION
| Skilled <
i 17 (38.8) 33 (41.3) | 80 (100)
HS0O6) 19043.9) | 205 (100) | 0,165 0.685
HUSBAND | '
OCCUPATION |
Skilled | 74 (5 : |
S;n_eskmc‘ (53,15 S0(40.3) 7 | 124 (100) | 0.719 0.396
| 88(54.7) | 73(453) | 161 (100) ‘
EDUCATIONAL :
LEVEL
Primary or non 25458.1) 18 (41.9) 43 (100)
! Secondary 86 (54.1) 73 (45.9) | 159(100) | 1.738 1 0.538
; Tertiary/ post tertiary 51 (61.4) 52(38.6) | 83¢100) -
[
.f MARITAL STATUS
g Married 156(56.3) | 121 (43.7) | 2771100) | 1.638 0.201
L Others 7(77.8) 2 (22.2) |9 (190)
ETHNICITY | |
Yoruba 149 (55.6) 59 (53.6) 268 1100) 3.386 ' 0.066
Others 14 (77.8) 4(22.2) | 18(100) |
. RELIGION l
}, Christianity 78 (63.4) 45(36.6) | 123100) | 3.631 1 0.057 |
| Islam 85 (52.1) 78 (47.9) 165 ¢100) |
PARITY | S )
i 193 (61.1) 123(38.9) | 316 100) |
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Three children
Four/five children

202 (69.7)
67 (51.9)

88(30.3) [290(100) | 12757 0.002
62 (48.1) | 129 (100)

43  ASSOCIATI TWEEN 1y

ATION BETWEERN EXCLUSIVE BREASTIFEEDING AND SOCIO
. )
DEMOGRAPHIC CHARACTERIST|CS OF THE CHILDREN

Table 4.5 shows t (i .
¢ s the association between exclusive breasticeding and the demographic

characteristics of the children. The childee
¢ children. The children that were 145 months and above (71.4%) were

e.'“ . ! (! Pes AR YRS 1) \ A '
xclusively breasted were the highest compared (o those who are between !-60 months

(05.6%) and those between 61-144 months (56. 1%). This was however significant at p= 0.03.

M “wa 2 pega r 2 0 1O pos S g ) . ’
The children who were males (63.8%) were exclusively breastied than those who were

females (61.4%). This was not significant at p= 0.50

TABLE 4.5 BIVARIATE ANALYSIS OF EXCLUSIVE BREASTFEEDING WITH
SOCIO DEMOGRAPHIC CHARACTERISTICS OF THE CHILDREN

—— —_— —

DEMOGRAPHIC EXCLUSIVE Total | Chi P-value
CHARACTERISTICS | BREASTFELEDING . square |
OF CHILDREN Yes (%) | No(%) | | |
AGE OF _
CHILDREN(MONTH | I -
S) 319 (65.6) | 167 (34.4) | 436 (100) | 6.67 0.03
1-60 128 (56.1) | 100 (43.9) | 228 (100)
 61-144 15(71.4) |0 (28.6) | 21(100)
= 145 and above
l
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4.6  ASSOCIATION BRFTWr ,
PR BETWEEN EXCLUSIVE BREASTFEEDING AND RBIRTIL

Table 4.6 shows the association between exclusive breastfeeding and birth order. A slightly

higher proportion of third children had been exclusively breastfed (70.5%) followed by

second children (66.8%), lrst children (57.0%) and fourth and fifth children (48.5%). This
was signiticant at p= 0.006

TABLE 4.6 BIVARIATE ANALYSIS OF EXCLUSIVE BREASTFEEDING WITH
BIRTH ORDER

e T

BIRTH ORDER " EXCLUSIVE " Total Chi Poyvalue |
BREASTFEEDING square |

« Yes (%) | No (%) | '

Firstchild | 163(57.0) | 123 (43.0) \1286“00) 12276 | 0.006 ]

Second child 191 (66.8) | 95(33.2) | 286 (100)

Third child 91 (70.5) 381(29.5) | 129(100) |

Fourth/fifth child 16(48.5) | 17(51.5) | 33(i00)

TIMEOF ' |

INITIATION  OF - |

BREASTFEEDING . ;

 Immediately 270 (64.1) | 187(60.7) | 421 (100) | 0.889 0.346

B 151 (35.9) | 121(39.3) | 308 (100}

R N S—
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=

|

AND EXCLUSIVE BREASTFEEDIN(:

MOGRAPIHIC CHARACTERISTICS

Table 4.7 shows the logistic regress;o,, oulput for exclusive breastfeeding. After adjusting for

other variables, mothers who are Yoruba are (wo times less likely to have exclusively

breastfed thelr children compared to mothers from other ethnic group. (OR=0.494, 95%Cl=
0.247-0.986). Mothers who are Christians are more likely to have exclusively breastied their
children compared to mothers who are Muslims. (OR= 1.347, 95%Ci= 0.984-1.843). The
children who are between 1-60 months are six times less likely to be exclusively breastfed
compared the children that were 145 months and above (OR= 0.517, 95%C1= 0.177-1.508)
children who are between [-60 months are two times less likely 10 be exclusively breastfled
compared the children that were 145 months and above. (OR= 0.418, 95%C1= 0.149-1. 169).
The first child are less likely to be breastied than the fourth child, second child is more likely
to be breastfed than the fourth and fifth child while the third child are two times more likely

to be exclusively breastied than the fourth and fifth child (OR = 1.540, 05%Cl= 0.652-3.038).

Mothers with three children were about two times more likely 1o have exclusively breastfed
their children compared to mothers with four/five childrer. (OR= 2.168, 95%Cl= 1.307-

3.596). Mothers who nitiated breastfeeding immediately are less likely to be exclusively

breastfed compared to those who breastfed hours after delivery.
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TABLE 4.7: LOGISTIC REGR

A Rpas ESION OF EXCLUSIVE BREASTFEEDING ON
Variable [ Oddsratio T Tosur €1 or o
ETHNICITY | R
Yoruba 0.515 0.254-1.046 0.066
Others
RELIGION
Christianity 1347 0.984-1.843 0.063
Islam
CHILD AGE (yrs)

0-5 0.517 0.177-1.508 0.227
5-10 0.418 0.149-1.169 - 0.096
10 and above
BIRTH ORDER
First child 0.919 10.173-2.268 0.855
Second child 1.355 0.577-3.182 0.486 |
Third child 1.540 0.652-3.638 0.325
Fourth/fifth child
PARITY
;' T | 609 1 0.920-2.813 0.095
'; Three children 2168 | 1.307-3.596 0.003
!f Four/five children 2.94]
; TIME OF INITIATION OF
BREASTFEEDING
mraeNQNely i 0.864 0.638-1.170 0.346
Hours - }2069
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CIIAPTER FIVE

DISCUSSION

This study provides insight the relationship between birth order and exclusive breastfeeding
practices and their socio demographic factors among multiparous mothers.

SOCIO DEMOGRAPHIC CHARACTERISTICS
The mean age of the mothers was 30.9 + 4.4 years and the age range was 20-45. The highest
proportion (38.6%) ol mothers was in the age group 30 - 34 when compared with the others
and those (6.3%) in the age group 20 — 24 having the least. Majority of the participants were
married when compared to others who were single, divorced or widowed. Among all the

respondents more than hall had a secondary educational level while the least were those who

had a primary or none.

Mothers occupation was such that majority were either unskilled or semi skilled when

compared to those that were skilled. Also the occupation of the husband was the same. The

predominant ethnic group was Yoruba compared to Islam.

DEMOGRAPHIC CHARACTERISTICS OF THE CHILDREN
The mean age of the children was 56.0 + 41.4 months and the age range was 1- 145 months.
The highest proportion of the children was in the age group | — 60 months when compared
with the others while those aged 145 months and above were the least. Majority ol the
children were males when compared to the females
BREASTFEEDING PRACTICLES RECEIVED BY MOTHERS

The prevalence of exclusive breastfeeding was 62.9%. This figure although above average
can still be considered low considering the increasing awareness on the importance of
exclusive breastfeeding gives to mothers during ante natal care. This is however not
consistentwith the findings conducted in Enugu, Nigeria by (Uchendu et al.. 2009) which
reported that one third of the mothers exclusively breastfed their children.
Majority of the mothers breastfed their first and third child exclusively. this however

decreased with the second child and then the fourth/ fifth child. Those shows an increase rate
of breastfeeding with smaller family size < 4 children.
A little above half of the mothers nitiated breast feeding in all their childeen mmediately
3

T : ’ Ive children who imnated
3 ¢tk Thi wver not the case with mothers with fourtive ¢h ¢
afier birth. This was howcver

: is 18 1 - : whers wiath more chatdren
¢ ‘ (his is likely duc to the fact that maothe
breastfeeding hours afler birth {
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are more exper] ' : '
perienced than those with tewer children and are less anxious on 10 initiate

breastfeeding. This findings was similar was to the study conducted by Bhavana Singh, 2010

in Gh( [ . . . |
ana In a university teaching hospital who reported that 62.0% of mothers responded to

breast feeding within minutes and hours of delivery. Majority of the mothers gave their

chi . : . . . : :
ldren irrespective of the birth order baby formular at the onset ol weaning compared to

other types of food used when weaning a baby. This could be due 1o the availability of a wide

range of baby formular and the ability 1o prepare it easily at anytime compared o the other

': options which needs the mother to be at home before they are prepared. (Bhavana Singh,
' 2010)

I

i ASSOCTATION BETWEEN  EXCLUSIVE BREASTFEEDING  AND  SOCIO

DEMOGRAPHIC CHARACTERISTICS OF THE MOTHERS

There was no association between selected socio demographic  variables and exclusive
breastfeeding except tor the religion. The study showed that younger mothers between the
ages ol 20-24 ycars were more likely to exclusively breastfeed their children compared to
older mothers. Mothers within this age range are more likely to be unemployed and stay at

home with their babies making exclusive breastleeding possible. “This is not in line with

findings by Uchendu at al, 2010) which showed women who were relatively young (<25
years) or old (=36 years) had a lower EBEFR compared with those aged between 26 and 335
years. Also, mothers with a higher level of education were more likely to exclusively
breastfeed their children compare to mothers with less education. This is because mothers
with a higher level of education are more likely to know and appreciate the importance and
benefits of exclusive breastfeeding. The results were however not significant. This was
consistent with previous studies which reported an association between education of mothers

and exclusive breastfeeding (Ogbonna et al.2000, Mahgoub et al, 2002, Lliyasu Z. et al.

L L . S .

2005). The study also found that about two thirds of mothers who were Christians exclusively
breastfed compared to those who were Muslims.. This findings are in line with studies by
Bhavana Singh 2010 which reported that religion had a significant relatonship with duration
of breast feeding (18 months) with greater percentage ol Christian mothers breastleeding than

Muslim mothers.
This study shows that mothers with three children were more hikely o have exclusivels

breastfed their children compared to those with two and four/five children. Thas shows that

exclusive breastfeeding is mainly the decision of the mother arrespective at the number ot

children she has Uchendu et al., 2010 reported similar findings which sand that
- f ’
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tamily size had ¢ itive elfe D)
R 4 positive elfect on EDI: among women with <4 children per fomily, who
achicved higher E

BERs than those with =5 children. Also Stuchics by Ogunlesi T., 2010 in

<] . ) ) tA\rad ‘1 Yy . ‘ae . -
EDF when they have fewer babies who are well spaced out; this reduces the likelihood of
‘hurmout’ and maternad exhaustion.

TL Y . iR e @4, . : - . . 4
A shightly higher proportion of the third childeen were exclusively breasticd followed by
second children and fiest children while the tourth and 1IN children were the least, This

result suggests that having nore than three children presents the greatest chullenge for

breastteeding every child. Tt also shows that increases in limily size can €onse n decrense

exclusive breasttecding practice.

ANSSOCTATHON BETWLEEN FNCLUSIVE BREASTFEEDING AND

CHARACTERISTICS OF THE CHITLDREN

A greater proportion ot the older chaldeen above the age GFtem had been exclusively breasticd
comparcd to the yvounger chibdren, s conld be asaa résitlt ot mothers back 1then been maorc
of house wives and having more ume tor thewpchildren However, children under the agce of
five had a higher proportion that had beendxeusively breastted compared to those above the
age of five. This is likely due to the ancredsed awarencss 11 recent times among mothers an
the importance of exclusive breaspteedmg.

Male chikdren had a shightly higherproportion that were exclusively breastled compared to

1

v

females. this was howeyér not significant. This could b: as a result of males having
tendency (0 feed more~been more active. Also in the Atrican tradition males take precedence
over femaies in aiany aspects of their live, feeding inclusive This 1s in line with studses by

A}t K}‘i K\‘i. 2000 rcportcd that s¢x had no sl*__!nlﬁ,.a*ll rclaty .ruh:p with durmtnm of

rsr

treastieeding (18 months).
A greater groportion of third children were exclusively breastted comparcd to Best ansd
second children. This is hkely due to mothers seeing the benefits of excluune beraartoed

: wasy Bt Thsse Pysves e i - "II vl 0w e PR
on their first and second child and wanting the same for their prosemt ¢ | —_ |
Wm ts lowest in the fourth/fifth chitd. this may e B auce meahers aah more L B0Meen

| : th the practice of iy NEEdiofdang il muriew

mary mod be cager to keep you Wi |

"R
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IFACTORS AFFECTNG EXCLUSIV

After adjusting for other v

L BREASTFEEDING

ariables, the study showed that Christians were twice likely to have

racticed ' | |
Preé exclusive breasting when compared to Muslims. This is because Christians are

enerally beli | | aciliti
g ally believed (o be more educated and patromize health facilities where they are taught

the benetfits of exclusive breastfeeding compared to Muslims whose religion has a great role
to play in their daily activities especially among women. This findings are in line with studies
by Bhavana Singh 2010 which reported that religion had a significant relationship with

duration of breast teeding (18 months) with greater percentage of Christian mothers

breastfeeding than Muslim mothers.

Younger children aged O-5Sycars were twice less likely to have been exclusively breastied
compared to children above ten years of age. Those betwe:zn 5-10 years of age were three
times less likely to have been exclusively breastieed compired to those above len years of

age.

The mothers that initiated breastleeding immediately alter the birth of their children were two
times less likely to have practiced exclusive breastteeding compared to those that initiated
breastfeeding some hours after the birth of their children. This may be because they may be
working class mothers and initiated breastfeeding immediately considering the tact that they

may soon resume work and may not be able to continue breastteeding the children.

First children were two times less likely to have been breastfed compared to tourth/fifth

children. Second and third children were two times more likely to have been exclusively

breastfed compared to fourth/lifth children.

These were however not significant except for mothers who had three children who were two
times more likely to have been exclusively breastfed compuared to fourth/tifth children. This
shows that exclusive breastfeeding is mainly the dectsion 2f the mother irrespective ot the
number of children she has. Previous studies show that it 1s most likelv that women with
higher parity are usually older, less educated and less likely to involve in formal employiment

sector. Also, women Wwith many children are more likely to be from rural arcas and tollow the
o 9

traditional lifestyles (Ayc, 2000)
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CONCLUSION

The awareness o feedi ide is i
f the breastfeeding worldwide js Increasing, bult its practice is on the average

in this study. This r : :
dy. This result suggpests that having more than four children presents the greatest

challenge ' ery chi ‘
ge for breastfeeding e ery child. it also shows thal increases in lamily size can cause a

decrease exclusive breastfeeding practice. Despite the fact that previous studies found
sighiltcant association between exclusively breastfeeding and some socio demographic
lactors, this study however only lound ethnicity (o be significant with exclusive

breastfeeding.

RECONMMENDATION
In view of the above lindings, the lollowing recommendations are being put up to help
achieve a desirable attitude and to adopt better practices of breast leeding in our community:
o [ealth education should be strengthened among niothers and should cut across all
soclal strata irrespective ol level ol cducation and class and should include
information especially like properties and component of breast milk which makes it
superior to artilicial feeding.
e Mothers should also be educated about the importance and duration ol exclusively
breast feeding for first six months ol lives ol their babies.

o Mothers should also be taught about when to add supplementary food to breastfeeding
and also how to prepare these feeds. They should also be taught the types ol food

which have the most nutritious value.
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> ML 1! * TH ORDER AND BREASTFEEDING
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PURATION/ANITIATION AMONG WOMEN WITH MORE THAN ONE CHILD
- « TERNITY HOSPITAL, YEMETU, IBADAN.

My name 1s Ayinde Abayomi. | am a postgraduate student from the Department of

Epidemiology, Medical Statistics and Environmental Health, Faculty of Public Flealth,
University of lIbadan. In partial fulfiliment for the award ol Master’s Degree in

Epidemiology, 1 am conducting a study to investigate the crder of birth and breastleeding

initiation amonyg women with more than one child.

Therefore, | request your participation in this study because it would contribute to achieving

the objectives of the study wtthout necessarily causing any harm ol whatsocver on you.
You have the right to consent or decline to participate in this study. Thank you.

SECTION A

SOCIAL DEMOGRAPHIC CHARACTERISTICS

MOTHER’S VITAL INFORMATION

1. How old were you at your last birthday? (In years)
2. Education?
(1) None (B) Primary (C) Secondary (D) Tertiary (E) Post Tertiary

3. Occupation

4. Marital status?

(1) Single (2) Married (3) Divorced (4) Widow  (4) others specify

5. Ethnicity?

(1) Yoruba (2) Hausa (3)Igbo  (4) Others specsty

6. Religion?

(1) Christianity  (2) Islam  (3) Traditional  (4) others specily
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7. Fathers occupation

e e - S ———

SECTION B

CHILD’S VITAL INFORMATION

FIRST SECOND | THIRD | FOURTH [ FIFrH
CHILD CHILD CHILD CHILD CHILD |
5. | Age ol your children i
0. What are the interval | N | '
|
between  the  c¢hild |
and the next child? | |
10 | What  are your | (AIMALE | (A)IMALE | (A)MALE - [(A)MALE | (A)MALE
1 : children sexes? (B) (B) FEMALE | (13) (13) (13)
, FEMALE FEMALE FEMALE FEMALE
11 | Did your children | (A)YES (A)YES | (A) YES (A) YES | (A)YES
receive any | (3) NO (B) NO (3) NO (BYNO | (B)NO |
vaccination? (C) DON'T | (C) DON’T | (C) DON'T | (C) DON'T | (C) DON'T |
- KNOW KNOW KNOW KNOW KNOW -
| | ]
SECTION C
a0
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MOTHER’S KNOW

LEDGE ON BREASTFEEDING

12. | Is breastfeeding initiated immediately after delivery?

(A)YES ()

(B)NO ()

(C) DON’T KNOW ()

13. | How should a baby be fed?

WL

(A)BREASTFEEDING
(B) A MIX OF BOTH BREAST
AND FORMULA FEEDING ()

(C) FORMULA FEEDING ( )

P

14 | Do you know what exclusive breastleeding is

15. | What are the constituents ot breast mitk

(AFATS ()

(B) SUGAR ()
(C)WATER ()

(D)PROTEIN ()

16. | Should colostrums be given’?

- —
e ——

R e —— -
N ———
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17 I?olostrums or thc ﬁrsz n;ilk_ SCrves a_s the first 1 mnumzation | (A) YES

| (A)Yes

- (B) No

41
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| for the baby (B) NO

(C) DON’T KNOW

e
4*7 Te———— —

(g8 | Do you know what complementary breastfeeding is? (A)Yes

| (3) No
19 | Human breast milk is the healthiest form of milk for human [ (A) YES

——— e —

babies than infant formula. (B) NO
(C) DON'T KNOW

20. | Infant formula contains antibodies that protect against | (A) YES

diseases, especially against diarrhea, respiratory and ear | (B) NO
Infections. (C) DON’T KNOW

[ e

21. | Mixed feeding (meaning breastteeding and giving other | (A) YES
foods and drinks) betfore six months can cause diarrhea, | (B) NO

respiratory and ear infections (C) DON'T KNOW

— ————— ———

22. | How old do you think yoﬁr baby should be before you

completely stop breastteeding?

| 23. | If a baby is breastfed he or she will be less likely to get | (A)YES

diarrhoea (B)YNO

- (C) DON'T KNOW

————— e — = it

24. | What are the consequences of breastteeding?

(A) WEIGHT LOSS ()

| | (3) BONDING ()
|

| (C) REDUCED POST PARTUM |
BLEEDING ()

| (D) NATURAL POSTPARTUM

—

4.7
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practices?

What are your sources of

SECTION F

Information on pyre

INFERILITY ()

(E)
SPECIFY

OTHER

ﬂSlfeeding

(A) MEDIA ()
(B) HOSPITAL ()
(C) FRIENDS ()

(D) PARENTS ( )

() OTHER SPECIFY ()

PREGNANCY AND DELIVERY HISTORY

—_—

FIRST SECOND | THIRD FOURTH
CHILD CHILD CHILD CHILD
26. JrWhem did you | (A)HOSPITA | (A)HOSPIT | (A)HOSPIT | (A)HOSPIT
deliver your | L AL AL Al
| children? (B) HOME (B) HOME | (BiHOME | (B) HOME
| | (C) OTHERS | (C) (C) (C)
OTHERS OTHERS OTHERS
What was the | (A) NORMALIL ‘(/\)_ - (M_ (A)
nature of your | (B)CAESAER NORMAL - NORMAL NU?'“’“
children’s AN | (B)CAESAE (B)CAESAE | (BYCAESAL
delivery? SECTIONG.c. | RIAN CRIAN RIAN
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FIFTH
CHILD

e —

(A)HOSPIT |

AL
(B) HOME
(C)
OTHERS

1 (A)

NORMAL
(BICAES
RIAN

'R




'I" .
CS) SECTION(i.e | SECTION(i.¢ | SECTION(i.e | SECTION(i.¢
(C) OTHERS | CS) .CS) .CS) .CS)

(C) OTHERS | (C) OTHERS | (C) OTIHERS | (C) OTHERS

28. Did yoli  SCC (A)Yes (A)YCS !(A)YCS (A)Yes (A)Yes
anyone for
B)No
antenatal care (8) (B)No (B)No (B)No (B)No

when you were

pregnant?

e S ———

29. | If yes, whom | (A)Heallh (A)Health | (A)Health | (A)Health (A)Health
did you see? protessional professional | professional | professional | professional

(B) Traditional | (3)Traditiona | (B)1raditiona | (B)Traditiona | (B)lraditiona |

birth attendant | | birth | | birth | | birth | | birth

(C)other altendant attendant atlendant attendant

spectly (C)other (C)other (C)other (C)other
specity specily specify specify

SECTION D

BREASTFEEDING PRACTICLES OF MOTHER'S

e — — E— —

FIRST SECOND | THIRD ' FOURTH  FIFTH
CHILD CHILD | CHILD CHILD CHILD
; 30. rDid you | (A)YES | (A)YES  [(A)YES T(A)YYES | (A) YES
- ‘ breastteed your | (B) NO (B) NO (B) NO (B)NO (B) NO
t ‘ children?
E !'37 How long after | (A)JMMED | (A)IMMLD TAIMMEDIA | (ADIMMEDI | (AJIMMED |
i birth did you first | IATELY CIATELY TELY ATELY IATELY
E ’ put your children | (B) HOURS | (13) HOURS | (13) HOURS (3) HOURS 1 (13) HOURS
| | 34
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to the breast? (C) DAY [ (C)DAY [(C)DAY (C) DAY (C) DAY
During the first | (A) YES (A) YES (A) YES (A) YES (A) YES
three days after | (B) NO (B) NO (B) NO (B)NO (B) NO
delivery, did you | (C) DON’T | (C) DON’T | (C) DON'T | (C) DON’T | (C) DON’T
give your children | KNOW KNOW KNOW IKNOW KNOW

the liquid that

came out of your

breast?

Did you give | (A) YIS (A) YES (A) YES (A) YES -
breast milk to your | (B) NO (B)NO (3 NO (B) NO

children on | (C) DON'T | (C) DON'T | (C DON'T [ (C) DON'T |

demand? KNOW KNOW KMOW KNOW .

Do )0_1—1 teed SOFur (_.*_\—) YES (A)YES (A) YIS | h (A)_?ES__ 1 (A) YES
children on ecach | (B)NO (B) NO (BYNO (13) NO (B) NO
breast for about 10 | (C) DON"I | (C) DONF | (Cy  DON'T | (C) DON'T | (C) DON'T |
o 20 minutes | KNOW KNOW KNOW KNOW KNOW
betore  changing I
the position of the |

child? | |
Also, during the | (A) YES (A) YES (A) YES (A) YLES T (A) YES .
first six months | (B) NO (B) NO (B) NO E(B)N() ' (B)Y NO
-after delivery, did { (C) DON'T | (C) DON'T | (C) DON'T | (C) DON'T | (C) DON'T |
you give ~ your | KNOW KNOW KNOW | KNOW KNOW
children any food '

supplement apart

from breast milk?

as




MIXED MIXED MIXED
your children? FOOD FOOD FOOD (B)PAP | FOOD See ik
(B)PAP (B)PAP (C)PAP AND | (B)PAP (B)PAP
(C)PAP (C)PAP MILK (C)PAP AND | (C)PAP
AND MILK | ANDMILK | (D)FORMUL | MILK AND MILK
(DJFORMU | (D)FORMU | A (D)FORMUL. | (D)FORMU
LA LA () SUGAR | A [.LA
(L) SUGAR | (E) SUGAR | WATER () SUGAR | (E) SUGAR
WATLR WATIIR WA'TER WATER
37. | If no to question | :
35, at what age (in
months) did you
Introduce other
food supplements
apart from breast
milk to each of
your children? i
38. | What type of food | (A) MULTI | (A) MULTI | (A) MULTI | (A) MULTI | (A) MULT:
supplement  did | MIXED MIXED MIXED MIXED ' MIXED |
you give to your | FOOD [FOOD FOOD (B)PAP | FOOD - FOOD |
children? (B)PAP (B)PAP (C)PAP AND . (B)PAP (B)PAP
(C)PAP (C)PAP MILK (C)PAP AND | (C)PAP
AND MILK | AND MILK | (D)FORMUL. | MILK AND MILK
(D)FORMU | (D)FORMU | A (D)FORMUL | (D)EORMU
LA LA (E) SUGAR | A LA
(E) SUGAR | (E) SUGAR | WATER (E) SUGAR | (E) SUGAR
| WATLER WATER WATER WATER
|
t }39. 'Did you serve|(A)YES (A) YES t| (A) YIS (A YES (A) YES
I food supplement | (B) NO | (BYNO (3B)NO (B) NO (B)NO
' i to your children | (C) DON'T | (C) DON' [((‘) DONTT 1 (C) - DONTE 1 (C) DONT

——
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iy l with the use of [ KNOW KNOW .
. ] KNOW KNOW
bottle feeder? ' . | |
10. ‘ For how long did 1 -
|
| breastfeed :
ich of  vour ‘
iildren? |
SEC 1IONE
MO | HERS ATTITUDE TO BREASTFEEDING
Circ - ‘I? if you “strongly disagree”. Circle‘2’ if you “disagree™
Circle ‘3’ if you are “Neutral”, Circle ‘4 if you “agree”
Circle *S’ if you “strongly agree™,
41. Women should breastfeed immediately after delivery | 2 3 l-l 4 |8
42 | Women are not usually embarrassed anytime they breast feed. ] 2 | 3 4 | S
43 | Women do breastfeed even when they have to go to work or school. | 1 2 |3 4|8
44 Women do breastfeed even when they have m:ﬁv ‘household | I JFZ_ 3 X S
responsibilities ,
4= | Breastfeeding is carried out to ensure that the child grows | 1 | 2 (3 |4 |5
= i | I -
' rj, usbands usually encourage their wives to breastfeed I 2 J |4 S !|
|
4~ | Family members encourage women to breastfeed 1 [2 |3 |4 |5 |






