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ABSTRACT 

The practice of Exclusive Breastfeeding is a vital source of healthy growth to infonts ond hos 

a protective effect against mortolity ond morbidity. Exclusive Breostfeeding is defined os the 

proctice of feeding 0 boby only of breast milk up to oge 6 months without introducing 

complementory foods. However, different studies hove proven that the subject is hardly 

understood by mothers ond the general public. According to the ovailable estimates at 

globol, Africo and nationol (Ethiopia) levels, exclusive breostfeeding is procticed by neorly 

one-third of mothers. 

The main objective of the study is to investigate the demographic and socio-economic factors 

that are influential to the exercise of EBFP, in the study area, Kirkos Sub-City in April, 2011. 

The study is a cross sectional and simple random sampling method/technique to arrive at 334 

eligible pregnant respondents - both from government and private health institutions. In 

addition to the face to face interview, Focus Graup Discussions (FGDs) were undertaken. 

Based on the results obtained, about 39% of the respondents do exercise EBF in the study 

area. Nonetheless, the concept of exclusive breast feeding is found to be less understood by 

the respondents and an introduction of supplementary foods or at least water begins at early 

ages due to the cultural belief that children are thirsty, for the salty nature of breast milk and 

hungry for the disproportional demand of food to their growth after two or three months. 

Lots of factors are seemingly determinants to the exclusive breast feeding. However, this 

study has concluded that attitude, income and educotion of mothers are found to have 

significont association with the practice of EBF than other factors . 

Upan conclusion, the study has forwarded recommendation to stakeholders such as Ministry 

of Health including professional gynecologists, doctors, nurses, ". to be able to make the 

mothers aware of the unutilized opportunity of Exclusive Breastfeeding practice for 

themselves and their infants. By the same taken ministry of labour and social affairs in 

consultation with ministry of health could facilitate to give breastfeeding mothers a 

reasonable payment without work or reduction of working hours during the first six months 

of the babies age. 

vii. 
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1.1 Background 

CHAPTER ONE 

INTRODUCTION 

Breastfeeding is one of the oldest practices recommended by all reli gions and it is th e 

universa ll y endorsed so lution in the prevention of earl y malnutrit ion (Dana, 1979). In 

light of the extensive ly studi ed benefit s of Breast feeding to th e soc iety, moth er and 

infant (He ining and Dewey, 1996; Moreland and Coombs, 2000), it is est imated that the 

li ves of I million infants a year can be saved in the devel oping world by promoting 

Breast feedi ng. Different factors affecting such promoti on need furthcr studies in c luding 

mother awareness, socio-economica l factors and more importantly thc health 

profess ional's training and attitudc (AI-Nassaj el al., 2004). World Health Organizati on 

and The American Academy of Pediatrics recommend that an inf""t be hreast-feo 

without supplemental foods or liquids for the first 6 months of age, known as exc lusive 

Breastfeeding ( WHO, 2002) . 

Exclusive breastfeeding of babies especia lly [TOm birth to at least s ix months is 

recommended in the primary health care services provided in the healthcare sector in 

Ethiopia and the world over. A very important aspect of the primary health care system 

is the education of women and the general publi c about the importance of exclusive 

breastfeeding that is, feeding babies with brcast milk only till they are at least six months 

o ld . This education includes providing information on the components of breast milk and 

its nutritiona l benefits to the babies as well as the ir mothers. The reacti on of the public to 

the introduction of exclusive hreastfeed ing is mixed depending on the social status of the 

peop le. 

Breastfeeding is an ultimate bio-cu ltura l phenomenon; in human, breastfeed ing is not 

only the b iological process but a lso a culturally determined behavior (Stuart-Macadam 

and Dettwy ler, 1995). 

UNICEF and WHO recommend that children be exclusively breastfed during th e first six 

months of life and th at children be given so lid or semiso lid complementary food in 



add ition to continued breast feeding frolll S IX Illon th s on. Exclusive breasticcd in g is 

recommended because breast milk is uncontaminated and contains all the nutri ents 

necessary for children in the first few months o f Nutrit ion of Childrcn and Women Ii fc . 

In add itio n, the mother's antibod ies in breast milk provide immunity to disease. Early 

supplementation is discouraged fo r several reasons. First, it exposes infants to path ogcns 

and increases their risk of infcction, espcc ia lly d isease. Second , it decreases in filll ts' 

intake of breast milk and therefore suck ling, wh ich reduces breast milk prod uction. 

Third, in a harsh socioeconomic environment, suppl ementary food is often nutritionall y 

in ferior. Contrary to WI-IO's recommendations only one in three Ethi opian children age 

4-5 months is exclusively breastfed. (CSA and ORC Macro, 2006). 

Exclus ive breastfeeding is recommended for s ix months in any context where mothers 

cannot provide a safe, affordab le and sustai nab le nutriti ous replacement feedi ng. Thc 

transition peri od between breastfeed ing and replacement feeding shou ld be ke pt as short 

as poss ibl e. 

In many instances, the nutritional advantages of breast milk are studied and found to be 

certa inl y numerous . Breast milk completely sati sfies an infant's nutritional and fluid 

needs for the first six months. Nutrients such as vitamins A and C, iron, zinc and vitamin 

D are more easi ly absorbed from breast milk than from other milk. Breast milk conta ins 

essential fatty acids needed for the infant's growing brain, eyes, and blood vessels and 

these are not available in other milks . In fa nts do not need water or other liquids to 

maintain good hydration, even in hot cl imates. Breastfeed on demand, that is, as often as 

the in fa nt wants, day and night. This will be at least 8 times in 24 hours. The more times 

a baby breastfeeds, the more milk will be produced as suck ling stimulates milk 

producti on. Breast milk protects against infection as the infant shares the mother's ab ilit), 

to fight infection. Exclusive ly breastfed infants are less likely to become ill with 

diarrhea, and less like ly to die from diarrhea or other infections. They are also less li kely 

to develop pneumonia, meningiti s, and ear infections than non breastfeed infants. 

Exclusively breastfed chil dren are at a much lower ri sk of infection from diarrhea and 

acute respiratory infections then infants who receive other food s. Other foods or liqu ids, 

or the feeding bottles or utensi ls used for them may conta in germs and cause in fections. 
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Offering foods to infants before s ix months reduces breast milk intake and interferes with 

full absorption of breast milk nutrients (rMoH, 2004). 

Breast milk is also the least expensive lVay to feed an infant. However, the mothcr must 

maintain good nutrition and continue taking any vitamin/mineral supplements her doctor 

recommended during the pregnancy. 

Formula-fed babies have the risk of developing an allergy to a particular formula. When 

a baby develops an allergy to formula , he or she may have symptoms that include 

irritability, crying after feedings, nausea, vomiting, diarrhea, or a skin rash (WHO, 2005) 

There is a well-accepted extra closeness that breastfeeding mothers experience that is 

both hormonal and emotional in nature. 

The only disadvantages for the baby in breastfeeding occur when things are not going 

well, for example, if there's an inadequate supply of breast milk or an inefficient suck 

reflex in the baby. However, it is unusual for a mother not to produce enough milk for 

her baby unless she is not breastfeeding correctly or frequently enough. The 

disadvantages that most commonly arise involve the rest of the family. Siblings and dad 

often feel "left out" of baby care since mom is the only one who can do the nursing. 

However, other family members can be involved in helping with different aspects of the 

baby's care, and this gives them a valuable feeling of importance and allows mom a 

chance to rest (WHO, 2005) 

Breast-fed babies eat more often than formula-fed babies since breast milk is more 

quickly digested and leaves the stomach empty more frequently. This puts a little more 

stress on the mother because of the potential necessity for more frequent feedings. 

(Ahmed , 2007) 

The benefits of exclusive breastfeeding are numerous. Breastfeeding, a primary means of 

promoting and supporting good nutrition in developing countries, is universally high in 

Ethiopia; however, exclusive breastfeeding during the first 6 months of life as 

recommended by the World Health Organization (WHO) is far less common. According 

to the Ethiopia Demographic and Health Survey, 69 percent of women in Ethiopia 

3 



in itiated breast feeding within the first hour of deli vcry (CSA and ORC MAC RO, 2006). 

Lack of in fo rm ati on, soc ial barri crs and unsupporti ve wo rk arrangements are among the 

reasons wo men do not breast fced. 

1.2 Statement of the Problem 

• '1IIJIIl;~~""";''fIl?r. !;;,t;Jotr., 
......,,11"1 1" I.' ~ .• ~". " '~"' ." .- ' "f~1 , 

~ . .. ,-Pt :,.J r t I 

,. o,tI. tH ..... l"': il..i)LJl5 ~ !. . 
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There are lots of factors that help to tackle the problem of infant and child mortality. One 

of the most recommended means of reducing thc risk of infant mortali ty is widely 

believed to be breastfeeding at early age of the chi ld's development. However, due to 

different reasons all mothers are not practicing. 

Breast feeding is the norm al way of providing youn g in fa nts wi th ri ch nutrients they 

need for hea lthy growth and deve lopment. Virtuall y all mothers can brcastfeed, provided 

they have accurate informati on, and the support of their famil y, the hea lth care system 

and soc iety at large. Breastfeeding reduces mortality by prov iding optimum nutrition and 

protccti on against common, but deadl y, childhood infec ti ons. Babies who do not 

breastfccd are two to six times more likely to dic fro m in fect ious discases. such as 

diarrhea, during the ir first year. Thi s ri sk is particularly high during thc first two months 

of li fe. Breastf eeding also prov ides the stimulation fo r good psychosocial and 

neurolog ica l development and contributes to birth spacing (Papst, et aI. , 1990). 

With all the mentioned advantages and benefits of EBF, however, the ex perience of 

mothers in many countries doesn' t seem to fo ll ow thc expected international 

recommendation. According to UN ICEF, the global rate of exclusive breastfeeding is 

still only around 37 per cent (UN ICEF, 2010).ln Sub-Saharan Afri ca, 20 percent of 

women reported exclusive breastfeeding of their last born infant Icss than fo ur months 

old . In North Afri ca, the rate fo r exclusive breastfecd ing is 41 percent rcspecti ve ly, 44 

percent in Asia, and lowcst in Latin America at 30percenl. (USAJD, 200 1). In Ethiopia 

the preva lence of Exclusive breastfeeding rate is 3 1.6 percent of age 4·6 months . (CSA 

and ORC MACRO 2006).The government of Ethiop ia has recogni zed th e problem of 

lack of exclusive breastfeeding practi ce in the country and it has expressed its concern. 
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For instance, at nationa l level, the FMOH has declarcd Tir 24 (Fcb. l) as exclus ive 

breast feed ing day. 

Even though most mothers in Ethi opia breast feed th ei r babies, they do not a lways follow 

the recommendations of the "National Strategy for Infant and Young Child Feeding," the 

guidelines establ ished by the FMOH for optimum breastfeeding. Many newborn s arc 

ne ither breast fed during their first hours o f life with colostrums nor exclusively breast fed 

during thei r first s ix months. In stead, they arc given liquids and comp lementary food at 

an early age. These practices may expose them to infectious diseases, and th erefore have 

a negative impact on thei r growth and development. 

The low prevalence of EBF in most developing countries including Ethiopia is attributed 

to va ri ous maternal and chi ld factors such as place of residence, sex and agc of the chi Id, 

mother working outside home, maternal age and educational leve l, acccss to mass media 

and economical statu s by several researchers.( (Tewodros el al., 2009) 

There are few studies that investigated the factors associated wi th exclusive 

breastfeed ing practices in Ethiop ia. Due to the presence of differences in geographic, 

economic and socio-cultural aspects studies so far done to investigate the fa ctors for 

exc lusive breastfeeding practice didn ' t seem suffice to bring about the intended influence 

from policy makers up to mothers in all places. In major c ities such as Add is Ababa, the 

practice of exclusive breastfeed ing could easily be replaced not only due to the 

avai labi li ty of al ternate sources of food for babies, but also expected to associate with 

other potential factors. 

In li ght of this research gap, therefore, the current study has attempted to identify the 

most important demographic, socio-economic and hea lth ca re factors affecting exclusive 

breastfeeding practice in Kirkos sub c ity, Addis Ababa. It is hoped that the findings of 

thi s study wi ll be utilized in improving the beliefs, att itudes and practices of mothers 

towards EBF. 
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1.3 Objective of the S tudy 

The genera l objecti ve o f th c st udy is to identify th e demographi c and socio-economic 

fa cto rs that influence thc practi ce or non-practice of exclusivc breastfceding among 

women. 

Specific objectives arc to:-

I. Examine pract ice of exclusive breast-fccd ing in Kirkos sub city of Addis Ababa; 

2. Identi fy the demograph ic and soc ia-economic factors that in fluence EBF 

pract iccs in the sub c ity 

3. In vestigate the influence of thc social support and cultura l bc liefs on 

brcastfeeding practice; 

1.4 Research Question 

This study would strive to answer the following research questions: 

I . What is the practice of exclusive brcastfccding in Kirkos sub c ity of Add is 

Ababa? 

2. What is the knowledge and att itude of mothers to exercise exclusive 

breastfeeding? 

3. What are the socio-economic correlates of exclusive breastfeeding practice? 

4. What are the demographic and cul tural factors which have an influence on 

breastteeding practice? 

1.5 Significance of the Study 

Breastfeeding is associated with a lower incidence o f infant diarrhea and respi ratory 

disease, particularl y in less developed countries. An ecologica l study on 

breastfeed ing showed that more than half of all infan t deaths from d iarrhea disease 

and acute respiratory infections are preventable by exclusive breastfeeding in infants 

aged 0-3 months and partial breastfeedi ng throughout the remainder of infancy 

6 



J 

(WHO, 1996). The theoretical basis for this may be a combination of th e nutritional 

and immunc mod ulator cffects of hum an mi lk. 

The s ignificance of th is rcsearch work lics in the fact that it would contribute to 

existi ng litcraturc on the subject matter by providing an expository analysis of the 

pract ice of brcastfced ing in one of the Addis Ababa sub-citi es in Ethiop ia and 

identify th e demographic and socio-economic filctors that influence it. This would 

enhance policy formu lation in thc primary hcalth care in the area o f improvi ng th e 

practice of exclusive breast feed ing among women. 

1.6 Limitations ofthc Study 

The study, s ince it is limited to one sub c ity, it may not be valid to represent the 

practice of exclusive breastfeeding in other sub cities of Add is Ababa. 

During the data co llection process, the unavailability of eligible women especially of 

pregnant women hav ing at least one chi ld was found to be difficult. In connect ion 

with this there has been reasonable constraint in finance and time. 

Furthermore, information with regards to income and age were found to be the most 

sensitive questions that limited respondents to respond openly. 

7 



CHAPTER TWO 

LITERATURE REVIEW 

Exc lusive breast feed ing has become a subj cct o f wide concern in the past few years, 

because o f the modest lin k between exclusivc brcastfeeding and its importance to early 

childhood nutrition and health and, in part, fertility. 

World Health Organization and The America n Academy o f Pediatrics reeommcnds that 

an in fa nt be breast-fed without supplementa l foods or liquids for the first 6 months of 

age, known as excl usive Breast feedi ng (W HO, 2002) . Feeding practi ces including lack 

of Breast feeding and early introducti on of solid foods have been reported as hea lth risks 

(Uauy and Solomons, 2005). Data from different cou ntrics revea led that th ere arc ve ry 

large differences in breast-feeding practice between countries and between populati on 

groups within counties. A downward trend in breast-feed ing has been noted in wide ly 

differing countries of the Middle East, especia lly in urban areas (World Hea lth 

Quarterly, 1982; Balo ef al. , 1997; Harfouehe, 1982). Furthermore there is a growi ng 

concern in recent years about th e changing pattern of breast-feeding, particularl y in 

societies in rap id transition (Patwardhan and Darby, 1972; World Hea lth Quarterly, 

1982; Sebai, 1982). 

Exclusive Breastfeeding is widely accepted by the World Health Organization (WHO), 

Health Canada, and the Canadian Institute of Ch ild Health as the optimal method for 

in fant feeding because it provides the foundatio n for a healthy life. Breastfeeding red uces 

the risk of disease, enhances soc ia l and emotiona l development, and has economic 

benefit s for mothers, famili es and the hea lth care system. The WHO's Global Strategy on 

Infant and Young Child Feed ing (2003) advocates that all hea lth services protect, 

promote and support cxclusivc brcastfccdin g and t imc ly and adequate com plementary 

feeding with continued breastfeeding for up to two years and beyond. 



According to UN ICEf's five years (2003- 2008) regional stati stics on the percentage of 

chi ldren who are excl usive ly breastfed, South Asia is fo und to be the highest (45%) 

followed by Eastern and Southern Ali' ica (42%). 

REGIONAL SUMMARY RATE O F EXCLUS IVE 
BREASTFEEOrNG * 

AIi-ica 32 
Sub-Saharan Africa 31 
Eastern and Southern Afr ica 42 
West and Central AIi- iea 22 
Middle East and North Africa 30 
Asia 41 
South Asia 45 
East Asia and Pacific -

Latin America and Caribbean 41 
CEE/CIS 27 
Developing countr ies 37 
Least developed countries 39 

World 37 

* Exclusive bl'eas/feediJlg: Percentage 0/ infants who are exclusively breast/ed (th e infant only 
receives breaslmilk W;t/70II/ any addilionalfood or drink, nol even water/or the firs! six lI10mhs 

(age 0-5 /I1onlhs). 
Source: (hI IP://W1V1V. childinfo. org/) 

There are many facto rs associated with the decision to ini tiate and continue brcastfeeding 

and ma ny are lin ked to wider issues assoc iated with health inequities. Thesc factors are 

we ll known and include: soc io-econom ic slatus; educati onal leve l; atti tudes and beliefs 

toward breastfeed ing; embarrassment and discomfort; the in fluence of fa mily. fri ends, 

and health profess ional s; peer support; hosp ita l practi ces; return to unsupporti ve wo rk 

set1 ings and inconve nience (Breastfeed ing Committee for Canada, 2005; Matthews, el 

al., 1994; Palda el al. , 2004) . There is no doubt that educational, environmental and 

attitudinal changes are needed to protect and support successful breastfeeding. 

Research offers compe ll ing evidcncc that breastfeed ing im provcs hea lth outcomes across 

the lifespan; sign ifi cant ly reducing hea lth care costs (Hea lth Canada, 2004; Ontario 

Publi c Hea lth Assoc iation, 2004). Brcastfecding prov ides optimal nutrit ional, 
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immunological and emotional nurturing fo r growth and development of inFants and 

children. Breast milk promotes sensory and cognitive deve lopment and protects inFants 

against infectious di seases such as bacterial meningi tis, resp iratory tract infect ion, 

necrotizing enters co li ti s, otiti s media and urinary tract infection. (AA P, 2005). Exc lusive 

breastFeed ing reduces infa nt mortal ity due to common childhood illnesses such as 

diarrhea or pneumonia and helps for a quicker recovery during illness . These effects can 

be measured in resource-poor and affluent soc ieties (WHO, 2003). 

Some stud ies suggest that breastfeeding also helps protect aga inst Sudden In fan t Death 

Syndrome, type I and type 2 di abetes, lymphoma, leukemia, and Hodgkin disease, 

overweight and obesity, hypercholesterolemia, allergies, and asthma. (AAI', 2005; 

Canadian Institute fo r Hea lth Information, 2004 ; Chen and Rogan, 2004; Dell and To, 

200 1). Breastfeeding has been associated with sli ghtl y enhanced perFormance on tests 0 [" 

cogniti ve deve lopment (AA P, 2005). Dentists note that breastfeed ing is important For the 

proper development of the mouth and jaw (Pa lmer, 1998). In addition, the experience of 

breastfeeding has been Found to strengthen attachment (McCa in and Mustard, 1999). 

Breastfeed ing al so contributes to the mother 's health by offering protection fo r some 

women against breast and ovarian cancers and osteoporos is (Collaborati ve Group on 

Hormonal "actors in Breast Cancer, 2002; Zheng et al ., 200 I). 

Lack of breastfeeding, especially the lack of exclusive breast/eeding in the first six 

months a/life, is an important ri sk Factor for infant and chi ld morbidi ty and mortality that 

are only compounded by inappropri ate complementary feeding (Feldman and r rat i, 

2005; WHO, 2003). When mothers do not breastfeed they genera lly use a breast mi lk 

substitute (eg., a commercial infant formula or an evaporated milk formula). The WI-IO ' s 

International Code of JII/arketing of Breast milk Substitutes ( 198 1) was deve loped "to 

contribu te to the provision of saFe and adequate nutrition for inFants, by the protect ion 

and promotion of breastfeeding, and by ensuring the proper use of breast mi lk 

substitutes, when these are necessary, on the basis of adequate inform ati on and through 

appropriate marketing and di stribution" (WHO 1981). Among other things, the Code 
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requires that parents be informcd about thc ' health haza rds' o f ulln ccessary or im proper 

usc of infant formula and other breast milk substitutes. 

While the hea lth and nutritiolla l benefits of brcastfccding arc well documcntcd, thcrc is 

in creas ing evidencc of cost sav ings to familics, comm uniti es and the hcalth systcm whcn 

in fants are breastfed . Families save by not having to maintain the high cost of infa nt 

formula and complementary foods. Thc hcalth care system saves wi th a reduction in 

expend itures as a result of fewcr hospital admissions, physic ian vi sits and prescripti ons 

for medications for childhood illnesscs, such as, otit is mcdia and gastroentcrit is. 

Evidence a lso demonstrates that lack of breastfecdin g is associated with poor school 

performance, reduced productivity, and impaired intc llectua l and social deve lopment 

(WHO, 2003). To put these findings in pcrspectivc, in 200 I it was estimated that a 

minimum of $3.6 billion US cou ld be saved if the national prevalence of exc lusive 

breastfeeding increased to Hea lth Canada 's current recommendations (Breastfecd ing 

Committee for Canada, 2005). 
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2.1 Determinants of Exclusive B"castfccding l'racticc 

2.1.1 Socio-demographic factors 

The major soe io-demographic factors that affect prolonged breast feeding behaviors are: 

age, marita l status, educat ion and income leve l. Similarly, therc are literatures wh ich 

shows strong ev idence that older age, being married, being we ll educated and a hi gher 

income are each associated with longer breastfeeding duration. These factors are not 

amendable to change by midwives once the woman is pregnant. Knowing that successful 

long term breastfeeding is less li kely to be achievable for young, poorly ed ucated, 

unmarried and lower income mothers he lps midwives to focus the ir ed ucation and 

support for these groups of women (S hah la, 20 10). 

Resea rch studies addressing the influence of maternal age on breast reeding initi at ion and 

duration have vary ing res ults (Ford and Labbok, 1990). In vest igators ha ve round a 

st rong, positive correlation between materna l age and education level and breastreed ing 

in itiat ion and duration. Spec ificall y, o ld er, and more ed ucated womcn are the subgroup 

most likely to choose breastfecding as their prcre rred infant feed ing method, and 

ge nerally they breastfced their chi ldren longer than othe r groups (AAP, 1997; Scott and 

Binns, \ 999). Older women are more like ly to breast reed excl usive ly (Arora el ai., 

2000). Multiple studies add ress ing the facto rs assoc iated with the infant feed ing pract ices 

have " identified adolescent mothers as one group that is unlikely to breast feed" (Vo lpe 

and Bear, 2000). 

The relat ionsh ip between breastfeeding and pre-pregnan cy empl oyment, enro llment in 

schoo l and intention to return to work are reported incons istently in research findi ngs 

(Littman ct a I. , 1994) . Howcver, most investigators agree that full-time employment and 

schoo l enrollment are associated with decreased breast reed in g du ration as the result of 

environm ental barriers at both work and school (Spi sak and Gross, 1991). Ma rried 

wo men breastreed the ir infants excl usive ly 1110 re often than si ngle women (Arora el aI., 
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2000). In a study by De La Mora et al. (1999), thc attitudes of married women 

concerning breastfeeding were more pos itive than we re the attitudes of single mothers. 

Notwithstanding home and support networks, nursing mothers struggle with the 

diffi culty of combining infant feeding with employment or work . In fant feeding is a 

time-consuming behavior characteri stic of the domestic arena. The primary empirical 

fin cii ng concerning working mothers and infant feedi ng is that the intention to return to a 

job does not hinder initiat ion of breast feeding but does hinder duration of breastfeeding 

(Auerbach and Guss, 1984). A secondary finding is that the sooner a mother returns to 

work the less likely she is to maintain breastfeeding (Bick, e l at., 1998; Lindberg, 1996). 

Famil ial factors have a profound impact on infant fccdi ng pract ices (Arora et aI. , 2000). 

Having been breastfed as an infa nt or hav ing a sibling who was breast fed estab lishes 

breastfeeding as a norm for an indi vidual and her household (Meyerink and Ma rquis, 

2002). Mothers are more likely to feed their infants in the samc manner in which they 

themselves were fed (Hawthorne, 1994; Meyerink and Marquis, 2002). 

Hospital practices may also affect infant feeding practices, with regards to the initiation 

and duration of breastfeeding, and the introduction of infant formulas (Ford and Labbok, 

1990). The role of the hea lthcare profess ional can be very critical in prov iding women 

with the in formation they need to make the decision on how to fced their babies. 

Negative attitucies and lack of knowledge on the part of healthcare providers can be 

barriers to successful infant feeding practices (B lack el at., 1990). 

2.1.2. ]'sychosocial factors 

Psychosocia l factors that influcnce breastfeeding initiation and durat ion are often 

amendab le to educational interventions by a midwifc. For instance, the strcngth of the 

woman 's intention to breastfeed, the leve l of her breastfeeding self-efficacy and the level 

of support from partner and family are all amenable to being strcngthened by 

interventions (Blyth, el ai, 2002). 
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2.1.3. Breastfeeding intention 

A woman 's stated intention to breastfeed is one of the strongest predictors of 

breastfeeding initiation and duration. Breastfeeding intention is affected by both a 

woman's own breastfeeding attitude and by the influence of people in her soc ial network 
. __ ~~ QIm'llif. . 

(Shah la, 20 I 0). ,...,.,.. ' . - 1'1 RE";~."" \ 
.. ~"'\wl:f,( f f'l' ()h''''''fil>·~~ .. ,. c ." .. ' 

toWS ",SA'" U"" V.: .. '" " . '. ~' •• BIN< ' ns. 1-1)'0,,, ,. • 2.1.4. Woman's sense of breastfeeding self-efficacy 
• TIo410". 

\ 

High maternal breastfeeding self-efficacy has been reported to be assoc iated with 

prolonged breastfeeding. Women's breastfeeding self-efficacy is influenced by expos ure 

to breastfeeding, her perception of being supported, her own breastfeed ing expe ri ences 

and physica l/mental status. In a qualitative study among low-income mothers lack of 

exposure to breastfeeding was reported as a failure factor to enhance se lf-efficacy and 

commitment to successful breastfeed ing. The positive influence of support on 

breast feeding se lf- effi cacy has been also reported in many studies (Shah la, 20 I 0). 

2.1.5. Social support 

The positive influence of social support for breast feeding initiation and duration has been 

well establ ished (Shah la, 2010). In a Cochrane meta-analysis, Britton et a1. 

systematically reviewed 34 randomi sed or quasi-randomised controlled trials (29,385 

other- infant pairs) from 14 countries. They found that all forms of lay and professional 

support increased the duration of breastfeeding up to the first 6 months postpartum (0.9 1, 

95% CI 0.86- 0.96). A combination of lay and professional sup port extends the duration 

of any breastfeeding significantl y. Social pressure to breastfeed secms to be effective . 

For example, Swanson and Power reported that women who choose to breastfccd their 

infant feel morc soc ial pressure to breastfccd than womcn who choosc to bottle feed. 

Women's feeding attitudes and practices are unquestionably influenced by spec ific 

people in their soc ial networks, including the baby 's father, the maternal grandmother, 

close friend s, and health care profess iona ls (Shah la, 20 I 0). 
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In fa nt feeding can be a difficu lt behavior to practice and, as such, is best practi ced just as 

any other soc ial behavior, in a supporti vc environmcnt. Lack of soc ial support , therefore, 

has emerged as a kcy constraining factor on infant choices. A link between socia l support 

and breastfeeding initiation and duration has been supported in multiple studies. I-laving 

fri ends who successfully brcastfced and sec ing fam ily and fri ends breast feed increases 

the likelihood ofa mother breastfeeding (Meyerink and Marqu is, 2002). 
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2.2 Conceptual Fnllllcwor'k 

According to literatures in th e area of breastfccding th e foll owing conceptual fi'amcwork 

is developed for the study. Looking at the conceptual framework , lots of studies 

evidenced that some va riables do influence mothcrs to practice exclusive brcastfeeding 

during rearing of th eir children these variables arc called independent variablcs. In thi s 

case these variables generall y arc categorized into thrcc groups; soc io-dcmographic, 

economic and behavioral factors. Firm be lieve in the bencfits of EBF and potential 

availability of , substitutes' to brcast milk arc considcred to be intermediatc variablcs that 

can be influenced by thc indepcndent variables, which finall y bc responsible to influcncc 

dependent va riable, EBFP. This simplistic link can bc secn frolll the fram cwork below. 

Figure 2.1: Conceptual Framework 

INDEPENDENT VAlUABLES 

Education 

Number of pr!'vi<iusJ 

birth 

Birth interval 

lylarital status 

Age of women 

Economic Variables 

Work status 

Income status 

Access to media 

Husbands attitude 

The mother's attitude 

itself 

INTERMIDIATE VARIABLES 

Source: Developed by the {luthorfrom differellt literatures, 2011. 
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CHAPTER THREE 

METHODOLGY OF THE STUDY 

3.1. Description ofthe Study Area 

Addis Ababa is se lected as th e study area mainly due to the fact that a wide va ri ety of 

breast-milk substitutes arc marketed in pharmacies, food stores, kiosks, super markets 

and are like ly to have innuencc on the durati on of brcastfeedi ng. It is therefore, dcs irablc 

to examine their effect on the durat ion of breastfeeding. Moreover, the female population 

of Addis Ababa is heterogeneous both in terms of Soc io-econom ic and dem ographi c 

characteristics which may also affect the duration of exclusivc breastfced ing practice. 

The specific sub city selected for thi s study is Kirkos Sub-City. Accord ing to the 2007 

Housing and populati on Census report, the population s ize of the sub city is 220, 99 1 and 

it also consists of II Woredas (CSA, 20 I 0). Based on the quarterly publication of the 

sub-city upto th e year 2008, the hea lth coverage of the area has reached 34%, th rough th e 

provision of the service in three government hea lth stations. There arc a lso about 96 

private health instituti ons. 

(See the map of Kirk os Sub City in the following page). 
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3.2 Stud y Design, Salllple Size and Sa lllpling I'nlcedlll'c 

A cross sectional study was conducted among pregnant women who have had at least a 

chi ld before the current pregnancy, and attending the antenatal care in hosp itals and 

matern ity centers to assess the factors that influence practi c ing or not practicing 

exclusive breastfeed ing. In order to get the desired result from the study, e li gibi lity 

filtering criterion was forwarded to beneficiaries of the ANC serv ice. These include 

whether the mother res ides in Addis Ababa for at least six months or more, has at least 

one ch ild previously and the mother didn ' t give birth of twins during thc last pregna ncy. 

Upon fu lfi llment of these filterin g questions, data collectors interviewed mothers. 

Sample Determination and Selection of Individual Units 

In order to determine the sample s ize to be considered in thi s study, the proportion of 

women who attend Antenatal Care servicc in selected maternal health centers was 

considered for computing the sample size. The Ethiopian Demographic and Health 

Survey estimated the proportion of women who exclusively breastfed (4-6 months) are 

one in three child which is approximately 3 1.6 percent in Ethiopia. 

And the error to be tolerated in this study is taken to be 0.05, fixing the level of 

confidence interva l at 95%; the sample size (n) is determined by the following formu la 

(
Z<X/2) 2 n = pq e 

Where, £ =0.05, 0=0.05 and zal'= 1.96 

]>= 0.32 and we can compute 'I as 'I = (1-1') 

Therefore q= 0.68 

(
za: /2) 2 

TL = pq e 
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n (O.32)(0.G8) (1.96) 2 
0.05 

n 334.37::::::. 334 

The method for allocation of sa mple s ize in each stratum is proportional allocati on. The 

allocation is ca lculated on the basis o f the monthly average o f ANC attendants in each 

stratum . Sample s ize for each st ratum in proportional a llocati on was calculated by: 

Where II" is sa mple si7.e for stmtulII h, 

N" is population in stratum h, 

11 is tota l sam ple size, 

N is tota l population in all strata: 

Therefore for h = 1,2, 3 n I = 109, n2= 47 n3=50 for government and 

h = I, 2 n I = 80, n2 = 48 for pri vate. 

The following sample design is empl oyed so as to amve at the e li gible 

respondents/smallest sampling unit (mothers) from hea lth facilities where many people 

arc cxpected to at1end their ANC service. The deta il " cscription of each stage is 

presented below:-

After determining the total ind ividual units of sa mples for th e study, the number of the 

samples was di stributed across the randomly selected hea lth facilities in government, and 

private institutions. Then, the Identification of Hea lth fac iliti es providing ANC service in 

Add is Ababa and selection of sub c ity using a criterion of the presence of government 

and private hosp ita ls and health centers is done. At thi s stage th e distribution of hea lth 
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facilities in each sub city of Add is Ababa has been identifi ed from the Addis Ababa 

Health Bureau records. Based on the burcau's data, sub-ci tics host both government and 

private hospitals and hea lth centers arc vi siblc. I-Icncc, among thc two sub-c ities 

convenient for the study in terms of governmcnt and private hea lth facilities prcsencc 

(i.e, Arada and Kirkos sub-cities), Kirkos is selectcd for relativcly its bctter di stri buti on 

of those private and government hea lth facilities, which potentially a ll ows cqual chance 

of being included in the sample from both stratum (government and private institutions). 

Table.3.!: Distribution of Health Facilities whieh provide ANC service in the 

Respective sub city of Addis Ababa, 2010 

Government Private 
Sub City 

Hospital Health Center Hospital Health Center 

Arada 1 5 2 -

Addis Ketema - 2 2 ! 

Lirleta - ! 3 ! 

Kirkos 2 3 3 -

Yeka - 2 3 -

Bole - 7 1 -

Akaki-kaliti - 1 3 -

Lafto Nifas Silk - - 2 -

Kolfe-Keralliyo - 2 3 -

Gulele - - 2 -

Source: Addis Ababa Hea lth Bureau, 20 I 0 

Following the selection of health facilities, identification of sample hea lth fac ili ties for 

each identified categori es of government and private ANC service is done. Once the sub-
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city, Kirkos, is sc lected us ing th e c rite ri on of thc prcscncc o f govcl'l1mcnt and private 

ANC service facilities, and then simple rand om sampl ing techniquc is cmploycd to sc lcct 

hea lth faci li ties. Thercfore, 3 hospi tal s - I li'om govcl'l1mcnt and 2 li'om private 

(Ghandic Memoria l, BGM and Bethezata Hospital s) and 2 govcl'l1ment hea lth ccntcrs 

(Kirkos and Kasanchis) were sclected. 

3.3 Data Collection Procedures and Instrulllents 

The study rei ics on primary data that was co llccted through intcrvicw from the target 

group. The data was complemented by rocus Group Discussion (rGD), thc rcscarchcr's 

own observation and secondary data sourccs for a desk analysis of data sets from other 

studies in the area. The study appl ied both quantitative and qualitative data co llection 

methods to obtain the s ituation from different primary sources. Structured qucstionnairc 

was prepared and administered to mothers selected for the study. Similarly di sc ussion 

gu ides were developed to use for rocus Group Discussions (rGDs). 

Face to face interv iew using structured questionnaire was used by experienced fcmalc 

data collectors for the quanti tat ive data collection. Four data co ll ectors and onc 

supervisor who were selected through their experiences were involved. Though th is is 

the recruitment plan, there was a one day intensive train ing about the study and the 

contents of the questionnaire included. 

The fo ll owing inclusion criteria were defined for participation. 

The respondent:-

/) Has to be pregnant and has to have at least a child 

2) Has to be a resident of Addis Ababa Metropolis 

3) Should not have twins (index child) 

3.4 Data Quality Control Procedures 

The principal investigator and the study faci li tator have taken the responsibi li ty to pre­

test the questionnaire, editing/cod ing and entry of the data to the computer. Computer 
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data c leaning was a lso taken place to check for the consistency o f data and identify errors 

oecurrcd during data co ll ection or coding proccss. In th e actual data collection process, 

the supervisor strictly ensurcd that the data co llected fulfill s the expected proeedurcs and 

keep every questi on responded properly by the respondent, through spot checking. When 

data co llectors fa ce/encounter problem during interview, the princ ipal invcsti gator and 

supervisors werc actively supporting them. 

Initia lly the questi onnaire was developed in Engli sh language for ease o f understanding 

and then the questi ons were trans lated into Amhari c to cnsure consistency o f 

understanding among data co llectors and respondents. 

3.5 Study Variables 

Factors affecting exclusive breastfeeding among women are the central theme to be 

in vestigated in the study. Hence, the foll ow ing study va riabl es are _inc ludcd 0. !b.£j)udy: -
-~-. =;.""~..--

( :i1il\j:-:-j':i r.-.:f.irr~nf;;:~' ~_:.£ "<. '1'.,: .•• 

Dependent Variable I ." .'1' c)f,;,,~I":'.r~' ( ""',".,. . , 
~ WS ASASA U [\;" " 

Exclusive breastfeeding Practi ce 'Il. 81f,!! 1 1')'11, Ae.t1j~ M, ' , 
ETHIOPIA 

Independent Variables 

There are a number of factors that affect the practice of exclusive breastfeeding from the 

literature , Therefore, the following vari ables are labe led as independent variab les that 

potentially influence exclusive breastfeeding: 

I, Age of mothers 

2, Attitud e of mothers 

3. Education of mother 

4. Number o f previous birth 

5. Birth interval 

6. Marita l status 

7. Work status 

8. Income statu s 

9. Socia l supp0l1 

10. Access to medi a 
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3.6 Operational Definitions 

Exclusivc Breastfccding practice in thi s study is defincd as thc practi ce of feedin g a baby 

onl y breast milk up to age 6 months without introducing complementary foods. So as to 

verify the understanding of mothers on EBF, they were asked to respond for how many 

times a baby is breast feed within 24 hours. 

Dcfinition of Conccpts 

A. BREASTFEEDING :-I s th c practice of fceding an innlllt, or sometimcs a 

toddler or a youn g child , with milk produced from her mammary glands, 

usually d ircctly from the nipples, one or morc timcs per day. 

B. EXCLUSIVE BREASTFEEDING:-Is generally defined as fceding a baby 

with nothing but brcastmilk for at least 6 months. 

C. LACTATlON:-ls the pcriod during which a woman produces milk from thc 

breasts to feed a baby. 

D. MALNUTRlTlON:-l s a poor condition of health caused by a lack of food or 

a lack of the ti ght type of food. 

E. MAMMAL GLANDS :- Are the parts of the breasts that produce mil k 

F. PREDOMINANT OR MIXED BREASTFEEDING: -Is the practi ce of 

feeding breast mi Ik a long with some form of substitute. 

3.7 Ethical Considerations 

Prior to collection of the data, permiss ion was requested and access granted from the 

adm inistrators in each hospital and Health centre. During the interview, data co ll ectors 

used to explain the objectives of th e study to the respondents. They assured that any 

inform ati on concerning them will never be passed to other unauthorized person or 

institutes without their consent. On the structured questionnaire there was no part that 

will specify the name of the respondent. The selected respondents were then requested 

kindly for their consent to participate in the study or not. 
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3.8 Data Ana lysis 

The study employed statistica l so ftwarc ca llcd Stati stical Packagc for Socia l Sc icnccs 

(SPSS 15) for data entry and data ana lysis. T he quality of data was asscssed prior to the 

analysis. Frequency for each variable was run to correct crrors and check for qua li ty, 

spec ificall y quality of age data was tested . 

3.8.1 Quality of the Age » :1 Ia 

In most develop ing countries popu lation bascd ccnsus and survey arc exposed to age 

mi sreporting. To detect it, demographers have devel oped different methods to assess the 

quality of age data. Among these methods, age heaping indiccs havc been proposed to 

dctcct the degree of preference or avo idance for specific digits in agc rcporting. 

In this study, data on the age of respondents were collected . IJased on the co llected 

information, the quali ty of the age data was tested using Whipple' Index method (in 

which the method is used to measure heaping on age end ing with multipl es of five) . To 

compute the va lue of whipple's index the fo ll owing formula was applied :-. 

WI =( p20+p25+ .... +p" +P" / lI5(P" + P17 + ....... + P" + P" + P" »* 1 00 

WI = 123 

The magnitude of the error in the single age data in view of the Wipple Index is that the 

data is approximately rough. That means the data is affected by age misreporting. So it 

is not recommended to use a single year age data for the analys is. To minim ize the effect 

of the error it is preferable to combine the single year age into groups as this approach 

eliminates the irregu lariti es within these groups. 

In order to analyze study variab les different types of statistical analysis techniques are 

utili zed . Un ivariate, Bivariate and Mu ltivariate data analys is was employed . Univariate 

ana lys is was used to describe the respondents' social, demographic, and economic 

characteristics in descriptive, tabu lar and graph ic forms . In the Bivariate ana lys is, the 
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association o f indcpcndcnt variab lcs with the dependcnt variab le (Exc lusive 

breastfeeding practice) was assessed. And fina ll y, s ince one of the objectives of the study 

is to identify the factors affecting Exclusivc Brcastfceding (1213[') practice, Multivariatc 

ana lys is was carried oui. Mthe multivariat e analys is leve l, s ince the depcndcnt vari ablcs 

is dichotom ous, binary logisti c regrcss ion modcls werc fittcd for Exclus ive I3rcastfceding 

practice. Log isti c regression was appli ed to cxamine thc rc lationship betwccn pract ice of 

Exc lusive Breastfced ing and a set of predictor variables. Thc logisti c rcgression modcl , 

the natural logarithm of odds ra tio is expresscd as a linear fun cti on of various 

independent variables. 

.-
:.'~ . I:." 

The corresponding mUltiplicative model for the odds is • > 

_ ; . " • »ZCQZO 

Pi = regression coefficients (are partial coeffi cients, controlling for other variables in the 

mode l.) 

xi = set of independent variables. 

p= probability of a woman pract icing Exclusive Breastfeeding 

I-p= proba bili ty of a woman not practicing. 

3.8.2 Focus Group Discussion (FGDs) 

In order to complement individual responses, two focus groups (FGDs) both in 

government and private hospitals were organized. The partic ipants were drawn from 

mothers who were attending their anti-nata l care. Seven pregnant women in one of the 

government hospitals and six in the pri vate formed the Focus Group Discussion (FGD). 

The groups consist of educated ones, e lders, and youn g mothers. 

During the analys is of the quantitative variables, summarized points from the FGD were 

utilized and sometimes direct quotation was used to backup the findings. 

25 



o 

CHAPTER FOUR 

FINDINGS OF THE STUDY 

A tota l of 334 women who had at least one child were interviewed usin g structured 

quest ionna ire, with a respo nse rate of 100%. In terms of response, a ll questionnaires 

have been fi ll ed out and hence, the fi nd ings re nect the response of these persons. 

4.1 Characteristics of the Respondents 

T hree hundred thirty four mothers were inc luded and a ll women were as ked to rcport 

thei r age in comp leted yea rs at the time of the study. The cu rrent age of respondents 

ra nges from 2 1 to 47 years. T he ir mean age was 30 years. The majority of the 

respondents (48%) aged between 25 and 38 years. Simi larly mari ta l status was one of the 

main characteri stics in th e study and un surpri singly ninety nine percent of the 

respo ndents were married and the rest were separated and widowed. 

Respondent fert il ity experience is also detailed in table 4.1. The mean numbe r of 

chi ld ren ever born was 1.52 and most of the respondents had I child (62 pe rcent), 35.6 

percent 2 and 3 children, respo ndents having 4 and above children were 2.4 perce nt. 
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T a ble 4.1: Percentage Distribution of Respondents by selected Socio-Demographic 

characteristics, Kirlws Sub C ity Addis Ababa, April2011 

VH riablcs Nurnbcl' (N- 334) Percent 

Age ( in comp leted years) 

• < ~30 183 56.8 

• > 30 139 43.2 

Marita l s tatus 

• Married 329 98.5 

• Othe r 5 1. 5 

Religion 

• Orthodox 25 1 75 . 1 

• Musl im 62 18.6 

• Protestant 19 5.7 

• Other 2 0.6 

Ethllicity 

• Oroma 52 15.6 

• Am hara 156 46.7 

• Tigre 34 10.2 
• Gunlgc 67 20. 1 
• Other 25 7.5 

Mother's Edllc~ltio n 

• Ill iterate 52 15.6 

• Primary 64 19.2 

• Secondary 149 44.6 
• Diploma and above 69 20.7 

- -
Husband' s Education 

• Ill iterate 14 4.4 

• Primary 42 13.2 

• Secondary 2 16 67 .7 

• Diploma and above 47 17.7 

Occupation 

• Unemployed 137 4 1 

• Employed 197 49 

Parity 

• I 207 62 

• 2and3 119 35.6 

• 4and above 8 2.4 

Route of delive ry 

• Vaginal 245 73.4 

• Caesarean section 89 26.6 

In co me G roujl 

• 100 - 650 birr 77 23. 1 

• 65 1 - 1100 bilT 71 2 1. 3 
• 11 0 1 - 2000 birr 74 22.2 
• Above 2000 bilT 112 33.5 
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As shown in the detai Is of the respondents' eharacterist ics in table 4.1 , responden ts were 

asked about their current cl1lployment stat us. Unemployed compri scs 41 percent, Inc lude 

Housewives and daily laborer and Empl oyed 49 percent ( inc lude pelly trader government 

and NGO employee). In terms of their educationa l status, most of them had allended 

secondary schoo l education (44.6%), followed by diploma and abovc holders (20.7%). 

Regarding ethnicity, the majori ty of the respondcnts were Amhara (46.7%), followed by 

Gurage (20.1 %), Oromo ( 15.6%), Tigrc ( 10.2%), and others (7.5%). Rcligion wise, 

seventy-five percent of the respondents lVerc Orthodox Chri st ianity followers, 18.6 

percent were Muslim and 5.7 percent were protestant. Looking at the experience of 

mothers with regards to the modes of delivery in the ir last previous births seventy- three 

percent had vaginal delivery while the rest underwent cesarean secti on. 

Ever married 1V0men were asked to report on their husbands'fpartncrs ' literacy status and 

hi ghest leve l of education attended. Overall, 67.7% women reported that their husband 

did attend second ary school education, 17.7% of respondents reported that their husband 

completed, diploma and above, 13.2% completed primary school and on ly 4.4% 

respondents' husbands had no education at all. 

Most often co ll ecting income data is difficult. In thi s study al so the income question has 

been found to be less responded than other questions due to its sensiti ve nature. Hence, it 

needs caution to interpret the in format ion. Based on the responses given, the highest 

percentage of the respondent fall under the category of persons earn ing more than 2000 

Birrs for their expenses per month (33.5%), followed by a category of 100 - 650 birrs, 

which compri ses nearly 23 .1 percent of the respondents and about 43.5 percent fa ll 

between 651 - 2000 birr. 
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4.2. Knowlcdgc, Attiludc and Praclicc of Exclusivc HI'cas lfeeding pntclicc 

4.2.1 Mothcrs' Knowlcdgc on the Advanlages of Brcastfccding 

Mothers were as ked to mention the three most important advantages of breast feed ing 

practice in genera l. Following thi s question, the three most rated advantages are, it is 

vital for the child 's optimal hea lth care (44 .7%), protects against infecti ous di seases 

(29.9%), and make them strong (14 .5%). Though th ere arc other benefits raised by 

mothers including the enhancement of attachmcnt between mothers and children, the 

mentioned ones are found to be popu lar amongst them. 

Figure 4.1: Advantages of Brcaslfceding practice mentioncd by respondents, kirkos 

Sub city, Addis Ababa, April 20) ) 
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4.2.2 Mothers' Attitude towards Exclusive Breastfccding 

When mothers were asked about their attitude towards exclusive breastfeeding pract ice 

for about six months, the majority (63.2%) suggested that children should have 

breastfeeding within the mentioned period. However, 36 .8 percent felt that children need 

not be waited til l their six months in ord er to introduce supplementary foods. 

Alternatively, about 46.8% of respondents fe lt that four months is enough as a thresho ld 

to peri od of exclus ive breastfeeding practice fol lowed by those suggesting two months 

(26.6%) and three months (16%) respecti vely. 

Table 4.2: Percelltage Distributioll of Re'l'ol1del1ts By Attitude 011 tfl e practice of Exclusive 

(Jreastjeedillg, Kirkos sub city, Addis Ababa, April 201 I 

Altitude on Exclusive breastjeeding 

Number Percent 

• Approves EBF 2 11 63.2 

• Don't approve EBF 123 36 .8 

Appropriate lime /o[eed babies exclusively 

• Two months 25 26.6 

• Three months 15 16 

• four months 44 46.8 

• five months 7 7.4 

• Other 3 3.2 

Tota l 334 100 

Source: survey data 
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4.2.3 PI'ac/icc of Exclusive Breas/feeding 

Of thc tota l rcspondcnt s o f thc study, onl y 39.2 pcrccnt do practi ce exc lusive 

breastfeeding. 

Figurc 4.2 Perccntage Distribution of Hespondents by Practice of Exclusivc 

Breastfccding, Kirko.\· sllb ci(l', Addis Ababa, April.2011 

r.~ PfJ ct ici ng 

• Not Practi c. ing 

Source: survey data 

Figure 4.3: Reasons for not practicing Exclusive Breastfceding by Mothers, 

Kirkos Slib ciry, Addis Ababa, April.20ll 
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Source: survey data 
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Mothers have mcnti oncd th c reaso ns for not practi c ing exc lu s ivc brcastfeeding practi cc. 

As can be seen from thc fi gurc abovc (fig. 4.3), thc Im00 rity of thc rcspondcnt s don't 

practi ce EBF due to the absencc of matern ity leave . Other reasons such as inadequatc 

amount o f mothc rs breast mil k and work cond ition wcrc ta ken as cha ll enges to the 

practi ce of exc lu s ive breastfeeding. 

A c lose look at the different incomc groups with th e ir prcvi ous exc lu s ivc breast feeding 

practice, there is no ev idence as to how the practice pattern fo llows certa in income levcl. 

For instance, thi s is ev ident from the above data that both income groups in the hi ghest 

and lowest categories found to be almost simil ar pe rcentage (about 26%) of mothers arc 

exclusive ly breast feed the ir babies . 

Figure 4.4 Percentage Distribution of Respondents by monthly Income Kirko.\' .\'ub 

city, Addis Ababa, April. 20 II 

11 100-650b](( a 651-1100 birr 111 110 1 -2000 birr ra Abovc2000birr 

Source: survey data 
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4.3 Sources ofInformation on Exclus ive Breastfeeding Practice 

orten times, access to media or avai lab il ity of inform ation on health issue or other 

matters seem to contribute positively to nurture certain cultu re. According to the survey 

data on the sources of information about excl us ive breastfeeding practice, the majori ty of 

mothers have heard of the idca and they heard of it in hea lth in stitutions (53%), In 

addition, another s ignificant number of mothers we re also aware of exc lu sive 

breastfeeding from radio and televi s ion programs, 34% and 32%, rcspectively. 

Figure 4.5: Percentage Distribution of Respondents by Source of Information on 

Exclus ive breastfeedillg Practice J(irko.'· slib city, Addis Ababa, April. 2011 

l Ol her 11.70% 

Health pos t ••••••••••••••• S3.30 'l{. 

•••• :12 .30% I 
In tefnet • 4.20% • SC'ficsl 

Radio 33.80"::' 

TelevISion 32.30% 

0.00% 10.00% :W.DO% 30.00~u 40.00% 50.00% 60.QQ"{, 

So urce: survey data 

Howcver, a further probing to the practice of exclus ive breastfeeding in somc cases 

proved to have at least given their babies water. One mother desc ribcd supportive 

a rgu ment by say ing: 

" ... babies can '/ be grown without stomach-ache that only be relieved by laking Ihe mixture of 

wafer and 'lenG adam" 

I-Ience, the idea of exclusive breastfeed ing practice (EBr p) might not be full y undcrstood 

as it stands. As it has been evidenced frol11 the rocus Gro up Discuss ions (FGDs), EBIOp 
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doesn' t necessaril y mean that they don' t provide wa tcr or formul a, Onc mother strongly 

expressed, which others are also support, sayi ng th at:-

a child will be hunglY due to disproportional food demand against the mother's 

inadequate breast milk. It is also known that breastfeed children are extremely thirsty 

since breast milk has salty nature. Hence, in my case I co uldn '! wail my babies to get 

thirsty or hungry, as long as God has blessed /.IS with natural wate/~' ::.a/~'d::..t:.ro;,;o~d:;.. _"_ -:-:--:::-::::::; __ 
·,,~" .,.'~r:~ .... -qitJfr~·~ I ;';.~~ >.';.: .... ;. 

.l·{ • 

4.4 Social Support for Women to practice EBF 

4.4,1. Assistant for caring a baby 
,. ft.' ,. '" 't' ,.. '"'0 . .• ~ 

-
Mothers who are backed and ass isted by a c lose relati ve whcn ca ring the ir baby coul d 

potential ly have impact on thc exerc ise of exc lu sive breastfccding, ro ll owi ng this 

presumption, data co llected on the matter revea led that 26 percent were assisted by the ir 

husband s, 44.6 percent by c lose re lat ives or fricnds, and 8.4 perce nt by others such as 

maid/servants, baby sitters, ctc, 

t 
As per the discussion made by focus group discussants one of the major determi nants of 

EBF was mentioned to be soc ial support/ass istance given to breast feed ing mothers, 

Based on their argum ent, as long as close re lat ives and ne ighbo rs inc lud ing d ifferent 

soc ial groups are in fa vo r o f supporting the idea o f EBF practicc, it could be so much 

helpful to mothers to practice it. 

Figure 4.6: llerccntage Distribution of women by persons who Assist mothers in caring 

babies during the first six months, Kirlws sub city, Addis Ababa, April.2011 

• t-Iu~b,lnd • Rc l,l l lvc." My self _ Olhc( 

Source: survey data 
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4.4.2. Advice 011 what to Feed Babies 

Similar to the menti oned justification, onc who influcnces the practice of breast feeding 

by giving advice to the mothcr is another potential contributor for the practi ce of EI3F. 

Based on the data, howcvcr, the most influential to decide on what to feed babies is 

found to be mothers themselves (34.4%). Relatives inc luding grandmothers of the child 

play important advi s ing rolc in thc fccding practi cc of most babies (34. 1 %). It may be 

premature conclus ion to say that the social impact is limited in terms of closc ly in fluence 

on the feeding practice of a baby, however, it is more likely to mothers to follow their 

own sty le of nurturing the baby than others. 

Figure 4. 7: Distributioll of Respolldellts by persolls Who Assist 1II0thers 011 how to 

feed babies during the first six /I/{mths, Kirkos sub cily, Addis Ababa, April.20ll 

II Husband • Reliltivc • My self • Oth er 

Source: survey data 

4.5. Factors associated with Exclusive Breastfeeding 

4.5.1 Bivariate Analysis 

At the bivariate Icvc l, we tested the factors associated with the practice of Exclus ive 

breastfeed ing using a chi-square test. Demographic and socio-economic characteristics 

of the respondents and also knowledge, attitude and social impact of Exclusive 

breastfeeding practice were included in the analysi s. 

The demographic chnmcteri stics of mothers such as age, marita l status and parity, and 

the socio-economi c charactcri stics inc lud ing employment status, educationa l statu s of the 
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womcn and her husband, income, ethni city, re li gion, type of de li very were inc luded. Of 

these tested indepcndcnt va riab les, Educational status of th e women and her husband, 

cmployment status and Incomc had signifi cant re lati onship with thc dcpendcnt variab le 

(Exclusive breastfeeding practice). 

Educati onal status was the variable which has assoc iation with Exclusive brcastfcedin g 

practice. From those who were practi cing EBF, higher proporti on o f' womcn, 40.9% have 

completed secondary schoo l (X2 =25 .493, 1'<0.00 1). With respect to respondent 's 

Husband 's education, the stu dy rcvea ls that there is a re lationshi p between Husband 's 

education and Women 's Exclusive breastfecd ing practicc. So that within women 

practi cing Exclusive breastfeed ing 36.9% of women marri cd to a husband who has 

completed secondary education, 54.8% lVere marri cd to husband w ith primary educati on, 

36.2% were marri ed to husband with dipl oma and abovc ed ucati on. (X2 = 7. 173, 

p<0.05) . The other variable whi ch has strong re lati onship with the dependent va ri able is 

found to be employment statu s of the mother. About 34.5 percent of mothers who are 

practic ing exclusive breastfeeding were employed and 46.0% were unemployed (X2 = 

4.458, p<0.05). With regard s to income, the higher percentage of respondents is fo und 

under income range between 650 - and 11 00 birrs, fo ll owed by nearly 27 percent of 

respondents with income category of above 2000 birrs (X2 = 11 .293, p<0.05). 

Variab les employed in the study to see any re lationship with EBF practice inc lude 

knowledge, atti tude, social influence, in fo rmation on lOBI' practice in ANC service, 

knowing the advantage of lOBI', SUppOIt on caring and feeding the baby. Among these 

va riab les, only Information on Exclusive breastfeeding practi ce in ANC servi ce, 

knowledge on EBF and Attitude on lOB I' are found to signifi cantly associate w ith the 

pract ice of exclusive breastfeedin g. 

Forty -Four percent of women, who had information on Exclusive breastfeed ing during 

their ANC service practicing lOBI' and the rest 30.2% were practicing EBF without 

having inform ation (X2 = 6.97 1, p<O.O I). Attitude of women towards exclusive 

breastfeed ing has s ignifi cant association , 5 1.7% of women be lieved that the babies 

shoul d have been exclusively breastfed and 17.9% of them has be lieve it is not enough 
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bei ng feed only breast mil k till s ix month , With regard to the kn owledge o f Exc lu sive 

breast feeding practi ce those who had knowledge and practi c in g found to bc 42, I % and 

had no knowled ge were 16,2%, 

Table 4,3 C hi-squarc tcs t result of Practicing Exclusive BJ'castfeeding ;1(,,1 

independeut variable, Kirkos Sub city Addis Ababa, April 2011 

Independent variable 
Practicing Exclusive X2 - p-valuc(sig 

Breastfeeding Val ue 2-tailed) 

Category Yes No 

Age 2,278 0. 132 

(In completed • < = 30 77(42. 1%) 106(57.9%) 

year) • > 30 47(33 ,8%) 92(66.2%) 

Education of 25 ,4 93 0.000 ' ''' 
women 

• Ill iterate 27(5 1.9&) 25(48. 1%) 

• Primary 33(5 1.6%) 3 1(48,4%) 

• Secondary 6 1(40.9%) 88(58, 1%) 

· Diploma and 10( 14 .5%) 59(85,5%) 
above 

Marita! status 3.276 0.07 1 

• Married 131(39,8%) 198(60.2%) 

• Others (00%) 5( 100%) 

Husband 7.173 0.027* 

Education • Illiterate 8(57.1%) 6(42.9%) 

• Primary 23(54.8%) 19(45,2%) 

• Secondary 78(36.1 %) 138(63.9%) 

• Diploma and 17(36.2%) 30(63.8%) 
above 

Employment 4.458 0.035 ' 
status • Employed 68(34 .5%) 129(65.5%) 

· Unemployed 63(46.0%) 74(54.0%) 

Income range 11.293 0,0 10' 

• 100-650 34(44 ,2%) 43(55, 8%) 

• 65 1-1 100 38(53,5%) 33(46.5%) 

• 1101-2000 24(32.4%) 50(67.6%) 

• Above 2000 35(31.3%) 77(68,8%) 

Attitude on 37. 189 0.000'" 
EBF • Approves EB F 109(5 1.7%) 102(48.3%) 

• Don ' t approves 21(17.9%) 10 1(82, 1%) 
EI3F 

Elhnicit), 11.086 0,653 

• Oroma 27(51.9%) 25(48, 1%) 

• Amhara 47(30. 1 %) 109(699%) 

· Tigre 16(47. 1%) 18(52.9%) 

• Gurage 29(43.3%) 38(56,7%) 
• Other 10(47.6%) 11(52.4%) 
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• Tigre 

• Guragc 

• Olher 

Religion 

• Orthodox 

• Muslim 

• Protestant 

• Other 
T ype of 

delivery • Vaginal 

• Cesarean section 

Parity 

• I 

• 2&3 

• 4& above 

Advantage of 

ESF • Provide optimal 
health care 

· protects against 
infect ious disease 

• Strength the 
attachment 
between mother 
and infant 

· Make them strong 

Knowledge on • No 
Ell F • Yes 
ln fomwilOll on 
EBF in ANC · Have Information 
service fuei I it)' · Do no1 have 

infonllalion 

Care and 

support • No Support 

• Supported by 
someone 

*. Signi fIcant at the 0.05 level (2-tail ed) 

**. Significant at the 0.0 I level (2-Hl iled) 

Source: survey data 

16(47.1%) 18(52.9%) 

29(43 .3%) 38(56.7%) 

10(476%) 11 (52.4%) , 
4.902 0.202 

92(36.7%) 159(63.3%) 
29(46.8%) 33(53.2%) 
10(52.6%) 9(47.4%) 
0(0.0%) 2( 100%) 

0.543 0.463 

99(40.4%) 14 6(59 .6%) 

32(36.0%) 57(64.0%) 

1.441 0.496 

78(37.3%) 131(62.7%) 

51(43.2%) 67(56.8) 

2(28.6%) 5(71.4%) 

6.694 0258 
53(35.8%) 95(64 .2%) 

39(39.4%) 60(606%) 

4(800%) 1(20.0%) 

24(500%) 24(500%) 
11(35 .5%) 20(64.5%) 

6(162%) 31(83.8%) 9.238 0.002** 
125(42.1%) 172(57.9%) 

6971 O.OO!!"'· 
93(44.7%) 115(55.3) 
38(30.2%) 88(69.8%) 

0.181 0.672 
29(41.4%) 41(58.6%) 
102(386%) \62(6 1.'1%) 
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4.6 Dctcrminant Factors ofExclusivc B"castfccding Practice: 

4.6.1 Multivariatc Analysis 

When there arc a number of explana tory va riabl es of possible relevance, the cffect of 

each term cannot be studied independently of the other in the bivariate ana lysis. In the 

presence o f inter correlated variables; no full proof method exists to obtain the 

contribution of a particular variable. The effect of any given variab le therefore depends 

on the other variables included in the analys is. So that, in order to assess the re lative 

importance o f the se lected predictors, multiple log isti c regression is used to analyze 

relationships between a dichotomous dependent variable and metric or dichotomous 

independent variables. 

Multicollinearit)' Effect : 

The most cruc ial assumption in the logisti c regress ion analysis which is more o nen 

violated is that the independent variables should be uncorrelated or at least weak ly 

correlated among themselves. To assess mu lticollinearity effect in mUltiple linea r 

regress ion ana lys is Variance Infl at ion Factor (VIF) and Tolerance are two measures that 

can guide a researcher in identi fy ing Multicollinearity. 

In the multiple linear regress ion analysis, for a ll variables the value of Variance-Inflation 

Factor (VIF) were found to be less than 2.5 and the tolerance was more than 0.4; 

meaning that there is no multicollinearity effect. 

Goodness of Fit Test 

The goodness o f fit of a model measures how well th e mode l c1escrihes the response 

variable. The Hosmer and Lemeshow test table shows that the s ignificance is 0.223 

which is greater than 0.05. This implies that we fai led to reject the null hypothesis that 

there is no difference between observed and predi cted model va lue, implying th at the 

model well fitted the data . 
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Test of Significance 

The Wald test is a way of testing thc significance of particular cxplanatory variables in a 

statistical model. I'or a particular explanatory variable, or group of explanatory variables, 

the Wald tcst is significant, then we would conclude that the parameters assoc iated with 

these variables are not zcro, so that the variables should bc included in the model. I f the 

Wald test is not significant then these cxplanatory variables can be omitted from the 

model. Then the next table is used to filter out the variables which have significant 

influence on the dependent variable. 
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Tab le 4.5: Result of Logis tic Regress io ll Oil Pnl clici ng Exclusive Brcastfccdin g :llId 

Independ en l variables, Kirlws S nb cily Addis Ababa, April 2011 

Variables Category 13 S.E Wald Sig. 

Womcn ItI ilerale (RC) 

Education 

Primary 1.956 .574 t 1.600 .00 1' 

Sccondary 1.827 .550 11.024 .001t 

Diploma and ahove 1.164 .422 7.622 .006' 

Husband Il lilerate(RC} 
Educat ion 

Primary .334 .800 . 174 .676 

Seculid,lI"y .170 .5 t9 . 107 .744 

Diploma and abovc -.339 .409 . Mi~ .406 

Employment Uncmployed (RC) 
status 

Employed -.08 1 .297 .075 .784 

Income 100-650 (RC) 

651- 1100 -. 149 .402 . 138 .7 10 

1101-2000 .633 .365 3.017 .082 ... • 

Above 2000 -.159 .397 . 161 .688 

Atlituue: Ull Negative 
practicing attitude(RC} 

EBF 
positive alti tude 1.604 .315 25.857 .000'" 

Information Have Information(RC) 

011 EBF in 
ANC service Do not have -.08 1 .297 .075 .784 
facility infonnation 

Knowledge No(RC) 

on practic ing 
EBF Yes -.989 .555 3.178 .075 

Constant -3 .779 .806 21.956 .000 

RC- reference category; * sIgnificant at 0.05; ** signi fi cant at 0.00 I ; 
(,** significant at 0.1 

Source: Survey data 
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Many factors has becn mcntioncd as a detcrminant in inn ucnc ing EI3PP, in this study, 

only Mothcrs altitude on Ei3P, In come and mothcrs' ed ucati on arc (o und to be 

s ignificantly a ffects thc practice of Exc lus ive i3reastfceding. 

Attitude of EBFI': The practice of Exclusive brcastfeed ing thosc who had positive 

attitude towards EI3P arc 4.97 tim es morc likcly th an those of who had negativc altitude 

in practicing Exclus ive breast feeding to practice cxc lus ive I3reastfeeding. 

Income: Testing th e signifi ca nce o f the relationship bctween income and EBP practi cc, 

among the four categories of incomc groups, only one group of the data range ( I 100 -

2000 birrs) is found significa nt. No s ignifi ca nt diffcrence is observed between the other 

categories and the reference category. 

E ducation of WOlllen: The likelihood of practicing EBP of th ose who have, primary 

educati on, secondary educati on and diploma is hi gher than those who have no education 

by 7.07, 6.21 and 3.20 times respective ly and the differencc is statist ica lly significant. 

Un like to the mothers ' education, educational qua lification of a husband thought to be 

determinant to women's EBFP. However, the wald test of significance showed that there 

is no statistica.lly appreciable significance between the two variab les. 
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CHAPTER FIVE 

DISCUSSIONS, CONCLUSIONS AND RECOMMENDATIONS 

5.1 Discussions 

The study has come up with somewhat s imilar results to previous ly condu ctcd studies 

and brought some outputs that could help to better understand the underlyi ng reasons and 

motivations for womcn to practice exclusive breastfeeding practi ce in general and in 

Kirkos sub-c ity, spec ifi ca lly. 

Exclusive breast feedin g which is probably the most recommended infant feeding meth od 

during the first s ix month has a protective effect aga inst mortality and morbidity. 

Neverseless, it has not been yet universall y accepted and practiced and red ucti on in 

breastfeeding rate is now considered as a serious problem, especiall y in developing 

countries. 

Duration of breast feeding practices and exclusive breast feeding practices are declining 

and vari ous fac tors have been associated world-wide which includes socia l factors, 

practice in health ca re facilities, adverti sing and promotion of infant feeding products. 

Breast feeding duration in developing countries is high but exclusive breast feeding 

practice remained low. 

In thi s study, as expected almost a ll pregnant respondents are currently in marital union 

and nearl y 40% practice exclusive breastfeed ing. On the other hand, those who are 

separated and widowed are not practicing at a ll. This might indicate that these mothers 

are breadwinners of thei r home and they may not be able to exc lusively breastfeed their 

children at least for the reason that they engage in some sort of income generating 

activities. 

There is an apparent contradiction with the res ult of the FGD with regard s to mothers' 

educationa l quali fi cation and EBFP. Mothers who participated in the FGD felt that those 

mothers with good ed ucational achievement tend to exclusively breastfeed their babies 

due to the ir knowledge on the issue. However, a c lose investigation could suggest that 
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due to mothcrs' greatcr cmployab il ity as the ir levc l ofcducati ou iucrcases, it in tUI'l1 kccp 

them away from homc and Ict thcm not practicc exc lusive brcastlccding. 

As other study evidenccd th at " .. . highcr matcl'l1al cd ucati on Icvel was found to be 

associated with lowcr ratc of EJ3F in Ethi opia - this mi ght be exp laincd by thc fact that 

when womcn are bettcr cd ucatcd, thc opportunity for cmploymcnt is emincnt and thus 

thc opportun ity to stay at home and practicc lOBI' is compromiscd." (TclVodros et a i, 

2009) . 

This study showed no assoc iation betwecn Husband cd ucation, and mother's 

employment with exc lus ive breastfecding practicc. It diffcrs with Agampodi SB ct a l. 

study which associatcs influcncc of parcntal cd ucati on and womcn's cmploymcnt on 

breastfeeding practices. 

Although peer support is one type of soc ia l support that is important for brcastfeeding 

success, the overal l socia l support from whi ch a woman may draw has a critical impact 

on the deci sion to breastfeed as shown in previous literatures (J3 uckner and Matsubara, 

1993; Locklin and Naber, 1993; McNatt and Freston, 1992). And many mothers who are 

backed and assisted by a close relationship when caring their baby cou ld potentially have 

impact on the exercise of exclusive breastfeeding. But this survey showed that there is no 

significant difference between the two variables. 

It is clcar from the 2005 Eth iopian DHS that, the prevalence rate of exclusive 

breastfeeding is one-in three (or nearly 3 I percent). In thi s research, most mothers hardly 

understand what exactly exclusive breastfeeding mean. Similarly different studies 

indicate that in most countri es exclusive breastfeeding during the first 6 months is rare 

and early supplementation with water, or other fluids , is the norm. 
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5.2. Conclusions 

Lots of factors are secmingly determinants to the practice of exclusivc breastfccd ing. 

Among repeated ly studied factors, educational leve l; altitudes and belicfs toward 

breastfeed ing; em barrassment and d i scom fo rt; the inn uence of fa m i I y, fricnds, and . 
hea lth profess ionals; peer support; hospita l practices; retu rn to unsupportive work 

settings and inconven ience (B reastfeeding Committcc for Canada, 2005; Matthews el al., 

1994; Palda el al. , 2004). In this study, however, altitude and mother's educat ion are 

fo und to be determinants of exc lusive breastfeeding practice. 

As the study indicated both from the qua ntitat ive analysis and the FGD, it can be inferred 

that there is a conceptua l prob lem in understanding EBFP. Even those who are educated 

in the un iversity do mix up the traditional giving of water and 'lena adam' to bab ies 

while practi cing exclusive breastfeed ing. Simi larl y, a ll mothers do understand the 

advantages of breastfeed ing but not deepl y on the exc lusivc breastfecding. Hence, these 

points ha ve clearly showed the knowledge gap on the way exc lusive breaslU' ed ing IS 

understood. ( 

5.3 Recommendations 

. 4',~ :rt:~,,~;#iTl;:--:- -~ 
~ :. - ~.\r,'t~I.~~?~·. - . . ' , 

.. ,," '~'''''' .;;.i)r · ,~ , " 

In' 

As the st11dy revea ls, the majority of mothers had the experience in getting adv isc 11"0111 

health institutions during thei r attendancc in the Anti -natal Care (ANC) service about the 

practice of exclusive breastfeeding; hence, it is strongly recommended that hcalth 

institutions could bring the desirable change in terms of exc lusive breastfecd ing 

practice," This has been demonstrated in many studies is that, the ev idence of 

effectiveness of the interventions that increase duration of breastfeeding based on 

women's breastfeeding intention, se lf-efficacy and support. 

In the early postparturt1 pe ri od if ANC serv ice providcr profess ionals (such as midwifcs, 

gynccologists, etc) can reassu re thcir new mothers that thcy most likcly have enough 

mi lk for their babies and can show them ways to increasc their milk supply so that 
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supplcmcnta ti on with formula is not ncccssary. The concept of supp ly and demand , in 

that thc morc thc baby breastfccds the more milk will be prod uced, is an im po rta nt one 

fo r nurses to share with their cl ient s. The conceptual problem in understanding exc lusive 

breastfecd ing practice need to be communicated we ll to mothcrs to practice. 

Govel'l1ment, private and non-govcl'l1m ent organi zations that provide the servi ce nced to 

pay attention to educate and inform mothers on the issue. 

Favorabl e working condition for maternity leave with full payor a shorter working day 

a fter the return from post natal leave will hel p mothers to practice EI3F, even th ough, 

they are work ing in a sk illed occupation. By the same token mini stry of labour and social 

affa irs in consu ltation with ministry of health could facilitate to give breastfeedin g 

mothers a reasonable payment without work or reduction of working hours during the 

tlrst s ix months of the babies age. 

As many hosp itals shou ld be made baby-friendly hospital which is thought to be th e best 

way in achieving the goa l to inform a ll pregnant women about the bcnefits and 

management of Exclusive breast feeding. 

• Help mother initiate breast feed ing within a ha lf-hour of birth. 

• Show mothers how to breast feed and how to maintain lactat ion even if they 

should be separated from their infants. 

• Give new born infants no food or drink other than breast milk unless med ically 

indicated. 

• Generally, awareness creation is key to initiate mothers to practice EBF 

Ad ditional research could be commend ab le for comparative purpose and also to 

full y understand the issue. 
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ANNEX -I 

QUESTIONNAIRE 

ADDIS ABABA UNIVERSITY 
COLLEGE OF DEVELOPMENT STUDIES INSTITUTE OF 

POPULATION STUDIES 

My name is ------------------- ----------------------

I am working with a s tudent ill Addis Ababa University, who is comp/eling her masler's Degree 

in Reproductive /-Jeal/h, in the department of Population Slue/ies. 7'llis study is, therefore. parI 0/ 

the requirements/or the/u/fll/menl a/the MSc programme she is enrol/ed ill. 

The sludy /oeuses on Ihe idenl/flealion 0/ Ihe /aclors Ihat are responsible /01' lIIothers to exercise 

Exclusive Breast/eeding practice while rearing their children. Mothers are selected ji-om Ihe 

hospilals and heallh cenlers, based on 10l/ery lIIelhod when Ihey are /ound aI/ending Iheir ANC 

service. Hence, you are 170W part oJthe selected mothers/or interview. 

Hence, I hereby assure you Ihal the responses secured from you will be kept slriclly confidential 

for all malters and il will only be used for [he PU'1Juse of the study mentioned above. The study 

may require ------ - Minuif, So please give me only some minutes to complete my questions. And f 

thank you in advance/or your cooperation to the study. 

Jfyou have any questions about the study, you may raise. 

Note: - if the selected 1II0lher don 'I respond all Ihe filtering queslion (as yes, yes alld No, 

respectively), then stop the queslioll alld leave her by Ihallkillg /or her lime alld search /or 

flnotlzer WOlllell . 



:; 

o 

o 

o 

o 

Did you live in Addis Ababa/or at least 61110nths? l .Ye.\" 

2.No(Not eligible wOlI/an(or the study) 

Did you give birth be/ore ? l.Yes 
2.No (Not eligible wOlI/an/or the study) 

Did (name) gave birth 0/ twins in the last l. Yes 
pregnancy? 

2.No 

1. I.In what month and year you were born? I.Monlh ___ _ 

2.Don ' t know 
3.Year ___ ____ _ _ 

4. Donot know year 

1.2. Place of birth 

1.3 Have you ever attended school? I.Yes 

2.No""·====::> go to Q.I.S 

1.4 What is the highest class you completed? Grade ---------------

1.5 Have your husband ever attended school? I.Yes 

2.No 

1.4 What is the hi ghest class your husband Grade --------------­

completed? 

1.6 What is your religion? I.Ortodox 

2.Chatol ic 

month 



" , 

o 

o 

o 

o 

() 

1.7 Marita l status 

How old were you at your last birthday? 

(Age in completed yearo) 

1.9 

2. I Employment status 

your month ly average 

income? 

Birr (per 1II 0nlh) 0 ,. ill which range does iI/ali? 

3.M uslim 

4. Protestall 

5. Other spcc i fy-------------------

1. Married 
2. Not marri ed 
3. Divorced 
4. Separated 
5. Widowed 
6.0thcr 

1.0romo 

2.A mhara 

3.Tigre 

4.Gurage 

5. Others speei fy-------------

I .Housewives 

2.Petty trader 

3 .Permanent employee 

4.Daily laborer 

5.Student 

6.No job 

7.Commercia l sex worker 

4.0ther (speci/)'l, ______ _ 



o 

c 

c 

c 

J 

(ifreceived ill kine/, please COIll'crt ill ensh) 

3. 1 Number of pregnancies (Including th e current 
one) 1,2.3.4+ 

3.2 How many children's did you have? 

3.3 How many of them are li ving with you? 

3.4 How many of them are living away from you? 

3.5 How many of them are not alive? 

3.6. Is there similar birth interval between your 

children 

3.7 What is the average year/month di fference 

between your children? 

3.8 What will be the difference between your 
current pregnancy and the previous children? 

3.9 Age of the child before current pregnancy? 

I. Son--------------------

2. Daughters ---------------------

I. Son--------------------

2. Daughters ---------------------

I . Son--------------------

2. Daughters ---------------------

I. Son--------------------

2. Daughters ---------------------

I.Yes 

2.No====> Go to Q.3.8 

3.10 What was the type of your deli very before I.Vaginal delivery/Normal deli very 
now? 

2.Caesarean section 



3. 11 Did you ever breastfcd? I. Ycs • >Go to Q.3.7 

2.No 

() 3. 12 Why did not yo u brcast feed? I .Workin g cond ition 

(all go to Q .5. l) 2.Fear o f producing not cnough milk 

3. Due to maternity Icave 

4. Num ber of births 

5. Birth intcrval 
o 

6. Sex of the child 

7.Sore nipple and pain durin g breast 

feeding 

8. Due to cesarean dcli very 

9. Other spec ify 

o 3. 13 For how many months did you breast fed? 

3. 14 How long after birth did you first put (Name) 1.lmmideatI1 . 
to the breast fed? 

2.Hours (Go to Q. 4. 1) 

Name = It is better to ask about the baby before the 

current pregnancy 

3.Days 

3. 15 In the first three days after de li very V·las I. Yes 
(Name) given anything to drink other than breast 

2.No ~o to Q. 4.1) milk? (Na me = the baby before current pregnancy) • 

o 3. 16 What was given to drink? I .Milk (other than breast mi lk) 

2.Pla in water 

3.Sugar or glucose water 

4.G ri pe water 

5.Sugar-sa lt-water so lution 

c 



o 

o 

o 

o 

o 

6.Fruitjuicc 

7. lllfallt formula 

8.Tca/ i n fu~i on s 

9.Holl cy 

10.Frcsh butter 

II.Fcnu grcek 

12.0ther speci f y-------------

4. 1 Did you practice Exclusive brcastfeed ing? I.Yes (Skip to Q. NO. 4.3) 

4.2. What factors did affect you not to practice 

Exc lusive breastfeed? 

"More than one answer is possible" 

2.No 

I . Working cond ition 

2.Fear of prod uc ing not enough m il k 

3. Due to maternity leavc 

4. N umber of births 

5. Birth interva l 

6. Sex of the child 

7.Sore nipp le and pam during breast 

feeding 

8. Due to cesarean delivery -----------

9. Other specify -------------------------

5. 1 Is breastfeeding only be enough for a child of I. Yes 

aged 0-6 months? 
2.No 



o 

o 

o 

o 

(, 

5.2 At what age do you think breast m 

would no longcr be eno ugh to feed in fant? 
I. Two months 

2.Three months 

3. Four months 

4. Five months 

5.S ix months 

6.0ther specify---------------

5.3 Is tXC llilS I\'C breastfeeding possible for at least I.Ycs 

six (6) months? 

5.4 As you have responded in the previous 

question, what is your attitude towards Exclusive 

breastfeed ing for at least six months? 

5.5 During (any at) your antenata care 

were you (old about Exc lusive breastfeeding? 

6.1 Who advised you on what to feed baby? 

2.No 

3.1 don't know 

1.1 want to practi ce 

2. 1 don't want to practice 

3.ln different 

at all 

2.News paper/Magazines/Fliers 

3.Radio 

4.TV 

5.Internet 

6.0ther 

I. NurselDoctors/ 

2. Family 

3. Friends 

4. Other specify--------------



6.2 What do friends and relatives feed their babies? I . Formula onl y 

2. Breast milk only 

3. Mixed feed i ng 

4. Other speci fy--------- -----

6.3 Who assist you most in caring for your baby? I. Husband 

2. Parents 

3. Fiancee 
o 

4. No one(se lf) 

5.0thcr speci fy---- ----------

6.4 How many times in your pregnancy did you 

receive ANC service? 

o 
THANK YOU FOR YOUR GENIUNE RESPONSE TO MY QUESTIONS! 

o 

" 



o 

o 

C' 
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ANNEX-II 

QUESTIONS FOR FOCUS GROUP DISCUSSION (FGD) 

A gro up of fo ur to five pregnant women (from am '\ the respondents) di scussed in the 
following theme provided by the researcher:-

I - What is exclusive breastfeed ing for the team (group)? How is it practi ced? The 
number of months to a mother to exclusively breast feed her baby? 

2- What are the most important advantages of exclusive breastfeeding practice and the 
most known challenges/causes for not practicing exc lusive breastfeeding while beli ev ing 
in the adva ntages? 

3 - What facto rs do you think are potentials to support the idea and practi ce of exc lusive 
breastfeed ing such as fam ily, commun ity, work assoc iates, eth nicity, religion, 
employment status, income, age, number of ch ildren, education, marital statu s, .. ) 

4 - Anyth ing the group could say about exclus ive brcasrfeeding practice 



ANNEX- JII 

Mode Colli nearity 
I Stati sti cs 

Tolcran 
cc VI I' 

I (Constant) 
INCOMECAT .847 1.180 
Husband Ed ucati on .839 1.192 

(' 

Women Ed ucation 
.679 1.473 

level 
Employment status .884 I. 131 
Attitudes on lOBI' .914 1.094 
Informati on .895 I. I 18 

(' 
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