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ABSTRACT

Introduction: Mother-to-child transmission is the largest soun€eHIV infection in children.
About one third of children infected are believedbe vertically during breast-feeding. Infant
feeding in the context of HIV is complex. HIV pog¢ women are confused about feeding
methods and mixed feeding continued to be widesptdawever, there is little literature on the
practice of HIV positive mothers and counseling sage of health workers in Ethiopia.
Objective: The objective of this study was to assess magnaindefactors associated with infant
and young child feeding practice of HIV positive timers in selected hospitals, Southern Nations
Nationalities and Peoples of Region, 2011.

Methods: An institution based cross sectional study was gotetl using both quantitative and
gualitative methods. A total of 201 HIV positive thers with children less than two years of age
were selected at morning time in order of arrirdéalth workers working on anti -retroviral
therapy and prevention of mother to child transmarsglinics were taken for in-depth interview
in Hawassa, Yirgalem and Dilla Hospitals.

Result A sample of 183 HIV positive mothers participatedhe study making the response rate
of 91%. Of all respondent, 87(47.5%) HIV positivetirers had children with the age of less
than 6 months, among 87(47.5%) HIV positive moth&&3% had experience of exclusive
breast feeding, 35.6% mixed feeding and 8.1% ekaugplacement feeding. Regarding issues
discussed during counseling time by health workiosn total of 183 HIV positive mothers,
78.7% mothers received counseling on different ifegaptions. Most, 96.2% and 76.0% of
mothers received counseling on advantages & disadgas of breast feeding respectively, and
67.8% and71% disadvantages of replacement and rfeeelihg respectively. Mother‘'s who had
antenatal follow up and favorable attitude towdetding options were more likely to practice
exclusive breast feeding and less likely to practiixed feeding.

Conclusions and Recommendationsmore than half of mothers practiced exclusive lreas
feeding and very small proportion of HIV positiveotners chose replacement feeding, but still
greater than one third of HIV positive mothers figed mixed feeding. In general, infant and
young child feeding practices observed in this gfiadl sort of the WHO recommendations, so it
is recommended that all HIV positive mothers shdaddprovided with adequate information to
enable them to select the best feeding optionheir tbabies, and to successfully carry out their

infant feeding decisions.
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1. INTRODUCTION

Mother-to-child transmission of HIV (MTCT) has bece a rare event in well resourced settings
with the widespread access to effective antiretabvireatment. In 2008, around 370,000
children worldwide were newly HIV infected with 9086 these in sub-Saharan Africa. Based on
single point HIV prevalence estimate, in 2010,EdoAdult (15-49 years) HIV Prevalence was

2.4 %(urban 7.7% rural 0.9%) while HIV PositivatBs were 14,276 (1) . SNNPR is one of the
regions in Ethiopia which has a high rate of HI\éyalence ,with adult HIV prevalence of 2.3%

(20.2% in urban areas and 1.5% in rural areas) (2).

MTCT is by far the largest source of HIV infectiowjth 90% of the cases infected during

pregnancy, birth or breast-feeding (3).About 10-26P4he babies acquire the virus from their
mothers during breast-feeding for the first 24 rher(g, 5).

Infant feeding in the context of HIV is complex bese of the major influence that feeding
practices and nutrition have on child survival .Hi¥sitive women were confused about feeding

methods and mixed feeding continued to be widesi{é¢a

WHO/UNAIDS guidance states that when replacemesddihg is acceptable, feasible,
affordable, sustainable, and safe, avoidance obr@astfeeding by HIV infected mothers is
recommended to prevent postnatal transmission gfikfection , Otherwise, it is recommended
to follow exclusive breast feeding during the fiéstnonths of life. The recommendation further
state that HIV infected mothers should receive seling on the risks and benefits of different
infant feeding options and be given guidance amgbsr to choose the most appropriate option

for their situation (7).



As key gatekeepers in influencing mothers' decsiom infant feeding, health workers can help
to reduce rates of postnatal transmission of HIV dugviding HIV-infected mothers with
accurate information on infant feeding that capgutee risks and benefits of different feeding
options. Studying what health workers currentlyided and practice regarding infant feeding for
HIV infected women is an important concern becaattitudes and cultural beliefs may affect
their counseling behavior (8, 9).

In Ethiopia, there are few studies which addressctiallenges in fulfilling feeding practice of
HIV positive mothers and counseling practice ofltmeaorkers on infant and young children
feeding practice. Hence the proposed study wilp el fill an important information gap to

PMTCT program which can be used to inform policg amactice in Ethiopia sitting.



2. LITRATURE REVIEW

In 2006 the WHO recommended that HIV positive moghexclusively breastfeed their infants
for 6 months and then rapidly wean. After weaninmpthers were advised to begin giving
replacement feeding but an emphasis was placecherd@angers of mixed feeding. Mixed
feeding was believed to increase HIV transmissibwas also advised that replacement feeding

could take place where it was “acceptable, feasdfferdable, sustainable and safe” (10).

The latest (2010) guideline produced by the WH@h&t in order to reduce the risk of the baby
becoming infected, mothers, or their infant(s)as¢ advised to take a course of antiretroviral
drugs throughout the breastfeeding period. Motlaeesalso advised to exclusively breastfeed
their infant for 6 months and after time, introdumtder food substances while continuing to

breastfeed for up to a year(6).

In Ethiopia the first PMTCT guideline was publighigy the FMOH in November 2001.The
revised guideline ,in 2007, recommends for all kdsitive mothers living in resource
constrained settings will be Exclusive breastfegdiEBF) for the first 6 month with
complementary feeding at 6 months and continuingfofi2-18 months(11).

Awareness of health workers towards infant feedingptions recommended to HIV positive
mothers

A study done in Cote d’lvoire, 92% of health warkevere aware of the fact that some children
can have HIV infection through breast milk (12).

A cording to a study done in four African countriagprogram for prevention of mother to child
transmission, only 7% of health workers were cdlyeable to estimate the risk of transmission

of HIV from an infected mother to child at birth(13



In a study done in Malawi, almost all of the healtbrkers were aware that breastfeeding was
mode of transition of HIV from an infected motherher infant, but they were uncertain about
the estimated risk from this practice(14).

Attitude of health workers about infant feeding optons recommended to HIV positive
mothers

A qualitative study done in Malawi, half of healtlorkers believed that all or most HIV infected
mothers would transmit the virus during breastfegdwhile half believed that only some
mothers would transmit the virus. Most health woskeelieved that HIV-infected mothers
should breastfeed exclusively, on the other haodjesof them believed that HIV-infected
women should not breastfeed because of the risklviad in transmitting the virus to the

infant(14).

In a study done in Cote d'lvoire showed that 76%hehlth workers believed that complete
avoidance of breastfeeding would be more acceptatdefeasible for children born to HIV-

infected mother rather than exclusive breastfeediitiy early cessation (12).

Feeding practice of HIV positive Mothers

In South Africa, a study found that only 25% of s exclusively breastfed where as 75% of
women used formula or undertook mixed feeding dytie first 6 months(15).

A study in Zambia showed that all mothers breastfetlonly 35% of infants below 4 months
were exclusively breastfed. Commercial formula natid cow’s milk were used by 26.8% of

mothers as breast milk substitutes (16).



According to a study done in Eastern Uganda, 91&%HIV positive mothers initiated
breastfeeding while 8.5% never breastfed theirnitsfaPre-lacteal feeding was given by 64%,
7).

According to a study done in rural district in Udan even if most (84.5%) of HIV positive
mothers had ever breastfed their infants, but 8al$%of mothers had experience of exclusive
breast feeding, and 15.5% of mothers had exp=zien exclusive replacement feeding since

birth (18).

From a Study done in Kenya indicated that; 35% &V gositive mothers had practice of
exclusive breast feeding while 50% had replacenieating and 14% had mixed feeding.
Mothers who had disclosed their HIV status to tlspiouses were more likely not to breastfeed

than mothers who had not disclosed their statup (19

Descriptive longitudinal cohort studies done in X@m despite strong support for good
breastfeeding practice, only 37% of women were ERFweek 16. Factors significantly
associated with shorter duration of EBF were pramtp, maternal systemic illness, and infant

length at 6 weeks (20).

A clinical trial in Ethiopia, designed to evaludtee efficacy of ARVs in preventing of HIV
through breastfeeding, followed breastfeeding aod-breastfeeding sero positive women.
Researchers found that less than half (46.8%)fahia who were breastfed in the first week of
life were exclusively breastfed. From infants wlaallbeen breastfed at all, 16% were weaned by

two weeks, and 66% by 4 months(21).



According to finding from Addis Ababa, nearly h&di6.8%) of the mothers practiced exclusive
replacement feeding ; 30.6% used exclusive breasthiRg ; 15.3% used mixed feeding and the
rest 7.3% practiced breast-feeding for 2 monthkovied by replacement feeding there after

expressed breast-milk feeding and wet-nursing weaeticed by 4.3% and 0.3% respectively

The same study in Addis Ababa among mothers whctipeal mixed feeding, the commonest
reasons cited were neighbor’s advice in 40%; wihgafficient breast milk, husband imposition,

mother’s illness and both mother’s and infant'agls were mentioned by 26%, 14%, 8% and
6.0% respectively. This study also identified, m@&, 1%) mothers started complementary food
at child age of 6-9 months and Small proportion42€) of respondents started complementary

food for child age before 6months (22).

Counseling practice of health workers related to ifant feeding options recommended to
HIV Positive women

Appropriate and good quality infant feeding coumgels best in the PMTCT and women to
adhere the chosen methods (23).All HIV-infected meod should receive counseling, which
includes provision of general information about tleks and benefits of various infant feeding
options and specific guidance in selecting theawpthost likely to be suitable for their situation.

Whatever a mother decides, she should be suppaortet choice (24).

A study done in Botswana, Kenya, Malawi and Ugari®aor infant feeding counseling is a

common finding across PMTCT programs even aftanitrg. This and the lack of subsequent



support for the infant feeding decision, almosvitably leads to mixed feeding which increases

the risk of MTCT (13).

Study in four African countries shows that infaeeding options were mentioned in 48%
observations of PMTCT counseling sessions. In gealil these sessions either breastfeeding
85% or formula feeding 10% was the only optionsek#fl to mothers. Discussion about
Exclusive breast feeding for 6 months were takaseln about 88.6%, among this advantage of

EBF, only 25.7%, advantage and disadvantage of disdtissed in about 62.9% (25).

Across sectional study design done in South Afdesigned to assess counseling practice of
health workers showed that discussion about avbilabf different feeding option takes place

in about 85% of HIV positive mothers (26).

ANC follow up, disclosure status and attitude towads feeding options of HIV positive

mothers

A study from India indicated, large proportion ldf\V positive mothers disclose their sero-

status, of whom most (67%) of them disclose torthesband (27).

A study done in South Africa reveled that, in mudtiate analysis, having ANC visits was
identified as protective factor from mixed feediigndings of this study raise concern over the

implementation of infant feeding policy at healdre facilities (26).



From study done in Addis Ababa, 54% of HIV positimethers disclose their sero status to their
spouse. Mothers disclose their sero-status to thgiuse more likely to practice excusive
replacement feeding. In the same study area, teep@age of mothers who had ANC follow up
and favorable attitude towards recommended feediptions were 94.2% and 87.2%

respectively (22)



3. OBJECTIVE
3.1. GENERAL OBJECTIVE
« To assess the magnitude and factors associatedinf@dht and young child feeding
practice of HIV positive mothers in Hawassa, Yiegaland Dilla hospitals of SNNPR,
Ethiopia, 2011.
3.2. SPECIFIC OBJECTIVES
» To assess infant and young child feeding practafesilV positive mothers (timely
initiation, exclusive breast feeding, complementagding and replacement feeding).
» To asses infant and young child counseling pracidesalth workers.
» To describe the attitude of HIV positive mothersl drealth workers about infant and
young child feeding options recommended for HIVifpes mothers.
» To asses factors associated with infant and yotild teeding practice of HIV positive

mothers.



4. METHODOLOGY

4.1. Study area and period
The Southern Nations Nationalities and People’sidted State (SNNPRS) consists of 13 zones

and 104 woredas. The region has an estimated 1531720.4% of the national estimate)
people. Close to 90% of the population are estich&iebe rural inhabitants, while 1,545,710 or
10.3% are urban; this makes the SNNPR Ethiopias mwal regionThe study was conducted
in Hawassa, Yirgalem and Dilla hospitals. Hawasgarral and teaching hospital is located in
Hawassa which is 275 km south of Addis Ababa, tyeital city of Ethiopia. Currently 1000
HIV positive women are on ART of which 126 womervéahildren less than two years old.
Yirgalem Hospital is located in Yirgalem town inutbern Ethiopia, located 315 kilometers
South of Addis Ababa and 40 kilometers south of blssa. Currently 732 HIV positive women
are on ART of which 121 women had children lessttveo years old, and also Dilla referral
hospital is located 365km south of Addis Ababa gd€o Zone of SNNPR. Currently 612 HIV
positive women are on ART of which 104 women wiltildren less than two years of age. The
study was conducted in December, 2010-May, 2011.

4.2. Study Design
A cross sectional study was conducted using bo#imtgpative and qualitative methods.

4.3. Source Population
For quantitative study

-HIV positive mothers with children less than 2 igeald and who had follow-up in Hawassa,
Yirgalem and Dilla hospitals.
For qualitative study

-Health workers in ART/PMTCT service in Hawassagédiem and Dilla hospitals.
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4.4. Study population
For quantitative study

HIV positive mothers with children less than 2 yeaf old, who had follow-up and present on

the time of data collection time in, Hawassa, Yiegaand Dilla hospitals
For qualitative study

Health workers working in ART & PMTCT service of Wassa, Yirgalem and Dilla hospitals.
4.5. Sample size determination

Sample size for quantitative study was determinsthguthe formula of single population
proportion in the following assumptions.

Ne =( Za-2)- P(1—P)
d2

= Desired precision (d) =0.05
= Expected prevalence (p) = 46.8% which is exclusg@acement feeding rate HIV
positive mothers (22)
= Za\ at 95% confidence level =1.96
Based on the assumption, the calculated sampldrgjz@as =
n= (1.96% x0.468(0.532) 383
0.05

And, using finite population correction formula ¢stimate final sample size (nf) from a finite
target population (N) =351

o

11



For nf- 183 and by adding 10% for non response rate duringatteal study then the sample

size was 201

The sample size was divided in to three accordinipé number of study subjects on follow up
in each Hospital (proportional to size).

4.5. Sampling procedures
a) Quantitative component

HIV positive mothers with their infants and younigildren visiting the three hospitals in the

morning time were taken in order of arrival (almstdom sampling technique).

Inclusion criteria: HIV positive mothers with children less than 2 igeand visiting these three
hospitals

Exclusion criteria- mothers seriously ill who were unable to respond

b) Qualitative component

In-depth interviews were conducted among volunteééesalth workers till reached to a point of
saturation of information. The selection was dorecbnsulting administrators of the health
institutions, in order to identify health workerhavwere directly involved to the PMTCT/ART
service provision.

4.6. Data Collection Tools and procedures

Quantitative

Structured questionnaires were adopted and someficabidn was made according to the
objective of this study. The questionnaire wagalit prepared in English and then translated in
to Amharic. The Amharic version was again transldiack to English to check for consistency

of meaning. The translated Amharic version questame was pre-tested prior to the actual data

12



collection on 10(5%) respondents outside of theytrea, at Hawassa health center in similar
population group. Modification of some questionswaade based on findings from the pre-test.
Six diploma nurses were recruited for data coltectiThree supervisors with first degree in
public health and nursing were recruited from Ha®asrirgalem and Dilla hospitals. A two
days training was given for data collectors andesuipors on how to collect the data and other
related procedures by the principal investigat@ami@®uous follow up and supervision was made

by supervisors and the principal investigator tigtoaut the data collection period.

Qualitative

Qualitative data was collected through in-deptlerview. A total of 10 in-depth interviews were
conducted among respondents working on ART/PMTCiEssiusing volunteer sampling
technique. In-depth interview was held until sation and the average time taken was 30-45
minutes. A semi-structured open ended topic guide used for in-depth interview to facilitate
the discussion and all interviews were collected gmncipal investigator. Each in-depth
interview was tape recorded, transcribed, tranglatred finally summarized for write up. The
theme: Awareness, attitudes and counselling messages athheorkers related to feeding
Options recommended to HIV-positive mothers.

4.7.Data Quality assurance
Quantitative

To assure data quality, data collectors with presiexperience of data collection were recruited
and a two days training given both for the datalectbrs and supervisors. Moreover
guestionnaire was pre-tested and necessary amehdrasrconsidered. The collected data was
reviewed and checked for completeness and coneistdry supervisors and principal

investigator on daily bases at the spot durinditid work.
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Qualitative

Participants were inquired to give a genuine respdyy explaining the purpose and importance
of the study. The interview was held in none wogkhours. In-depth interview was conducted
by principal investigator.

4.8. Data processing and Analysis

Quantitative

Data were coded and entered into EPI/INFO versi8ri3and cleaned and checked for outliers
and completeness. For analysis, the data was expbtwtSPSS Version 16 and was checked for
missing values. Frequencies were used for desgribi@ study population in relation to relevant
variables. Bivariate logistic regression analygés calculated to assess the presence and degree
of association between dependent and independerables. Adjusted odd ratio using
Multivariate logistic regression model was useddotrol for possible confounding effects and
to assess the separate effect of the variables.

In the three closed ended attitude questions wikert. scales, five options were mentioned
ranging from 1= strongly dis—agree to 5=stronglseagand a total score was calculated.
Qualitative

The tape recorded data was transcribed and tredslahe translated data was transported to

Open Code software and analyzed using thematiysinal

14



4.9. Study Variables
4.9.1. Dependent Variables
Feeding practice (EBF, ERF, MF)
4.9.2. Independent Variables
Socio demographic variables
v' Age, marital status, education and occupation statuMothers
v' Education status and occupation of spouse
v" household income
Maternal related factors:
v' Awareness and attitude
v" Disclosure of HIV status
v Place of delivery
v" Mode of delivery
v' Antenatal follow up
v Time of first antenatal visit
Factors related to health workers:

v/ awareness, attitude and counseling practice

4.10. Standard and operational definitions

Breast feeding:refers to the child receiving breast milk diredrfr the breast or expressed.
Exclusive breastfeeding under 6 monthsProportion of infants 0—6 months of age who axk f
exclusively with breast milk.

Infants 0-5.9 months of age who received dméast milk during the previous day

Infants 0-5.9 montlisge

15



Early/Timely initiation of breastfeeding: Proportion of children born in the last 23 monis
were put to the breast within one hour of birth

Children 0-23.9 months of age who were put toditeast within one hour of birth

Children 0-23.9 maontif age
Mixed feeding: feeding both breast milk and other foods or liguedss than six months.
Complementary foods Introduction of solid, semi-solid or soft foad addition to breast milk
Complementary feeding:Proportion of infants 6-9 months of age who recem@plementary
foods

Infants 69 months of age who received solid, s&td or soft foods during the previous day

Infants 6—9 months of age
Exclusive replacement feedingfeeding a child who is not receiving breast milkhniliet that
provide all the nutrients to the child needs uhid child fully fed on family foods.
Cessation of breastfeedingcompletely stopping breastfeeding, including surakli
Awareness of HIV positive mothers towards the recomended feeding optionsmothers
who responded at least one correct recommendedn{gegtions considered to be having
awareness about it.
Attitude of HIV positive mothers: an opinion, outlook or idea towards recommendsstiing
options for HIV positive women.
Three closed ended questions were applied andegmomse option was Likert scale ranging
from strongly agrees to strongly disagree. Thigiagowith the mean and above was considered
have favorable attitude.
Counseling practice of health workers health workers who apply recommended options

during counseling of HIV positive mothers

16



4.11. Ethical Considerations

The proposal was submitted to the Research etligsnittee (REC) of the School of Public
Health and Addis Ababa University. Following thedersement by the REC, Hawassa Referral
Hospital, Yirgalem and Della Hospitals were infodvabout the objectives of the study through
a support letter from the School of Public HeaRAU and written permission was obtained
from the Hospitals administratioBach woman was informed about the purpose of thaysind
the right of the women not to participate in thadst was respected. Confidentiality of the
respondents was respected. Informed consent wasnedtfrom HIV positive mothers and
health workers. After data collection necessaryi@won different feeding options as well as

side effects of mixed feeding were explained to igbsitive mothers.

17



5. RESULT
I. QUANTITATIVE

5.1. Socio-demographic characteristics

A total of 183 HIV positive mothers with infantscagoung children 0-23.9months of age from
three selected hospitals of SNNPR were includegterstudy making the response rate 91%. The
rest 9% did not respond because they were absetiearfollow up date. The mean age of the
mothers and their children were 26 (SD+5.5) yead A48 (SD+5.6) months respectively. The
majority of mothers, 155(84.7) were married. On&dth51(27.9%) mothers had no formal
education and 81(44.3%) of husbands completed el@meschool (1-8 grade).Eighty seven
(47.5%) of respondents were Orthodox followed bgtgstant, 77(42.1%) in religion, and the
dominant ethnic groups were Amhara and Sidama 4#{R5.7 %,) and 44(24.0%) respectively.
More than half, 119 (65%) mothers were house wiBes, 91(50.5%) husbands were employed.
Regarding mothers duration of living with the hustha72 (39.3%) mothers lived 1-5 years.
Majority of respondents, 157 (86.3%) used pipe @asce of drinking water, 16 (8.8%) and
9(4.9%) used spring and well water respectivelye @mrd of, 73(39.9%) of respondents had

monthly income of less than 400br (Table- 1).
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Table -1- Socio demographic characteristics of HI\positive mothers in Hawassa, Yirgalem
and Dilla hospitals of SNNPR, 2011, (n=183)

Variable Frequency Percent (%)
Age of mothers
15-24 70 38.c
25-34 93 50.¢
35-49 20 10.¢
Age group of children
<6month: 87 475
6-11month 52 28 .4
>11 month: 46 251
Marital status
Marrec 15E 84.i
Divorce 20 10.¢
Widowec 3 1.7
Separate 5 2.7
Education of mothers
No formal educatic 51 27.¢
write & reac 20 10.¢
Grade -8 48 26.2
Grade -12 50 27.%
>grade 1 14 7.7
Religion
Orthodo» 87 47k
Protestar 77 42.1
Muslim 16 8.7
Catholic 3 1.€
Ethnic group
Amhare 47 25.7
Sidam: 44 24.C
Oromc 23 12.¢
Gedet 22 12.C
Welyte 21 11t
Guragie 14 7.7
Others: 9 4.8
Occupation of mothers
Employed 38 20.¢
house wifi 11¢ 65.C
Merchan 18 9.8
Others** 8 4.2
Income
<400bir 73 39.¢
401-800biri 62 33.¢
>800biri 48 26.2

*Others= silitie, Tigre, gamo **others=studesupported by NGO, house madeily labor
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5.2. Obstetric history and ART prophylaxis of HIV positive mothers

From the total of 183 mothers, 151(82.5%) mothezsevattending antenatal follow up, of whom
majority of mothers attended during the first trgte, 108(71.5%) followed by second trimester,
43(28.5). Most, 155(84.7%) mothers delivered ategomental hospital and health center
followed by 19(10.4%) delivered at home. Among thosvho delivered at health

institution,139(84.7%) respondents delivered witlvDS followed by Cesarean section,

15(9.2%).The largest proportion of mothers, 111.78€ and their children 148(80.9) took
prophylaxes on the onset of labor and within 72reat birth respectively ( Table -2).

Table 2: Obstetric histories of HIV positive mothes in Hawassa, Yirgalem and Dilla
hospitals, SNNPR, 2011

Variable Number Percent
ANC follow up (n=183)
Yes 151 82.5
No 32 17.5
Place of delivery (n=183)
government hospital and health center 155 84.7
private hospital and clinic 9 4.9
Home 19 104
Types of institutional based delivery (n=164)
SVvD 139 84.7
SVD with episiotomy 9 55
C/S 15 9.2
Forceps 1 0.6
Ever started ART (n=183)
Yes 111 60.7
No 72 39.3

ART prophylaxis given to the mother during
pregnancy (n=72)

Yes a7 65.3
No 25 34.7

ARV prophylaxis given to the child(n=183)
Yes 148 80.9
No 35 19.1
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5.3. Awareness and attitude towards the recommenddédeding options and
disclosure Status of HIV positive mothers

Large proportion, 174(95.1%) respondents heard talfeeding options. Many of them
162(93.6%) received from health professionals. Gmeadred sixty four (89.6%) HIV positive
mothers had awareness towards recommended feegtian® Majority, 175(95.6%) of HIV
positive mothers had disclosed their sero status,naost, 131 (75%) of them disclosed to their
husband. Regarding attitude of mothers towardsirigedptions, three closed ended questions
using Likert scale were applied ranging from lromsgly disagree to 5=strongly agree and the
total sum score was calculated and those who scalbese the mean considered have favorable
attitude. Of all respondents 94(51.4%) have faVeratititude towards recommended feeding
options(Table-3)

Table 3 — Awareness and attitude towards recommenddeeding options and disclosure
status of HIV positive mothers in Biwassa, Yirgalem and Dilla hospitals, SNNPR,

2011
Variable (n=183) Number Percent (%)
Heard about feeding options
Yes 174 95.1
No 9 4.9
Source of information about feeding options *
Neighbors 16 9.2%
Health professionals 162 93.6%
Husband 3 1.7%
Mass media 4 2.3%
Awareness about recommended feeding options
Aware 164 89.6
Not aware 19 104
Disclosure status of mothers
Yes 175 95.6
No 8 4.4
Attitude
Favorable 101 55.2
Unfavorable 82 44.8

*= more than one answer is possible
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5.4. Feeding practice of HIV positive mothers

From the total of 183 HIV positive mothers, 87 &) HIV positive mothers had children with
age less than 6 months. Out of 87 (47.5%) HIV pasitnothers, 49(56.3%) mothers exclusively
breast fed their children, 31(35.6%) mothers pcadimixed feeding and 7(8.1%) mothers

practiced exclusive replacement feeding,(figure.1)

From the total of 183 HIV positive mothers, 172(94%others ever breast fed their children of
whom, 98 (57%) mothers initiated the first milk dethan one hour after birth. Sixteen infants

(9.3%) received food/fluid before the first breasik.

Among mothers practiced mixed feeding the commorestons were, 13(41.9%) of mothers
reported it was due to infant sickness, 8(25.8%uemced by people advice and 7(22.5%)

conform to had custom.

Of 87 HIV positive mothers with children with agest than 6 months, 8(10.0%) respondents
ever expressed their breast milk of whom, 1(12.586d the expressed breast milk without
treating with heat. One third, 3(37.5%) of the @ggents used bottle and spoon followed by
2(25%) bottle only for feeding the expressed nfk (75%) of the mothers used the expressed
milk for the sake of relieving breast engorgemenhtlevl(12.5%) because child was unable to

breast feed.

From those who ever gave replacement feeding Aé)%) of mothers used home prepared

food and 2(25%) used commercial formula as replacegrfood. five (62.5%) mothers had not
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seen demonstration how to prepare the infant farfasdd. Majority, 7 (87.5%) mothers had no
refrigerator and some 3(13%) of mothers did not waier for washing utensil. Half, 92(50.3%)
respondents started complementary food, out of lwh#5(79.2%) mothers started when the
children age was 6-9 months and 31 (16.9%) mots@ged when the children age was

<6months of age (Table-4 & figure -3).
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Table- 4: Feeding practice of HIV positive mothersin Hawassa, Yirgalem and Dilla
hospitals, SNNPR, 2011

Variable Number Percent
Ever breast feed (n=183)
Yes 172 94.0
No 11 6.0
Time of first initiation of birth milk (n=172)
first 1 hr 98 57.0
first 8 hrs 56 32.6
after 8 hrs 18 10.5
Infant received any food or fluid before breast itk (172)
Yes 16 9.3
No 156 90.0
Expressed breast milk( n= 80)
Yes 8 10.0
No 72 90.0
Ever gave the expressed milk(n=8)
Yes 1 12.5
No 7 87.5
Ever replacement feed your child(n= 87)
Yes 8 9.1
No 79 90.9
Kind of food used for replacement feeding (n= 8)
Commercial formula 2 25.0
Home prepared 4 50.0
Both 2 25.0
Seen demonstration for preparation of RF(n= 8)
Yes 3 37.5
No 5 62.5
Refrigerator (n= 8)
Yes 1 12.5
No 7 87.5
Start complementary food(n=183)
Yes 92 50.3
No 91 49.7
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Figure -2: Reasons for mixed feeding of HIV positig mothers in selected hospitals of
SNNPR, 2011.
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Figure.3. Starting age of Complementary feeding ohfants and young children in selected
hospitals of SNNPR, 2011

5.5.Cessation of breast feeding practice of HIV positie mothers

From the total of 131(71.6%) respondents who evelasi feed their children, 61(46.5%)
respondents were who would like to stop breastifgedvithin 6-12months followed by
28(21.4%) who would like to stop <6months.Fifty tw8.4%) respondents ceased breast
feeding at the time of data collection. From thed® ceased BF at the time of data collection,
42(84%) respondents ceased breast feeding whilefité age was 6-12 months followed by
10(16%) ceased breast feeding while the child age l@ss than 6month.More than half, 34
(68%) of respondents ceased breast feeding dueatodf transmission of HIV followed by
18(36%) for encouraging the child to eat solid ®o®f them who ceased breast feeding,

31(58.5%) of them faced different types of problafisr stopping breast feeding (Table-5).
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Table: 5 Cession of breast feeding practice of HIpositive mothers in Hawassa, Yirgalem
and Dilla hospitals, SNNPR, 2011

Variable Number  Percent (%)
Currently breast feeding
Yes 131 71.6
No 52 28.4
Age of child when stop breast feeding(n=52)
<6months 10 16
6-12months 42 84
Reasons for cessation of breast feeding (n= 52)*
To encourage child to eat solid foods 18 36.0
Fear of transmission of HIV 34 68.0
Advice by health professionals 8 16.0
Others 9 18.0
Faced Problem after stopping BF(52)
Yes 31 58.5
No 21 41.5

Others= Infant  sick to breast feed, mother sick to bréasd, advice by husband, mother can

afford to buy replacement feeding.

5. 6.Counseling practice of health workers

Out of 183 respondents, 129(70.5%) respondents wauneseled by female health workers.
During counseling sessions health workers discudgféstent points regarding feeding options
for HIV positive mothers. Of all, 144(78.7%) moteeeceived counseling on different feeding
options. Most mothers received counseling on adwm® 176(96.2%) and disadvantages
144(78.7%) of EBF. One hundred thirty six (74.3%)dal24(67.8%) mothers received
counseling on advantages and disadvantages of ERf#ectively and 130 (71.0%) mothers
received counseling on risk of mixed feeding. Mi&yorl56 (85.2%) respondents replaied that

they were shown demonstration how to use the chiegeling options.
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5.7. Determinants of exclusive breast feeding

Bivariate logistic regression analysis revealed trgenatal follow up and attitude of mothers
towards feeding options were significantly assaclawith exclusive breast feeding practice
(p<0.05),[Table-6]. In multivariate analysis alsdtitude of mothers towards feeding option and
ANC follow up were retained as determinant factéws EBF [Table 8].l.e. The odds of
practicing exclusive breast feeding was 11 timegenlikely in women who had favorable
attitude towards feeding options with AOR(95% CI}11[3.5-35.5] and the probability of
practicing exclusive breast feeding was 4.6 timeseniikely to mothers who had ANC follow

up with AOR(95% CI): 4.6[1.3-16.6].
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Table -6: Bivariate logistic regression analysis siwing relation between exclusive breast
feeding practice and selected variables of HIV pasve mothers in selected hospital of

SNNPR, 2011

Variables(n=172)

Age of mother
15-29
30-49
Educational status of
mother
</=8 grades
>8grade
Occupation of mother
Employed
Unemployed
Income
<400Ebr
401-800Ebr
>800Ebr

ANC follow up
Yes
No
Disclosure status of
mother
Yes
No
Attitude of mothers
towards feeding options
Favorable
Unfavorable
Awareness of mothers
towards feeding option
Awareness
unaware
Discussion about d/t

feeding option during
counseling cession
Yes
No

EBF
Yes N [%)] No N[%]

34[56.7]  26[43.3]
15[75.0]  5[25.0]

34[57.6]  25[42.4]
15[71.4]  6[28.6]

10[83.3] 2[16.7]
39[57.4] 29[42.6]

21[67.7] 10[32.3]
15[55.6]  12[44.4]
13[59.1] 9[40.9]

45[67.2]  22[32.8]
4[30.8] 9[69.2]

48[62.3]  29[37.7]
1[33.3] 2[66.7]

38[82.6] 8[17.4]
11[32.4] 23[67.6]

47[66.2]  24[33.8]
2[22.2] 7[77.8]

22[68.8]  10[31.2]
27[56.2]  21[43.8]

COR[95%Cl]

1
2.3[0.7-7.1]

1
1.8[0.6-5.4]

3.7[0.8-18.2]
1

1
6[0.2-1.7]
0.7[0.2-2.1]

4.6[1.3-16.6]*
1

3.3[0.3-38.1]
1

9.9[3.5-28.3]**
1

6.8[1.3-35.6]*
1

1.7[0.7-.3]

*=P<0.05, **=P<0.01
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5.8. Determinants of mixed feeding

Among the variables of infant feeding practice,lesiwve replacement feeding was practiced by
very few numbers (7) of mothers. As a result, thebers/proportions related to it were found to
be too little for any cross tabulation or statigtitest, and hence excluded from such further

statistical analysis.

The Bivariate logistic regression analysis revedlted mixed feeding has significant association
with antenatal follow up and attitude of motheywards feeding options ,(p<0.05) [Table 7]. In
multivariate analysis also shows attitude of moghtowards feeding options and ANC follow
up retain as determinant factors for mixed feedjmgble 9]. i.e. The odds of practicing mixed
feeding was 11 times more likely in unfavorableitadie towards feeding options with
AOR(95% CI) : 11[1.1-15.9], and mother who had ABIC follow up was 4.2 times more likely

to practice mixed feeding with AOR(95% ClI) : 4.2[115.9]
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Table- 7: Bivariate logistic regression analysist®wing association between mixed feeding
practice and selected variables of HIV positive mbiers in selected hospital of SNNPR, 2011

Variables(n=172) MF COR[95%CI]
Yes N[ %] No N[%)]
Age of mother
15-29 26[43.3] 34[56.7] 1
30-49 5[25.0] 15[75.0] 2.3[0.7-7.1]
Educational status of
mother
</=8 grades 25[42.4] 34[57.6] 1.8[0.6-5.4]
>8grade 6[28.6] 15[71.4] 1
Occupation of mother
Employed 2[16.7] 10[83.3] 1
Unemployed 29[42.6] 39[57.4] 3.7[0.8-18.2]
Income
<400Ebr 10[32.3] 21[67.7] 0.7[0,2-2.1]
401-800Ebr 12[44.4] 5[55.6] 1.2[0.4-3.6]
>800Ebr 9[40.9] 13[59.1] 1
ANC follow up
Yes 22[32.8] 45[67.2] 1
No 9[69.2] 4[30.8] 4.6[1.3-16.6]*
Disclosure status of
mother
Yes 29[37.7] 48[62.3] 1
No 2[66.7] 1[33.3] 3.3[0.3-38.1]

Attitude of mothers
towards feeding options
Favorable 8[17.4] 38[82.6] 1
Unfavorable 23[67.6] 11[32.4] 9.9[3.5-28.3]**
Awareness of mothers
towards feeding option
Awareness 24[33.8] 47[66.2] 1
unaware 7[77.8] 2[22.2] 6.8[1.3-35.6]*
Discussion about d/t
feeding option during
counseling cession
Yes 10[31.2] 22[68.8] 1
No 21[43.8] 27[56.2] 1.7[0.7-.3]

*=P<0.05, **=P<0.01
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Table 8: Results of multivariate logistic regressin showing determinants of exclusive
breast feeding practice of HIV positive mothers inselected hospitals of SNNPR, 2011.
(n=172)

Variables Exclusive breast feeding ARJ95%CI]
Yes [%] No [%]

Attitude of mothers towards
feeding options

Favorable 38[82.6%] 8[17.4%] 11[1.1-15.9]**
Unfavorable 11[32.4%] 23[67.6%] 1
ANC follow up
Yes 45[67.2%] 22[32.8%)] 4.2[1.1-15.9]*
No 4[30.8%] 9[69.2%)] 1

*=P<0.05, *=P<0.01

Table 9: Results in multivariate logistic regressio showing determinant of mixed feeding,
practice of HIV positive mothers in selected hospéls of SNNPR 2011. (n=172)

Variables Exclusive breast feeding ARJ95%CI]
Yes [%] No [%]

Attitude of mothers towards
feeding options

Favorable 8[17.4%)] 38[82.6%] 1
Unfavorable 23[67.6%] 11[32.4%] 11[1.1-15.9]**
ANC follow up
Yes 22[32.8%)] 45[67.2%] 1
No 9[69.2%)] 4[30.8%)] 4.2[1.1-15.9]*

*=P<0.05, *=P<0.01
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[I. Qualitative findings

1. General information

A total of 10 counsellers with age ranging from34{from three hospitals were volunteered to
participate in the in-depth interview. As showntlre table -10, most of the counsellers were
females with clinical nurse back ground. Majoriycounsellers had experience greater than 2
years and a few had less than 2 years. Severatelbers had taken ART/PMTCT training (table

10).

Table-10-shows general information of health workes in Hawassa, Yirgalem and Dilla

hospitals, 2011

Respondents  Site Sex Age  Profession ExperiencART/PMTCT
Training taken

1 Hawassa Female26 Clinical nurse Yes

2 Hawassa Female29 Clinical nurse Yes

3 Hawassa Female24 Clinical nurse Yes

4 Yirgalem Male 34 Clinical nurse 12 Yes

5 Yirgalem Female 24 Midwifery nurse 2 Yes

6 Yirgalem Female 25 Midwifery nurse 3 No

7 Yirgalem Female 27 Midwifery nurse 4 No

8 Dilla Male 26 Clinical nurse 2 Yes

9 Dilla Female 24 Clinical nurse 4 Yes

10 Dilla Female 28 Clinical nurse 3 No
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2. Awareness, attitudes and counselling messageshehlth workers related to feeding
Options recommended to HIV-positive mothers
2.1. Exclusive breast feeding and mixed feeding
All participants understood what exclusive breastieg means and what the advantage of breast
feeding is as illustrated by response from ond&efrespondents of the midwife nurse:
" exclusive breast feeding mean: - feeding an ibfaith breast milk alone. If this is the
practice, it has an advantage of fulfilling the Id's body demand by containing all the
nutrients, besides breast milk is cheep.” [Respoh€eg]
Most of the participants knew that breastfeeding lsa a means of transmitting HIV from an
infected mother to her infant, but they were uraiarabout the estimated risk from this practice.
A few believed that most HIV-infected mothers wotdnsmit the virus during breastfeeding,
while the majority correctly believed that only semothers would transmit the virus.
Majority of participants believed that HIV-infecteshothers should breastfeed exclusively,
because this was the most feasible option in thamanity.
This statement was illustrated by a nurse in Dllao said, "In my opinion, Yes, HIV-
infected mothers are better to breastfeed becaeseurces are scarce to buy infant
formula in this community. In contrast a clinicalrse in Yirgalem said “In my opinion,
HIV-infected mothers should not breastfeed. Iteftdy to use formula from the shops,
even thin porridge.” [Respondent -1, 7]
The findings from this study suggest several healtinkers replied most mothers use breast
feeding as choice of feeding their child but sonfethem did not apply breast feeding

exclusively
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A nurse counselor in Yirgalem hospital said “Sinecest mothers coming in our
institution were coming from rural sites, they dat have awareness about other feeding
options so that mostly use breast feeding as claiéeeding of a child’[Respondent -4]
2.2 Mixed feeding
The respondents replied on the issue of why thénengiracticed mixed feeding: Introduction of
solid foods before 6 months was reported as a nhajorer to exclusive breastfeeding.
A nurse's illustrated, "They used to introducingestfoods to the baby very early, they
say nowadays children are too hungry. Thus, maant stipplementary food at less than
6 months." [Respondent -9]
The other counselor said “women face increasingspoee from family members to
introduce other liquids mostly when a child is sigRespondent -5]
2.3. Exclusive replacement feeding
Most respondents explained replacement feedinfeaslihg infants with food that replace breast
milk “but most of them could not explain the terdBASS criteria.They all agreed that it is
simply too costly for ordinary people to buy themwher of tins necessary to feed their infants in

a safe way with infant formula.

On perception of health workers, most perceiveduskee breastfeeding to be preferable to
infant formula because of the risk of contractinffedent disease other than HIV and most of the
mother cannot afford to buy formula food.

A nurse in Della hospital replied “It will not beasy (to buy infant formula) so it is better

the mother should breast feed her child” [Respond&@]

35



The other nurse in Yergalem said.” In my opinioaplacement feeding is not better
because we observed that mother who chose forrmethdannot adhere due to high cost
of formula food.” [Respondent -6]
For infants of HIV-infected mothers, a few of resdents perceived infant formula to be
preferable to exclusive breastfeeding because ef tisk of contracting HIV through
breastfeeding. They explained that the mother béttechoose infant formula to reduce the

chances of her infant contracting the disease.

Given the wide-spread poverty in this setting, mfiarmula is not commonly given to infants. It
is only in rare cases — when mothers have the @@nmeans to purchase it — that infant
formula is used.
As clinical nurse in Dilla said: - “only small praption living in urban and rich use it.”
And another nurse in Hawassa said “even if the raoid mother in urban use the
replacement feeding option, major threat is coneédb disclosure of their sero status.
Mixed feeding in situation of non-disclosure iskally outcome.” [Respondent -8]
2.4 Counseling message/practice of heath workers
Regarding the question rose what infant feedingooptostly counsel, most counsellers said
that they counseled according to her situatiosh# can afford to buy formula we encourage to
choose it other ways encourage choosing excluseasbfeeding
Counsellers in Yirgalem said “mostly we advise meod to breastfeed up to 6 months
because they cannot buy formula food.” [Responegint
Demonstrations on how to use replacement feedirgpysissue. But most counsellers in this

study area did not demonstrate preparation of ceptent feeding.
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Counselor from Yirgalem said “mostly we did not whdemonstration for the mother who
chose replacement feeding because of there is teriadan our institution.”[Respondent -7]
Concerning, challenges encountered during courgseadin feeding option which influences
adherence of the chosen feeding option or leadmited feeding, most nurses suggested
disclosure status and language were great chaenge
As Hawassa counselor replied “the great challengedisclosure of HIV status and the
language barrier b/c in SNNPR there are 56 differegpes of languages so that it is

difficult to counsel the clients.” [Respondent -3]

37



6. Discussion

The present study investigated infant and younddcl@eding practices in selected SNNPR
hospitals. The study revealed that more than H&iHIg positive mothers experienced exclusive
breast feeding; some of practiced mixed feeding \@r1g small proportion had experience of

exclusive replacement feeding.

The percentage (56.3%) who practiced exclusivesbifeading in this study was higher than the
figure from study done in Addis Ababa, Ethiopi®.@&%), Kenya(35%) (19, 22). This may be
the comparative study areas may relied on replacefeeding (rate of RF for Kenya was 50%
and Addis Ababa, 46.8%) and this shows the padid® in this study area had low socio
economic status to buy formula food compared toaeve study areas which leads relay on

easily accessible and affordable feeding optiosast feeding.

This study also identifies, from those mothers vawer breast feed, 57% of mothers timely
initiated the first breast milk. Which is less tharstudy done in Eastern Uganda,(91.5%) (17) .

This may be due to socio cultural difference oftihie countries.

The rate of mixed feeding in the present study 8&6 % which is higher than a study done in
Addis Ababa, Ethiopia (15%) and Kenya (14%), bwtdcs than the figure from rural Uganda

(61.5%) (18, 19, 22).

The main reason why mother gave this fluids/fodieothan breast milk before 6 months was;

due to infant sickness (41.9%), people advice @%.8nd custom (22.5%). Similar study in
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Addis Ababa(22), has identified the same reasonghe practice of mixed feeding by HIV
positive mothers.

The rate of exclusive replacement feeding was 83#ilarly a qualitative result shows, most
mothers did not use replacement feeding only whethens have the economic means to
purchase formula food. These finding was lowentbampared to a study done in Addis Ababa
,46.8% and Kenya, 50% of the mothers practicedusike replacement feeding (19, 22).The
reason may be most mothers in this study area gpfmim rural sites so that they might have
low access to information as well as formula fodde other reason may be as counsellers said

most of the mothers had low socio economic statuba cannot afford to buy the formula food.

Another finding shows that, only one mother pr@ot expressed but not heat treated breast-
milk feeding, as well as no proportion of motheedisvet-nursing by HIV negative mother

which is similar what was reported from Addis Ab4Ba).

This study shows that, most (79,2%) mothers stant@aplementary food for child at age of 6-9
months and Small proportion (16.9%) of motherststhicomplementary food for child age
before 6months.This finding is almost similar wahstudy done in Addis Ababa,(79.1% and

20.4% respectively ) (22).

This study also shows, large proportion (95.6%H®¥ positive mothers disclose their sero-

status, of whom most (75.1%) of them disclose ®@rthusband, which is similar with a study

done in India (67%) (27).
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One of the influencing factors on the current res@nded infant feeding practice among HIV
positive mothers would be due to appropriate ametigguality of infant feeding counseling in
the PMTCT (23).According to the FMOH, in Ethiopith ldIV-infected mothers should receive
counseling which includes provision of general infation about the risks and benefits of

various infant feeding options (24).

However, the percentage of women who received @ungson infant feeding options were
78.7% which is comparable with study done in Soéfhica, where 82% mothers received
information about different feeding options (26).

Majority (96.2%), of mothers received counseling on advantage ofuska breast feeding
during counseling session, which is much highengared to a study done in four African
countries, where 25.7% of mothers received coumgetin advantage of exclusive breast
feeding(13).1t is difficult to reason out, it maged further research to find the reason of this

much discrepancy.

Most (78.7%), mothers received counseling on disathge of exclusive breast feeding, which
is similar with what was reported by the study donfur African countries (76.0%) (25).

Several (78%) respondents said they received irgtom on the risk of mixed feeding, which is

almost similar to a study is done in South AfriB&%) (26).

Another finding from this study, 55.2% of HIV pds#& mothers had favorable attitude towards
feeding options lower than a study done in Addisdd (87.2%)(22). The reason may be lack of

full information regarding advantage and disadvgataef different feeding options.
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Concerning determinant factors, mothers who hadr&ble attitude towards feeding options
and mothers with ANC follow up were more likelygoactice exclusive breast feeding but less
likely to practice mixed feeding. As a study frorddis Ababa(22), the present study also stated
that mothers who had unfavorable attitude towaegslihg options were more likely to practice
mixed feeding. In agreement with finding from Soéthica study(26), having had ANC visits

was a protective factor for mixed feeding

Qualitative findings show that most health woskenable to estimate risk of HIV transmission

which was also reported in a studies done in Miliy.

As reported by researcher from Malawi (14), thiglgtalso state that majority of health workers
believed that HIV-infected mothers should breastfeaclusively; on the other hand, some
health workers believed that HIV-infected women wdtonot breastfeed because of the risk
involved in transmitting the virus to the infantves if breast milk contains HIV virus the

majority of health worker attitude incline to EBFFhis may be in resource limited countries

(developing countries) the formula food does nofull AFASS criteria.

Only few health workers believed that infant formu$ preferable to exclusive breastfeeding
because of the risk of contracting HIV through Bteseding. They explained that the mothers
should choose infant formula to reduce the chantésr infant contracting the disease which is
in contrast from finding from Cote d'lvoire(12),08t health workers believed that infant

formula is preferable to exclusive breastfeedifige reason may be as most of counsellers

reported; most mothers were unable to buy formudal f
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7. STRENGTHS AND LIMITATIONS

Strengths

* Using both qualitative and quantitative methods
» Triangulation of finding from mothers and healthriwers.
Limitations

» The numbers of participants, included in the stweye small. As a result, it caused the wide
confidence interval.

» Study design (cross-sectional) which measures xpeseire and outcome at the same time,
cannot measure the cause and effect relationship.

» possibility of recall bias for questions regardtimge of initiation of breastfeeding, prelacteal

feeding, and complementary feeding
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8. CONCLUSION

More than half of HIV positive mothers had expede of exclusive breast feeding. Small
proportion of HIV positive mothers had practice maixed feeding, but very small proportion
practiced exclusive replacement feeding. In genenddnt and young child feeding practices

observed in this study fall sort of the WHO recomogions.

Half of mothers had favorable attitude towards fegdoptions. Majority of health workers

believed that HIV-infected mothers are better teastfeed exclusively.

More than half of HIV positive mothers received amhation concerning the existence of
different recommended feeding options from healtikers that help make decision about infant

feeding during the counseling session.

Most of HIV positive mothers received informationoncerning the advantages and
disadvantages of exclusive breast feeding as vaehratage and disadvantage of replacement
feeding during the counseling session in contrasthts relatively small proportion of HIV
positive mothers received information regardind e mixed feeding during the counseling

sessions.

Mothers who had antenatal follow up and who hadfable attitude towards feeding options

were more likely to practice exclusive breast fagdand less likely to practice mixed feeding
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9. RECOMMENDATIONS.

By taking in to account the results of this stuthg following recommendations are forwarded

Health workers

= Should provide adequate information to enable HBsifive mothers select the best
feeding options for their babies, and to succelysfoarry out their infant feeding
decisions.

= Should provide all the necessary information, rémey advantages and disadvantages of

each feeding options for HIV positive mothers.
®  Should emphasize on risk of mixed feeding duriregrtbounseling/education session.

®  Should be provided with the most up-to-date infdraraon optimal feeding practices so
that they will be in a better position to give tin®st accurate recommendations to their
patients.
Regional health office and local NGO
* Follow up training schedule should be given for regrllers working in PMTCT /ART
sites.

Future research

» Further study should be conducted by including natuely sites to allow a more robust
analysis.
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Annex 1: English version Data Collection Format

General Information for the Study Participants

Hello, my name is ; | am a nurse amwd Inam collecting data from patients in

ART and PMTCT clinic for the research being condddo the factors associated with feeding
practice of lactating mothers on infant and youhigdcfeeding in relation of the risk of maternal
to child transmission of HIV by Asteway Mengistidavis the Master of public Health student in
Addis Ababa University. The result of the studyllvise helpful to the study population by
Identifying in proper breast feeding practices dhdreby provision of the right information
accordingly. It may also be used as a base lina @&t intervention project in the same
population and will be used for the planning ameiivention on prevention of HIV transmission
from mother to child in the local area as well asonally. | am going to ask your questions to
be responded by you. Some of the questions are pergonal questions. Your answers are
completely confidential. Your name will not be wei on this form. Participation by answering
the questions that | am going to provide you igtyron voluntary base. However, your honest
answer to this question will help me for better ensthinding of what people think, say and do
about certain kinds of behaviors. | would greatppreciate your cooperation and help in

response to this study. The interview takes ab0tB@minutes.

If you have any questions about this study you askyme or the principal investigator Asteway
Mengistie (Tel: 0912 08 80 29 or E-mail: astug@mail.com)

Consent form for study subjects

| the undersigned have been informed about thegserpf this particular research project and |
have been informed that the information | give Wil used only to the purpose of the study. In
addition I am also informed that my identity as Ml the information | will be providing will be

kept confidential. Based on this, | agree to pgséite in the research voluntarily.

Witnesses

Name and signature 1. , 2.
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Data collection format for Addis Ababa University, MPH research project on Assessment

of factors associated with infant and young infanfeeding practice of HIV positive mothers
of HIV, 2010,

Part 1) Socio Demographic data

No Question Coding categories Skip
to
101 | How old are you (completed years)? syear
103 | What is your current marital status? Circlertrsponse
Single  ---------ememeeee- 1
Married --------------------- 2
Divorced -------------------- 3
Widowed--------------------- 4
Separated 5
104 | What is the highest educational level ydinable toread & write ----1-
completed Grade 1-8 ------------------ 2
Grade 9-10+2 ------------- &
10+2 completed & above 4-
105 | What is your religion? Orthodox  --------------- 1
Catholic ---------=-==-=---=--- 2
Protestant =~ --------------- 3
Muslim ----------=----m-mmemm- 4
Others (specify) --------------- 5
106 | What ethnic group does you belong to? Amharg—--------------- 1
Welayta-----------------=------- 2
Sidama --------=----------=----- 3
Gedio  ------m-m-mmmemm e 4
Others (specify) -------------5
107 | What is your current occupation? Governmentleyee------- 1

Private employee ---------- 2-
Daily-laborer----------------- 3
House wife ----------------- 4
House made/servant------- 5--
Merchant---- --------6
Farmer ----------eoeecemeeee- -
Others(specify) ------------- 8
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108 | What is your husband highest educational R2gtugnable to read & write ----- 1-
Grade 1-8 2
Grade 9-10+2---------------- 3
10+2 completed & above-4-

109 | What is your husband’s current occupation Quwvent employee------ 1-
Private employee------------ 2-
Daily labor -------------------3
Merchant = ------------------- 4
Others(specify)--------------- 1)

110 | Duration of living together with Husband <1 ea---------------------- 1
1-5 years------------------—--—1 2
5-10 years 3
>10 years --------------------- 4

111 | What is your family total monthly income? Apyirnate

Eth.birr
112 | What is the main source of drinking water fa|t>1 answer is possible
member of your household? Pipe -- e |

Spring  ----------------m-moeo- 2
Well --------mmmmmem - 3
River ------- -4
Others (specify)--------------- 5

Part 2 obstetric history

No Question Coding categories Skip
to
201 Did you attend antenatal care (ANC) during yo¥es-------------------- 1 If no
last Pregnancy? NO--------mmm oo 2 skip to
204
202 At what gestational age start ANC eeks
months
203 At what health institution did you attend? Goweental hospital------ |
Private Hospital------------ 2
Governmental h/ center--3-
NGO clinic = --------- 4
Other( specify)--------------- 5
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204 What was your type of delivery C/S - 1
Forceps-------=-==-ssaeene-s] 2
Vacuum ---=-=-=-===n=-m-nn-- 3
SVD with episiotomy------- 4
SVD ---mmemememmee e 5
Other( specify ) ----------- 6
205 Have you ever started ART? Yes-------m-mmr— - 1 If yes
No -2 skip to
301
206 Have ART been given to you during pregnancy | es-¥------ -1
No -2
207 Have ART been given to you during child delyve Yes -1
No -2
Part -3. Awareness and attitude of HIV positive mdters towards infant feeding
No Questions Coding categories Skip to
301 Have you ever heard about infant feediigs -1
options? NO---------mm oo 2
302 Where did you get information first aboleighbors ---------------- 1
infant feeding options? Health professional------ 2-
Husband -----------------< 3
Others(specify) --------- 4
303 What kind of infant feeding optigrReplacement feeding------- 1
recommended for HIV positive mothers? Exclusive breastfeeding---2
Wet nursing----------------- 3
Expressed milk------------- 4
Breast milk and foods------ 5
Other(specify)----------------
304 Did your husband tested for HIV? Yes -1
NO-----------m oo 2
| don’t know -------------- 3
305 Have you disclosed your HIV status? Yes -1 If yes skip
NO-=-==smmmmemmmem e meeeeee 2 to 307
306 What was your reason
307 For whom you disclose your HIV status? Husband—------------ 1
sister/brother--------------- 2
parents --------------------- 3
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friends -- ]
others(specify)------------- 5
308 | When did you know your HIV Status? before naayer————— 1
during this pregnancy------ 2
during delivery-------------- 3
specify(others)-------------- 4

I will read the following saying and you will respe 1) strongly disagree 2) disagree 3) | do not

have any idea 4) agree 5) strongly agree

309

Do you agree that HIV positive mother who eref 1~ 2 3 4
replacement feeding should give her breast in

presence of families or neighbors?

(@1

the

310

Do you agree breast feeding practice of HIV 2 3 4
positive mothers for their new born baby doessino
contribute for the transmission to their baby

(@1

311

Do you agree mothers living with HIV/AIDSL 2 3 4
decision together with spouse about the feeding of
their children does not contribute anything to fthe

benefit of the child

(@1

Part- 4.Feeding practice of HIV positive mothers

No Questiol Coding categorit Skip tc
401 What is the age of your chil days
weeks
months
402 Sex of your chil Male 1
Female 2
40z Did you ever breastfed your chi Yes -1 If no skip
No 2 to q 410
404 When did you give breast to your child al| Within first hou---------- 1
birth? Within first 8 hours ------ 2
After 8 hours--------------- 3
40~ Did your infant receive any thing to drink | Yes -1
eat before the first breast feeding? No 2
406 What food or fluid providet (more than one answer is pible

don’t read the choices probe for moré

Butter -------------mmmeemmmmn 1
(VAT 1) g — 2
Tea 3
Water and sugar ----------- 3

Others (specify)

~—
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408 Have you given any foods/ fluids othefes -1 If no
than breast milk to your child yesterday|do-------- 2 skip to
last night 410
409 Why did you provide these foods or fluidd@fant perceived unwell ------------ 1
(Probe for more) Mother unwell --------------==-mmm--- 2
Infant and mother unwell---------- 3
Advised by husband ----------------4 |
Advised by other person ----------- 5
It is a norm of the society or ethnic
group ----6
Others (specify ------
410 What foods or fluids other than breast mi(knore than on answer is possible
did the child receive yesterday or lasVater or tea----------------=--=mn-nn-- 1
night? Formula /powder milk -------------- y,
Cow milk - --1
Porridge/ cereal based fluid-------- P
Adult food 3
Others (specify)----------====-=----- 4
411 Has anyone else (beside yourself) ewses ---1
breastfed your infant NOQ-------- 2
412 How many days other person fed ypOlumber of day’s ---------
child? Don’'t know
413 Why did the other person breast feed yduother ill/sick --------=--=---=----- 1
child? Breast or nipple difficulty -------- 2
No enough milk ----------=-=------ 3
Had to go out /separated from the
infant ------=--==emmememm e -4
Advised by husband/other family
work ------- -5
Did not want to infect with HI----6
Others (specify)-----------=--------- 7
414 What is the relation between the breastsster ------- e |
feeder and you mother ------- )
family member -------------------- 3
Neighbors ------=---=====ecmmneno- 4
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415 Have you ever expressed your breast milks -1 If no
yesterday or last night NO-------- 2 skip to
421
416 Have you given the expressed breast milks -1
to your child yesterday or last night? NO-------- -2
417 What kind of utensils you used to? Bottle ——-------—----—---- 1
Cup with spoon ---------------- 2
Others specify -----------
418 How many days of which you express&tlimber of days ------------
milk and gage to your child?
419 Have you treated the expressed milk wittes ---1
heat? NO------=-mm oo 2
420 Why did you express the milk? To relive breagjorgement------ 1
To relive pain due to coracle------ y.
To heat treat before feeding------- 3
To separate from the infant------- 4
To wean or stop breast feeding---b
Infant unable to suckle on breast
feeding ------------ -6
Others (specify) -------------------
421 Have you ever practiced exclusivées -1
replacement feeding? NO-------- 2
422 Why you prefer exclusive replacement---------------
feeding?
423 What kind of replacement food you ai@ommercial infant formula ------- 1
giving to your child? Home prepared formula ---------- 2
Fresh animal milk, full cream
(pasteurized or powdered milk).
Ultrahigh temperature milk------ 3
Both alternatively----------------- 4
424 How many tins of commercial formuyla-------- tins
milk used per week
425 How many tins of cow milk used pe#--------- tins
week?
426 Have you seen demonstration abhovés -1
preparation of replacement feeding NO------=-mmmmmmmmm oo 2
427 Who demonstrated? Health worker------------ 1--
Neighbors --------------------- 2

53




NGO worker------------------- 3
If others specify ----------------
428 Do you have an ability to followYes ---------------mmmmmmemomn 1
instruction on the tin for mixing theNo e 2
formula If other specify-----------------
429 How frequent you prepared formula cpw------- times a day
milk to feed the child per day
430 What do you do any milk left in the cufives to an older child --------- 1
after the feed Discarded ---------- YA
Use for a later feed ------------- 3
If other specify ------------------
431 Do you have refrigerator Yes-------m-mmm e — - 1
NO--=--mmemmmmmcom e 2
432 What kind of utensils you used to? Bottle--------------------- 1
Cup and spoon---------------- 2
Other(specify)--------------
433 Do you give adequate time for your childes -1
(care)? NO------=-mmmmm oo 2
434 What was your reason not to give enough -
time for your child care?
435 Do you boil water to wash the utensil Yes -1
NO-----------m oo 2
436 What is your reason not to boil water? No adegtuel ----------------- 1
no adequate time ------------------
if other specify --------
437 | Do you wash your hands beforges 1
preparing infant food? NO------=mmmmmm oo oo 2
43¢ | Who feed the child mostl Servan -—--1
Grandmother------------------- 2
Sister 3
Husband 4
Other(specify)
43¢ | Who decide how and what to feed the infi | Myself only-------------------- 1
My husband------------------- 2
Me and my husband-------- 3
Mother in low---------------- 4
Other(specify)---------------- 5
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44C | Have you start complementary fc Yes 1 If no
No 2 skip 501
441 | At what age of the child did you sti| ------- month:
complementary food
Part 5 cessation of breast feeding
No Question Coding categories SKi
to
501 Are you currently breastedes-------------------m-om-mo-- 1 If no
feeding your child? No ---2 skip
to
502 At what age of your child do yg6 months --------------------- 1
intend to stop breast feeding? | 6-12 months ----------------- 2
13-18 months---------------- 3
19- 24 months--------------- 4
>12 months ------------------ 5
503 Have you completely stoppedes------------------m-mmm-- 1
breast feeding? No -2
504 How old was your infant when--------- days
you stopped breast feeding? | ---------- weeks
-------- months
505 Why did you stop breast feediptnfants no longer wanted to breast feed------1
your child? To encouraged infant to eat solid food----4-2
Pregnancy-------------=--=--emmmmmmme oo 3
Fear of transmission of HIV------------------ 4
mother can afforded replacement feeding:-5
advised by health providers ------------------ 6
infant too sick to breast feeder---------------- 7
mothers too sick to breast feed-------------- 8
advised by husband----------------=----=----- 9
advised by other person--------------------- 10
other( specify)
506 Did you encounter any problgnYes--------------------mn---- 1
when you stopped breast feedingRo -2
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507

What  problem did  youlnfant crises or unhappy--------------- 1-

encountered Brest engorgement ------------------------ 2
Disapproved by ------------ 3
partner/family/neighbors = --------------- 4

Disapproved by health worker -----4 5--
No food or milk to feed the infants --6--
Other problems(specify) ------------- +*-

Part six —assessment of counseling practice of health workers

No | Question Coding category Skip t

601 | Sex of the health workers who givéM - e e 1
counseling

F ----2

602 | Did the health care provider explain t&es--- e e |
you different feeding Options No- 2

603 | Did the health care provider tells aboutes--- s 1
advantages of breast feeding No- 2

604 | Did the health care provider tells aboutes--- e |
disadvantages of breast feeding No- 2

605| Did the health care provider Yes--- sl
tells about advantage of replacemgNo- 2
feeding

606 | Did the health care provider Yes--- e |
tells about disadvantage of No- 2
replacement feeding

607 | Did the health care provider tells aboutes--- sl
risk of mixed feeding No- 2

608 | Did the health care provider explaityes--- e |
how to practice the chosen feedinyo- 2

options
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Annex Il Amharic versions questionnaire format
ATGE FAFLPF AmPA aolE

MmS LAPA:: 0 LOAA::PMS (AP TF 1 Au<? AHY SFTTu-F hhT A0, IC 29154
AGRT 0hAGT hav M U537 0T P9LELCTTT bl AL . NAGT OL AP PavtANG U-3d IC (VHEPH
PILMSAT TG a0l APANAAN 10 PGET P90 MG (ALA ANA RLACAE NUNLHAN MS TIPVCT O
o0t eIt 914 PTTF@. AQTPL avElNvE G PPGRT Oyt At PTLPT TN T AL 1L OC
AP hGPTF FhhAF D7 Phae 21 HE, (1aPALT FNNAGT DY aol8 W18.0TT 44N NHemT149° PTALR
TEAFT AaPEavC K1LaPYA VA LINTAA:: UG APEI® 1P1 (Y hAA £45 ChT AL 0. NAGT 0L AP
PavFANG AE&AT APPIN 918410+ TEOLI AP ANTPRE PLCIA:: Av-7 NACAP P99.a°AN TPE
AMEFPAV:: AT8IL PEEPT N0 v-b AL Pmimt GFD: Po0kT avih oo (o>h TLATEPrE
PAm0P 101 (PP (Y ECI° AL AROREIC:: (PPMLPPTF TPE AN Pavav\(- U-3J a 190 (ACOSP
PV AL PFav(lAd 1@ TIC T PULAMT avAn AFhNAT PR UNLTAN: 9P RILILTIHANE 907
RILTUAMC AGPLS T PATATA:: NAD1TE AATNNCPS AHGE OATLLLCT ANTPEKE NMI° CHTATA::
NAOE ANPONCPS AFGE OATLECT ANTPERE NN APOTIPT hDAAU-:: PA aPme® 20-30 L&
AL 4.5 A::

PGt HAFLPT POIPIOIT aDNeE), DA

hHY 03 04697+ IO QATTE AATT 19110 +HL&FAU-:: PPAM@- avlE° ATG+k +a0C F
A2LTM-AG PPPAM@< avlB9° P1 17k (17LATC AN HL&FAv-:: (HUP aPalt (EPLTT
NPt Aeeate 0TI FAv-::

aheT

1. g° 2.

40 ALy [P

7 T —

57



h&d A7 TW0EPR G AR avlB

TE he oL T
¢&PC ePTC
e
101 arlt hoott® 0?0 | e ao-f\: hao--
102 | AU-7 PANT O18C U3 9°7 LovNAA? 1. £A10
2. £10
3. P4z
4. 0t
5. ¢Aee
103 | S+t AT FIVCT LB OE 1. “70NG o024 PUILTA
102 2. 9TINNG o3t
3. 1-8 neA
4. h9-10-:2% nFA
5. 125 e fmSees  hiLe

AL

104 Y71 P IO 1m-? aC-t2n0 12995
QAN COLEL?
TRV NCALET
ao-(\A\9°

AN hae i

105 | NACP 9°7L7 10?2 ho¢-
DAL,
0.5
24

P SIS 7O —

Cao 0T (s

eI +PMé

0 oot
CLINCAT

et oot

1.8,

AAS° WA eme-————--

106 | AU~7 C7LAGT Né- I°77 10-?

N SR BN R R BN =N R RN =
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Annex Il interview guide questionnaire format

Date

Name of PMTCT /ART site

Socio demographic characteristics of health workers
Gender------------=-=---m-mo---

Age (years) -----------------

Title position--------------------

Started time --------------------m-m----

Ended time------- mm-mmeemeemeeee

Do you have taken pediatrics ART/PMTCT training yeNo ---
Years in current occupation (experience) 1-5 y8al® years 10-15 years >16 years

1. Do all babies born to HIV-positive mothers becomfedted with HIV? Estimate it?

2. What the terms exclusive breastfeeding (EBF), estetreplacement feeding (ERF),
mixed feeding (MF) mean?

3. Explain the terms “acceptable, feasible, affordablstainable and safe” (AFASS) mean
in relationship to infant feeding in the text of HIV?

4. What are the advantages and disadvantages of HBBERR

5. Since there is a chance that HIV can pass fromlahikfected mother to her baby
Through breast milk, is replacement feedilvgays better for the baby? Why?

6. What is your opinion on exclusive replacement fegdand breast feeding for HIV
exposed infants and young infants? Which one do tyonk best for HIV positive
mothers? Why?

7. What infant feeding options do you counsel for Hidsitive mothers? and what is the
most HIV positive mothers feeding experience Why?

8. Do you show to prepare formula feeding for HIV piogi mothers? Do women
re demonstrate how to prepare formula feeding?

9. Do you think HIV positive mothers adhering to thieieding choices? Or most are
experienced mixed feeding? why do you thim& is the case

10. What has been your greatest challenge in coumgselomen on infant feeding options?
and what measure have you taken help HIV positiethers women adhere to infant

feeding choice
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