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Dererminants of Breastfeedillg ill Am/wra Region 

Abate Sidelel Wolde 

Addis Ababa University, 2014 

Background: Exclusive breasrjeeding up to 6 month after birth and optimum 

breasrjeeding with appropriate complement(ny food from 6'" to 24'" month and beyond is 

vital for children healthy development and growth. Breasrjeeding is a common practice 

in Ethiopia as a whole and in Amhara region in particular. However, there are different 

obstacles regarding different breasrjeeding practices. 

Objective~ : This study is aimed at assessing different breastjeeding practices and 

investigating the key determinan ts of breastjeeding in Amhara region on children thm 

were born in two years preceding the 20 II Ethiopian Demographic and Health Survey. 

Method' Raw data which were collected in 2011 Ethiopian Demographic and Health 

Survey by administering stratified two stages (Enumeration Area and household) cluster 

sampling method were nsed to study different breastjeeding practices and key 

determinants of breastjeeding 

Result: Ti,e prevalence of e-.;clusive breasrjeeding was 71.6%. Continued breasrjeeding '1/ 

one year and at two years were 98.8% and 90.5% respectively. The median duration for 

any breasrjeeding, exclusive breasrjeeding and predominant breastjeeding lVere 32.7, 4.6 

and 7.4 months respectively. Child age, child size at birth and person lVho usn ally 

decides on respondents ' health care for exclusive breastjeeding; child size ([{ birth, 

Cltrrent marital status and 1II0thers occupation appear to be determinant early 

breasrjeeding initiation whilst child sex, mothers ' age and untrained traditional birth 

attendant tend to influence pre-lacteal f eeding practices. 

Conclusion: A range of socia-economic and demographic characteristics are found to 

affect breastjeeding Educating parents (i. e both mothers and fathers of children) and 

ellfering breastjeeding education 10 the school system are recommended to achieve 

Sltccessful child f eeding practice. 
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CHAPTER ONE: INTRODUCTION 

1.1 Background of the Study 

Human breast milk is specifi c fo r human babies and it is ideal infant feeding (American 

Academy o f Pediatrics, 2005). Breast milk co ntains all necessary nutrients , antibodies 

and other factors important for growth and development which makes unique ly a perfect 

food for babies and it is susta inab le, sa fe and avai lab le (National Institute for Health and 

Clin ical Excellence, 2005) . Breastfeeding has been identified as an important child 

survival strategy by the World Health Organization (WHO) and United Nations 

Children 's Fund (UN ICEF). As WHO and UN ICEF suggested, breas t milk remains a 

superior food for babies, s ince it co ntains opt imal amounts o f fats, sugar, water and 

protein needed for their growth and deve lopment (UNICEF, 1990). 

The growth and development of in fant and child is influenced by a range of complex 

facto rs, including genetic , im mu no log ica I, socio -cultural, psycho 10 gica I, nutritional , 

environmental, economic and poli ti ca l inn uences (Yngve, 200 I). Amo ng these factors, 

nutrition plays decisive role not only fo r the growth and development , but, also for the 

future surviv al of infant and child. T he newborn child or infant needs his/her mother 's 

breast milk crucially to show a ll s ided development and to satis fy his/her nutritional 

needs. Breastfeeding has also high bene fi ts fo r mothers (Raffle, 20 I I) . 

With analyzing tTends and differe ntials in breastfeeding, H irschman and Butler, (1 98 1) 

explained that structural and cultural patterns are influencing the traditional breast feeding 

practices particularly duration and timing. According to them modernization, 

urbanization, higher education and secularization have tended to create a common 

nat ional cu lture that is different 6'o m regio nal, ethn ic and soc ioeconomic traditions of 

child rearing and socialization . A fter the 18'" and 19th century industrial trans fo rmation in 

the Western World, mothers in mailY urban centers began decreasing the intents of 

breas t feeding due to their work requiremen t and commitment. Especially, breastfeeding 

had declined significantly from 1900 to 1960 due to negati ve social attitudes towards the 

practice and the development of in fa nt fo rmula (Riordan, 1980). The prevalence and 
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duration o f breastfeeding has also decli ned in many parts of the world for variety of 

social, economic and cultural reasons with the introduction of modern technologies and 

the adoption of new li fe styles. The important things attached to the previous traditional 

practices have been noticeably reduced in many societies. As WHO, ( 1989) stated, 

unknowingly health services also contributed to the decline of breast feeding e ither by 

failing to support and enco urage mothers to breastfed or by introducing ro utines and 

procedures that interfere with the normal init iation and establishment o f breast feedi ng by 

separating mothers fi'om their infants at birth, giving glucose water by bottle and tea 

before lactation has been initi ated, and ro utinely encouraging the use of breast-milk 

substitutes. This health worker condition also supported by Gynaeco l, ( 1998) in I ndia and 

Quinn et al. (2006) study conducted in Ethiopian. 

Even though some negative attitudes still remain, with many interventions, breast feeding 

has revived again after 1960 (Nathoo et aI. , 2009). As Centers for Disease Control and 

Prevention' s (CDC) indicated, there are many evidence based interventions whi ch 

were/are and will be conducted to improve breast feeding practices (Shealy, 2005). 

Breastfeeding has crucial importance fo r both newborn infant and mothers (KFL & A 

Public Health, 2008). Breastfeeding, espec ially exc lusive breastfeed ing is associated with 

a natural (though not fai l-safe) meth od of b irth control (i.e, 98% protection in the fi rst s ix 

months after biIth). It also reduces r isks o f breast and ovarian cancer later in life, helps 

women retulll to their pre-pregnancy weight faster, lower rates 0 f obesity and enhances 

bonding between the mother and the baby (Moo re, 2007). Exc lusive Breastfeeding for th e 

rU'st 6 months to newly born baby is also important method to prevent the transmiss ion of 

HI V/AIDS j]-om mother to child as opposed to mixed feeding (WHO, 2009; Cout soudis, 

200 1; Coovadia, 2007). Besides, as mentioned by Kl'amer (2003) Bri tto n (2007) 

breast feeding plays great role in reduc ing infant morbidity and mortality. 

In resource limited areas where malnutrit ion is a major cause of infant and child death , 

breast feeding is also regarded as ma in solution for infants' survival (WHO, 2003) . 

Extreme poverty, natural disas ters, and warfare have a devastating impact on most of the 

in fants. However, the simple act o f breastfeeding can save numerous lives al:d 
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increase the chances o f survival o f in fa nts and young children (WHO, 2003). 

Because of these and other things, in recent years, there has been an increas ing interest in 

the promotion of breastfeeding as the best feeding meth od for babies (Breast feed ing 

Handbook, 2010). Hence, more emphasis has been g iven to breas t feeding prac tices 

throughout the world. The promotion of breast feeding especia lly, in developing co untries 

like Ethiopia is becoming a public health iss ue (WHO, 2003). 

In Ethiopia, the prevalence and durat ion of breastfeeding is very high. According to the 

20 II EDHS, the median and the mean duration 0 f breastfeeding prac tice was 25 months 

(CSA and ICF International, 2012). Among , regions, the median duration of any 

breas tfeeding practice range fi'om tlie lowest of 16. 7 months in Somali reg ion to the 

highes t of 32.7 months in Amhara region, whilst, the median and mean duration o f 

exc lusive breastfeeding at national level is 2.3 and 4.2 months respectively. The median 

and mean predominant breast feeding, thai is breastfeeding in combination with plain 

water, water-based liquids, or juices were also 5.3 and 6.9 months, respectively (CSA & 

ICF International, 2012) . On the other hand the Infant and Yo ung Child Feeding OYCF) 

indicators detived Ii'om the 20 II EDHS showed that almos t seven children 0 f every ttn 

(66%) llllder the age of two have rece ived age-appropriate breast feeding, whil e one out 

of ten (12 percent) children use a bottle with a nipple. N in ety-s ix percent o f the 

children continued breastfeeding at one year, whereas 82 percent continued breas tfeeding 

up to two years. Like 2011 EDHS, similar patt~ms of breast feed ing had been observed in 

the previous two EDHSs conducted in 2000 and 2005 

Exc lusive breastfeeding also varies between 70% during 0-1 months to 32% for in fants ' 

aged 4-5 months in the country (CSA and lCF lntemational, 2012). Since Exclusive 

Breast feeding decreases as infant age increases, the nOlmal relation and feeding practice 

that is affected by many reasons is go ing to cripple child development and leads to 

stunting, wasting and underweight. 

3 
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1.2 Statement of the Problem 

The Wo rld Health Organizatio n (WHO), United Nations Children ' s Fund (UNICEF) and 

other organizations promote breas t feeding as one of the key effective low-cost 

interventio ns to enhance child survival (WHO, 2003). Exc lusive breast feeding fo r the 

fIrst six months of life and continued breast feeding for up to two years and beyond have 

been widely accepted as the go ld standard of infant nutrition in bo th developed and 

develop ing countries (UN ICEF, 1999). However, ensuring such pattern o f breast feeding 

is not an easy task. As observed from studies conducted in Canada (Nathoo et a!. , 2009) 

and U.S.A (Hirschman and Butler, 198 1), the influence of moderni zation is deteriorating 

the prevalence and duration 0 f breastfeeding fro m time to time. People usually change 

their traditional life style as they get education, proper health faciliti es and engaged in 

modern occupation sys tem (H irschman and Butler, 198 I). Almost in major palts o f the 

worl d, mothers e ither wean breast feeding with in a Sh011 period o f time a fter birth or feed 

extra food besides breast milk within the first 6 months. Breastfeeding is the result o f a 

complex mutual effect of biological, phys ical, cultura l and psycholog ical fac tors. 

Biological and physical condit ions such as caesarean del ivery, health center births, 

breast feeding difficulties including nipple pain, insuffi cient milk supply are the most 

commo n reasons women give for cessat io n and continuation o f breastfeeding (Meedya, 

Fahy, & Kab le, 20 I 0). Psychological Factors that affect breastfeeding init iation and 

duration are directly related to the mother 's intra and interpersonal processes, maternal 

confidence, shyness, stage of change, health belief etc. , and primary groups including 

family, Ihends, peers, that provide social identity, SUpp011, and role definition (Y ngve, 

200 I). Cultural setting as mothers learn - or fa il to learn - how to breast feed fi'om those 

around them also affects breastfeeding. Breastfeeding knowledge, when it ex ists, is 

passed down Ii-om mother to daughter in the form of consistent pattel11s o f practices and 

concepts (Cynthi a Good Mojab , 2000) . So, great di fferences exist regarding 

breast feeding durat ion, fi'equency o f feeds, suckling time, and complementary feeding 

among individuals and co untr ies because oftheafo rementioned reasons. 

4 
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Even though there is strong culture o f breast feedi ng in Ethiopia, still variations observed 

in many of breast feeding practices across reg ions. Based on 20 11 EDHS data, Amhara 

regio n showed less breast feeding practices compared to majority of regions, especiall y, in 

eaJly initiation of breast feeding and pre-lacteal feeding. There is, however, insuffici ent 

in fo rmation on the reasons behind the variation in breast feeding practices in the reg ion. 

Little is also known about the fa ctors that affect such practices. To fill thi s info rmation 

gap and contlibute to the way and means of improving the patterns of breast feed ing in the 

region, efforts was made to identilY factors affecting breastfeedi ng pract ices, reasons for 

pre- lacteal feeding increas e and why early initiation is low. 

1.3 Objectives of the study 

The general objective of this study is to investigate the determinants 0 f di fferent types of 

breast feeding and to find out reasons why pre-lacteal feeding is high whilst early 

breast feeding initiation is low. In light o f this, the study has the fo llowing specific 

objecti ves. 

1. To measure the prevalence of different breastfeeding experience by age in the 

region, 

2. To see the situation of complementary feeding practices together with 

breastfeeding especially in the introduction (i.e. 6-8 months) period, 

3. To explore the key determinants of exclusive breast feeding, early breastfeeding 

initiation and pre-lacteal breastfeeding practices 

4. To suggest policy relevance implication of the study. 

1.4 Significance of the Study 

Several studies attempted to show the health and nutlition importance o fbreastfeeding in 

many developing counl1ies in cluding Ethiopia. In Ethiopia a considerab le amount of 

researches such as Setegn et al. (2012) in Goba district; Dessalegn Tamiru and Shikur 

Mohamed (2013) in Arba minch zuriya; Berhe et al (2013) in Mekele town and Abera 

(201 2) in Harar city were conducted at wereda level and specific area related to spec ific 
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cases, especially on exclusive breast feeding. However, no study has been done in Amara 

region level in connection breastfeeding and its determinants. 

In developing countTies like Ethiopia, IYCF is associated with a number of serious 

problems. For many of newborn infants and children, it is linked with morbidity and 

mortality. Hence examining IYCF and getting available data especially, about factors 

those detelwine breast feeding have great importance for pro fessionals who participate in 

designing strategies related to IYCF. Therefore, the findings of this research will Le 

usefid for organizations that aTe working towards improving child survival and 

developing intervention strategies that is expected to improve the practices of 

breast feeding. In addition, the study will help to assess whether proposed level 0 f 

exclusive breast feeding prevalence targeted in the Health Sector Development Program 

IV (HSDP) to reach 70% by 2015 is going to be achieved or not 

1.5 Operational Definition of Terms 

Any Breastfeeding - any type of breastfeeding including exclusively, predominantly or 

with any supplements, such as milk and so lids (Alemayehu et ai, 2009). 

Complementary feeding - Feeding with breast milk and other liquid, solid and semi­

solid food includes human and non-human milk (WHO, 2008). 

Cultura l factors - population belief~, norms and local myths about breast feeding and 

infant feeding practices. 

Duration of Breastfeeding-the length of the time that infants who were initially 

breast fed continue to receive breast milk unti l weaning, even if it receives other food. 

Exclusive Breastfeeding (EBF) - Feeding from the breast (directly or expressed) 

received by an infant fi·om his mother or wet nurse as the only so urce of nourishment 

excluding all other liquids/so lids (particularly non-human milk or formula) with the 

exception of vitamin and mineral supplements/medicines and oral rehydration therapy 

(WHO, 2008). 

6 
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Mixed feeding or partial breastfeedin g - an infa nt receives breast milk and any food or 

liquids including non-human mi lk and formula (WHO, 2008). 

Predominant breastfeeding - Feed ing with breast milk supplemented with certai n water 

based in fusions such as water, fhli t juice, ritual liquids or oral re-hydration therapy. It 

exc ludes feeding w ith liquids or other so li d foods particularly no n-human/· fo rmula milk 

(WHO,2008). 

Pre-lacteal foods - non-breast milk feeds g iven to infant before breastfeeding is initiated 

(WHO, 2008) . 

Replacement feeding -feeding a n infant of less than 6 months with mi lk other than 

breas t milk, in conditions where a mother has no opportunity to breast feed 

7 
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flAPTER TWO: REVIEW OF RELATED LITERATURE 

es Related Breastfeeding 

y and Breastfeeding: - Different theOlies suggest different approaches for 

:mng Child Feeding espec ially, about breastfeeding. Some researchers in the 

. and nutri tion have fOlind Pierre Bourdieu's theoretica l liamework very 

icians, public health adviso rs, nutTitionists and others have been attempting 

reastfeeding rates for the last few decades, with varying degrees of success 

010). However, hea lth-related behaviours do not occur ill isolation. By 

the impOltance of social circumstances it is poss ible to improve 

g of infant feed ing, thereby improving the ability to increase breastfeeding in 

For instance Amir (20 11 has introduced some of Pierre Bourdieu's ideas 

: researchers interested in infant feeding should consider testing social 

.ine with Bourdieu' s co ncept of habitus food and nutrition practices such as 

: is governed by culture and norms that gained 1]-001 social environment 

,dge', that is the meanings and experiences influenced by the social 

s in which people live, is considered a more useful concept than att itudes or 

acknowledges that individuals exist within a social environment (Coveney, 

dividual' s mental fi'amework is shaped hy his ·or her past experiences and 

>l11llent (Robins\l!l , 2003). So, based on soc ial theory, breastfeeding is 

1 social enviro nment or society experiences. Mo thers learn - or fail to learn -

tfeed from those aro und them They are socialized to breast feed - or not to 

eir babies. Breastfeeding knowledge, when it ex ists, is passed down from 

ughter in the form of consistent pattems of practices and concepts (Cynthia 
, I ' 1 . , ~ .-l 
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in fo rmation and behaviou r by observing the behaviour of others. According to 

SCT, behavioural determinants are grouped into 4 categories : self-e rricacy, outcome 

expec tations, soc io-structural facLO rs, and goals (Bandura, 1986, 2004). 

Self-e rricacy may be one of the ma1l1 predictors of behav iour acco rding to the 

SCT and other social cognition models. Bandura (1998) suggested that people's 

beliefs in their personal e ffi cacy can be developed and changed by 4 main sou rces of 

experiences. These are mastery experiences, experiences provided by soc ial mode ls, 

social persuasion and reduction of stress reactions. The experience gained thro ugh this 

process helps to improve one's confidence in their ability to overcome obstacles. It is 

argued in the SCT that success helps to improve one's efficacy wh ile failure may instead 

undermine it (Bandura, 1998) . Seeing others like them succeeding helps to strengthen 

people's beliefs about their own abi lit y to succeed in behaving in a particular way. 

Competent models can therefo re help those who observe them to develop ski lls needed to 

meet the demands in their environment Increase in self-efficacy or boosting con fidence 

in the ability to perfOIlTI a particular behaviour tlU'ough social persuas ion might occur 

when people are constantly to ld that they have the capability to do it (Ban dura, 1998). 

High matemal breast feeding se1l:efficacy has been reported to be assoc iated with 

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

to breastfeeding, her perception of being supp0l1ed, her own breast feeding experiences 

and physical-mental status. In a qua li tative study among low- income mothers lack of 

exposure to breast feeding was reported as a failure fac tor to enhance self-efficacy 

and commitment to successfu l breaslfeeding. The positive influence of support, on 

breastfeeding self-efficacy has also been reported in many studies (Shah la, 20 10). 

According to Bandura (1998) , the soc io-stTuctural factors within SCT are grouped as 

fac ilitators and impedi ments. The fac ilitato rs in clude those facto rs in the soc ial set­

up or environment that will encourage behavioural perfOlmance. An example ofsocio­

cultural fac tors that fac il itates breastfeeding is the support given to breast feeding mo ther 

by other family members who take over some of her daily chores so that she can 

dedicate mo re time to breast feed the baby. The media messages a mother is exposed 

9 

• I 



(. 

o 

(. 

( 

to may also act as fac ili tators if they are supportive of breastfeeding . The wo man ' s 

workplace is another example that can act as a faci litator if it has a policy in place that is 

positive to breastfeeding. 

2.2 Breastfeedjng General 

Breastfeeding is a fundamental public health iss ue, (WHO, 2008). It promotes health , 

prevents disease and helps to contr ib ute reducing health differences between the haves 

and not haves (Consultation Version, 20 12) . Longer breastfeeding is enco uraged by the 

Wo rld Health Organization (WHO) and th e Department of Health , Social Services and 

Public Safety as the optimal method fo r infant feeding and growth (WHO, 2009). As 

breastfeeding provides the fOlllldation for a healthy start in li fe and prevents di sease in the 

short and long terms for both babies and their mothers, it has been recognized as 

important way to nourish and nurture young children (Consul tation Versio n, 2012). 

Breastfeeding is the most effecti ve health promoting and disease preventi ve activity 

mothers can do. It is an essential process and decisive to ensure infant growth , 

development, immunization and birth spacing (UNICEF, 1990). During the ru·st year o f 

I ife, ill fants undergo a rapid gro wth and development that is not occUlTed at any other 

period in their lile. In view of this, \\lHO recommends that infa nts should be breastleed 

for optimal time period and wean ing should occur after second year of life (UNICEF; 

1990). 

As a classical set of defin ition being made by WHO in 1993 and repeated in2001 , infant 

feeding (breast feeding) has been class i ti ed in various ways over the years. Some 0 f these 

are Exclusive breastfeeding, predominant feeding, pal1ial or mi xed feeding, replacement 

feeding and complementary feeding (WHO; 1993 , 2001). Among these breastfeeding 

types exc lusive breastfeeding has invaluable importance for both newborn infants 31ld 

mothers. 

2.3 Benefits of Breastfeeding 

It is w idely acknowledged that breast milk provides in fants w ith all the lllltrients and 

immune facto rs they need for healthy growth and development (AAP, 2005) . Breast mi lk 
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is a un ique, constan tly changing, nutritional and protective substance that also contains 

bioactive (affecting living organisms) substances including antibodies, enzymes , long 

chain fatty acids and hormones. Breast milk is also easy to digest (Consultation Version, 

20 12). 

As stated in KFL & A Public Health (2008), breastfeeding has uncountable benefit for 

newbolll infants. It provides the best food that is always fi'esh and ready; increases 

protection aga inst ear, chest, and stomach infections; promotes better brain development; 

protects against mening itis; in creases protection against all ergies; increases protection 

against illnesses such as chi ldhood diabetes, Crohn' s disease (innammatolY bowel 

disease), and Celiac disease (inability to absorb fat) ; may increase protection against 

Sudden In fant Death Syndrome (SIDS); and helps to promote proper jaw and teeth 

development. It also helps to have less obesity. 

Moreover, breastfeeding in general and particularly exc lusive breast feeding cons idered as 

best advantages for mothers who breast fed theil' babies for a proper time w ith optimu:n 

fj'equenc y (i. e 6-8 times per day). Some of the advantages of exc lusive breastfeeding 

include that it helps the uterus to return to its nOlmal size and controls bleeding after 

bilth; to use up the extTa fat gained during pregnancy; to protect against cancer of the 

breast and ovary; to keep bo nes strong; promotes closeness and touching with baby; 

saves money and time with no formu la to buy or prepare , and reduces garbage in our 

world (KFL & A Public Health, 2008). 

On the other hand, as U.S . Department of Health and Human Services, (2011) stated and 

confIrmed by American Academy of Pediatrics (AAP, 201 1 and 2012) , the importance of 

breas tfeeding can be categorized as hea lth e ffects , psychological effects , eco nomic 

effects and environmental effects. 

The health effects of breastfeeding are well known in both developed al,d developing 

co untries in that breast milk is uniquel y suited for infant 's nutritional needs and is a live 

substance with unparalleled immunologica l properties which protect against illness and 

disease for mothers and newborn in fant s (Lawrence RA and Lawrence RM , 20 to). 
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In 2007, in the U. S.A the Agency for Health care Research and Quality (AHRQ) 

published a summary of sys tematic reviews and meta-analyses on breastfeeding and 

maternal and infant health outcomes in developed countTies (Chu ng, 2007) . The AHRQ 

report reaffu'med the health risks associated with formula feeding and early weaning from 

breast feeding. With regard to short-term risks, formula feeding is associated with 

increases in common childhood infeCtions, such as diarrhea and ear infections. The ri sk 

of acute ear infection, also called acute otitis media, is 100 percent higher among 

exclusively formula- fed infants than in those who are exclusively breast fed during the 

fU's t six months (Chung, 2007). The ri sk assoc iated with some relat ively rare but serious 

infections and diseases , such as severe lower respiratOlY infections and leukemia are also 

higher for formula- fe d infants. The risk of hospitalizat ion for lower resp iratory tract 

disease in the first year of life is more than 250 percent higher amo ng babies who a;'e 

fOImu la fed than in those who are excl usively breastfed at least four months (Bachrach, 

2003). 

Compared with mothers who breast feed, those who do not breas t feed also experience 

increased risks for certain poor health outcomes. For example, several studies have found 

the risk of breast cancer to be higher for wo men who have never breast fed (Bern ier, 

2000) . Similarly, the risk of ovarian cancer was found to be 27 percent higher for women 

who had never breast fed than for those who had breast fed for some period 0 f time 

(Chung, 2007). In general, exc lusive breast feeding and longer durations of breast feeding 

are associated with better maternal health outcomes. 

The psychological effect of breast feeding is attr ibuted to the increases in the desire to 

have senses of b011ding or closeness between mothers and their infants. In humans, 

oxytocin induces a state of calm, and reduces stress. It may enhance feelings of affection 

between mother and child, and promote bonding. Pleasant forms of touch stimulate the 

secretion of oxytocin, and pro lactin. Skin-to-skin contact between mother and baby after 

deli very helps both breastfeeding and emot ional bonding (Moore, 2007). Some women 

indicate that the psychological benefit of breastfeeding, including bonding more closel y 

with their babies if they breastfed and the most imp011ant inOuence on their decis ion to 
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breastfeed (Ba i, 2009) . Breast feeding may also help to lower the ri sk of postpartum 

depress ion, a serious condit ion that almost 13 percent o f mothers experience. Thi s 

disorder poses risks not only to the mother's hea lth but also to the health of her ch ild, 

particularly when she is unable to full y care fo r her in fant (O'Hara, t 996). Breastfeed ing 

has consistently been associated with improved cognitive sco res and is likely to be 

able to prevent the onset of chil dhood and adolescent obesity, a cond it ion that can 

seri ously harm the child 's se lF-esteem and overall psychosoc ial development. Human 

milk contains bioactive compounds that are not typically present in infant formulas 

and are essential for optimal central nerVO lLS system development. 

In addition to health and psychological effects of breastfeeding, there are economic 

benefits such as saving expenditures for infants' fOlmula, fewer health insurance clai ms 

of healthy infant, less employee time 0 ff to care sick ch ildren and increased product ivity 

(U.S. Department of Health and Human Serv ices, 2011). Breastfeeding may also prov ide 

significant economic benefits in terms of reducing both direct and indirect costs. The 

direct costs that might be reduced o r avert ed would rel ate to physician, clinic, hospital, 

laboratory, and procedural fees . Other direct economic benefits to a family may be no or 

reduced costs to buy infant fOlmula For the first year after birth (Weimer, 200 I). The cost 

of commercial breast milk subst itutes is unaffo rdable for the vast majo rity of families in 

the developing wo rld. Breast milk substitutes need huge amount o f money to be 

purchased by families, but breast feeding requ ires only small amount Foo d For mothers 111 

order to produce breast mil k. Besides, importing and purchas ing ofbreast milk substitutes 

conSLune developing co unties economy, espec ially their scarce fo reign exchange 

(UN ICEF, 1999). 

On the environmental side of benefit, breast feeding human milk is a natural, renewable 

fo od that acts as a complete source oFbabies' life and does not need packages like infant 

formulas that fill the environment as wastes. For everyone million formula-fed babies, 

150 million containers o f formula are consumed (Gartner, 2005) . In addit ion, infant 

form ula must be transported fi'om the place of manufacture to retail locations, such as 
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grocery stores. On the other hand, breastfeeding requires no containers, no paper, no fuel 

to prepare, and no transportation to deliver. It also reduces the carbon footp rint by sav ing 

precious global resomces and energy (U.S. Depatt ment of Health and Human Services, 

2011 ). 

2.4 Global glance of Br'eastfeeding Situation 

Nowadays , the WHO reconunends an exclusive breast feeding period for the fi rst six 

months o f life, with the introduction of so lid foods, thereafter and continued 

breastfeeding until age two or more. However, many mothers are not able or choose not 

to breast feed their babies as recommended by WHO. As mentioned in OECD 

(Organ ization for Economic Cooperation and Development) famil y database, around 

2005, the proportion of children who ever breastfed varied from less than 70% in Ireland 

and France to 1 00% in NOIway, Denmark and Sweden (OECD Family database, 2009) . 

The proportion of children being breastfed dec lines with age everywhere in OECD 

countries. Almost halfofa ll infants, three months of age are being exclusive ly breastfed, 

however, it declines to 25% by the time infants are s ix months. 

Based on the American Acade my of Pediatrics (AAP) information, in the Unit ed State 

breastfeeding initiation rate around 20 12 was 75%. However, it varied according to 

socio-demographic and cultural differences in th e co untly For example, the 

breast feedi ng initiation rate for the Hispan ic or Latino population was 80.6%, but lo r the 

non·Hispanic b lack or A lhcan America n pop ulati on, it was 58. 1 %. Among low-income 

mothers, the breast feeding initiation rate was 67.5%, another it was 84.6% for those with 

a higher income,. Disparities were also observed across age, as mothers yo unger than 20 

years initiated breast feeding at a ra te o f 59.7% compared with the rate of 79.3% among 

mothers older than 30 years. In non·H ispanic black mothers yo unger than 20 years, the 

initiation rate was 30%. 
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Depending on a study made by Guo et aI. , (2013) on breast feeding rates in central and 

westem China in 20 10, overall 98.3% infants had been breast fed. However, only 59.4% 

had initiated breastfeeding early with in one hour after birth, and only 55.5% and 9.4% 

in fants had continued breast feeding for one and two years respect ively. Exc lusive 

breast feeding was however, limited 28.7% 0 f infants yo unger than 6 month s. The author 

fun her suggested that, earl y initiatio n of breast feeding was positively assoc iated among 

those who at least made five antenatal clinic visits and negatively associated among those 

who de liver by caesarean or in a referral fa ci lity. 

As Quinn et a1. , (2005) who conducted a study some of the developing co untries such as 

Ghana, Bolivia and Madagascar found out that the national rates for earl y initiation of 

breastfeeding were low; Ghana having the lowest rate (25%) follo wed by Madagascar 

(34%) and Boliv ia (39%). According such study results, the rates fo r exclusive 

breast feeding among infant s younger than 6 months were similar in Bo livia and 

Madagascar (50% and 47%, respecti ve ly) while considerably lo wer in Ghana (3 1%). 

In Ethiopia, three round EDHSs in 2000, 2005 and 2011 were conducted throughout the 

country by CSA with fu nding by USID. Based on these surveys, breast feeding is nearl y 

uni versal in the country. Ever breast feedi ng practice was abo ut 96% in 2000 and 2005, 

though showed a slight improvemeill that is increased to 97.5% in the 20 II. Early 

initiation of breastfeeding within one hour, that is very important for a number of cases 

was, however, low in all of the three surveys: i. e. 51.8% in 2000, 69. 1 % in 2005 and 

5 1.5% in 201 1 (CSA, and ORC Macro 2001, 2006; CSA IC F Intel11ational 2012). 

Though this happened, breastfeeding init iation within 24 hour was better than within one 

hour initiation and has showed progress; i. e. 75 .4% in 2000, 85.7% in 2005 and 80.2% in 

20 11 (CSA, and ORC Macro 200 1, 2006; CSA ICF Intemational 2011). The other basic 

and very impOltanl breastfeeding practice that is exclusive breastfeeding was 54% in 
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2000, 49% in 2005 and 52% in 20 I I (CSA, and ORC Macro 200 I, 2006; CSA ICF 

International 20 12). Despite showing consistent patterns across time at national leve l, 

there are considerab le varia tions in the level and pattern s of breasfeed ing by regio n and 

place 0 f res idences. Fo r instance in Amhara regio n, ever breastfeeding was 96.7% in 

2000, 97. \ % in 2005 and 96.5% in 20 I I. In the same way early breastfeeding init iatin 

within one hour was 32% in 2000, 62.6% in 2005 and 37.5 in 20 1 I. Breastfeeding 

initiation within 24 hour was 50.8% in 2000, 77.4% in 2005 and 66.9% in 20 1 I. The 

region was among the lowest co mpari ng with other regions, espec ially in breasfeeding 

initiations. 

2,5 Determinants of Breastfeeding 

As a g lobal publ ic health recommendation, with the exception of very few medica l 

conditions, in fants should be exc lusively breast-fed for the first six mo nths o f li fe (WHO, 

WHO Global Strategy on infant feedi ng, 2002). However, the present day globa l 

exclusive breast feeding rate is about 35% which is less than half (50%). As indicated in 

many researches, there are many fac tors which affec t breastfeeding in general and 

exc lusive breastfeeding practice in particu lar. On the other hand, these fac tors that 

impose negative or positive in fl uences on breast feeding practices and duration time are 

not the same throughout the globe. As Karen Webb, (2005) indicated, there are many 

approaches to investigate factors in fl uencing breast feedi ng, but no two studies find OLi t 

the same factors using comparable methods. The woma n dec isidn regard ing 

breast feeding is a lso believed to be in fl uenced by a complex alTay of fac tors (New South 

Wales Centre for Public Health NutTition, 2004). The degree of facto rs in fluencing the 

duration of breas t feeding and pract ices are also diffe rent 5'om place to place, co untTy to 

countly and even (i'o m woman to woman (Karen Webb, el ai, 2005). 

Despite the variations ill the outcome of the different studies, so me of the works of 

Yngve, (200 \), New South Wales CentTe fo r Public Health Nutri tion (2004), AAP 
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(2000), Dyson (2006) and others indicate the facto rs such as maternal age, marital status, 

maternal literacy, religious arri liation, infant sex, infant birth weight, alcohol 

consumption and cigarette smok ing, mother att itudes towards breast[eeding, avai labi lity 

of lactation support and community setting, employment and social status o f woman have 

either pos itive or negative effects on breastfeeding. 

A study made by Perez- Escamillia and colleagues (1995) in tlu'ee Latin Ameri can 

countTies (Brazil, Honduras and Mex ico) revealed that lo wer socio-economic status (in 

Honduras and Mexico) , prior planning on breastfeeding duration (in all of the 3 

countries), maternal unemplo yment (in Brazil and Honduras), hospital delivery 

facilities that had breast feeding promotion services, and havin g a baby girl (in Brazil and 

Honduras) were all positive ly associated with breastfeeding. In a similar study to assess 

factors associated with exclusive breast feeding in Accra, Ghana, Aidam and 

colleagues (2005) reponed that delivery at hospital or polycl inic, prior intention or 

planned breastfeeding at birth, higher education, socioeconomic status, and positive 

attitudes towards breast feeding co nsidered as the most essential supporting factors for 

breast feeding. 

Another study made by Chudasama et a1 (2009) also stated that the risk factors for earl y 

wean ing were birth order, consecutive deli very less than 24 months, matern al age below 

20 years and paternal occupational in the study area that led to early wean ing and denot~d 

as weakened breast feeding factors. S imilar study in Syria and Jordan run by Akour et a1 

(20 10) also sho wed that breastfeedi ng intention was significantly assoc iated with positive 

attitudes to breastfeeding, previous breast feeding experience and the presence o f 

supporti ve partner. 

In connection with socio-cu ltural factors affecting timing and duration of breastfeeding, 

there are some cu ltural and practica l obstac les to the practice of breast feeding. Of 

particular importance, however, are those surrounding childbirths, timely initiation o f 

breast Feeding within 1 hour after birth may be delayed (Adetugbo , 1997). Colostnllll has 

been regarded as unc lean and unsui tab le For feeding babies, and pre-lacteal feeds are 

commonly given. Pre- lacteal feeds invo lve giving the baby other Ouids and feeds before 
-
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initiating breast[eeding. Among va rio us reaso ns [or giving pre- Iac teals are th e des ign to 

satisfy celtain rituals takes significant posit ion, whereas others are mainly associated to 

the need to provide means of prov iding nourishment for the baby while waiting for the 

mother's milk to flo w (Adetugbo , 1997). 

In I( lang, Malays ia, a study conducted by Tan , (2009) found o ut that women of Chinese 

origin working mothers those with high househo ld income and with male in fant s were 

more likely not to practice exclusive breastfeeding compared to their counter parts. To 

the contrary, non-working women, women of Malaysian origin those w ith low household 

income and havi ng female child showed positive association towards exc lusive 

breas t feed ing practice. 

Based on Guo and colleagues, (2013) findi ngs in central and western China, Exclusive 

breast feeding among children younger than 6 months was positively associated with 

de livery in a refenal-level facility. Breastfeeding was not associated with matemal age or 

education, ethnic orig in or household wealth . Surveyed rates 0 f exc lusive and cont inued 

breas t feeding were mostly lower than in other nations. 

2.6 Breastfeeding Determinants in Ethiopia 

In E thiopia, different researchers such as Quinn, et a!. (2006) , Sefene et al (20 13), 

UN ICEF (20 11 ) , Bezaw it et ai, (2013) and Abera (2012) had co nducted studies in 

connection with factors influenc ing breast feed ing ( especiall y exclusive breast feeding) 

practices. However, the outcome of.these studies significantly vary depending on the 

study area conditions, health facilities, mothers' and children characteristics, fami ly 

perception and the settings of the communit ies in which the study was conducted. 

Usi ng the 2005 Demographi c and Health Survey data and fo cusing on determinants of 

exclusive breastfeeding practice in Ethiop ia, Alemayehu and colleagues (2009) found out 

that breast feeding was associated significantly with matel11al educ ation level, current 

marital status , child age and economic status. No statisticall y signi ficant associatio n was, 

however, obselved wi th regard to maternal age, place 0 f res idence, current 'employment , 

access to media, attending ANC and sex of the chi ld. 
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Another study investigated by Setegn and co lleagues (2012) on fac tors associated with 

EBF practices amo ng mothers in Goba district , south east Ethiopia, however, identified 

that the prevalence of EBF was 7 1.3% and mothers' employment and age o f the infants 

were important predictors of with EBF. Results of studies in general revealed that 

contTary the recommendation of the national as well as the global Infant and Young Child 

Feeding ( IYCF) gu idelines, large proportion of infants were not exclusive ly breas lfed 

during the !irst s ix months. 

Similarly Dessalegn Tamiru and Shikur Mohamed (2013) who conducted research on 

maternal kno wledge of optimal breast feeding practices and associated factors in rura l 

communities o f Arba M inch Zuria and revealed that matern al knowledge was directly 

related with parental educat ion level, attending ANC, having the rad io, us ing famil y 

planning and giv ing birth by health wo rkers. They furthermore suggested that maternal 

Imowledge which was supported by strong community based education, elders 

(community leaders) and professionals (health wo rkers) counseling services were needed 

to ensure optimal in fan t and yo ung child feeding. 

A study on determinant of breast feed ing practices among mothers attending public health 

facil ities in Mekele town by Berhe et al (20 13) place of delivery, ANC services and mode 

of delivery are predominant fact01:s influencing timely initiation o f breast feeding. 

According to them, women genera ll y have received in fo rmation abo ul the import ance o f 

exclusive breastfeeding when they go for antenatal care visits , or after they delivered 

their babies. This study also revealed that employment status, mother 's initiation of 

breastfeeding and child's age are factors highly with breast feeding especially EBF 

practice. 

As clearly seen in the ED HS surveys, there were also variation between sexes, among 

regions, in residences, within economic status, mothers' education , places o f delivery and 

ass istances at delivery. The recent EDHS, 20 11 results stated that, female infants were 

luckier than the ir counter pan male infant s. The median durat ion ofEBF was 2.9 and 1.8 

months for female and male respectively. The. residential differences indicated that the 

median EBF for urban was 0.6 mon ths, whereas it was 2.5 months fo r rural residences. 
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Observing these variations and to solve the problems of health and nutrition, the country 

has designed HSDP IV which targets increasing the proportion of exclusively breastfed 

infants under age 6 months to 70 percent by 2015. Trial also on progress to improve 

breastfeeding practices throughout the country. 

2.7 Conceptual Framework 

This conceptual framework is designed and organized by the researcher from different 

research in order to show the relationship between explanatory and dependent variables. 

Figure 1.Conceptualframework 

Demographic Facton 

• Child "'" 
• Child .ge 
• Child size at binh 

• Mothcn· age 
• CurrenI marilal status 
• Prenatal care 
• Untrained traditional 

binh anc:ndanl 

~ 
• Place or delivery 
• Residence Knowledge aboul 

the use of 
breastfeedins 
practice 

Availability of 
'substitutes' to 
Breastfeedins 

i- Heakh .talu. of V Moth.,.' 

Socio-Economlc Fadon 
i- Suffici<ncy of br ... 1 

milk to Infant 

• Husbandfpanncr occupalion 

• Mothers' occupalion 

• L~ ... cy 

• Penon who usually decides 
on respondcnls' heallh care 

• Owns. house alone or jointly 

• Owns land .Ione or jointly 

• Wealth index 

Source: Organized and developed by the researcher from a review of related literature, 

2014. 
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2.8 Hypotheses of the Study 

In order to fltlfi ll the objectives of th e study and to provide poss ible answer to the 

research problem, the fo llowing hypotheses were tested whilst investigating factors 

affecting breastfeeding practice in Amhara region. 

I. There wo uld be inverse relationship between maternal age at birth and pre-lacteal 

feeding breastfeeding experience. 

2. Mothers with no work are expected to initiate breastfeeding earli er than mothers those 

having work. 

3. Male children are supposed to be given more pre-lacteal foods than femal e children. 

4. Literate Mothers' are expected to have pos itive relationship with timel y initiation of 

breastfeeding. 

s. Poor mothers are expected to breastfeed for longer duration than having middle 

income and rich mothers. 
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CHAPTER THREE: RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter deals with how the study was conducted. the way data collection procedure 

run and how the data analyzed to achieve the objective of the study and statistical tests 

were carried out. 

3.2 Research design 

This study was household based descripti ve and analytical study that was designed to 

measure and explore reasons for delayed breastfeeding initiation and pre-lacteal feeding 

ill particular and detelminants of breastfeeding in general. The study employs both 

quantitative and qualitative methods. 

3.3 Study location 

The study was carried out in urban and rural areas of Amhara region. Based on the 

recently conducted 2011 EDHS data and field observation, it was aimed to argument the 

statistical findings. 

Administratively, Amhara region is divided into ten zones, one special woerda and one 

special urban zone. The region covers an area of 154,708 square KM. and it is the second 

largest region in the country (CSA, 2013). Based on the result of the May, 2007 

Population and Housing Census of Ethiopia, and projection made by CSA, subsequently 

the population of Amhara region in Jul y 20 11 was 19,211,994 of which 9,633,991 were 

males and 9,578,003 were females (CSA, 2013). 
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3.4 Study Vat'iables 

3.4.1 Dependent Variable 

The dependent variable in thi s stlidy were Exclusive Breaslfeeding, Breastfeeding 

ini ti ation and Pre· lacteal feeding which were based on current status of breast feeding as 

was defined by mothers' response about their chi ld feeding practices 24 hour preceding 

the 20 II EDHS interview date. 

3.4.2 Independent VaI'iables 

The independent variables are:-

.Y ariab les Classification 

Child Sex Male, Female 

Child age 0·5. 6· 11. 12·/7 and /8· 23 monlils 

Ch ild Size at Birth Small and average, Large 

Mothers' Age 15·34, 35·49 

Mothers' Literacy Literate, Illiterate 

C lllTent Marital Status Never in union, In Union 

Prenatal care No, Yes 

Untra ined Traditional Birth Attendant No. Yes 

Places of delivery Hom e. Heallh Foci/ilie,. 

Place of residence urban. rural 

H LIS band Occupation Agricullure, Olhers 

Mothers occupation Nol working, Agricullural, Olhers 
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ADDIS ABABA UNIVI:. •.. , rY \. 

AKAKl CAMPUS LlBRA1{Y 

Person who usually decides on Respond e.Il I 's Re~pof1denl (Il1d IHI.,·/)(IIld. 

H ea Ilh care hwd)(md and others 

Owns a house jointly or Alone Does nor own. owns a house 

Owns Land Alone or joinLly Dose nol own, owns land 

Household Size <= 5, > 5 

Wealth Index Poor, kliddle alld Rich 

3,5 The Sample Design and Selection 

The 20 11 EDHS sample was selected using strati fied two stage cluster des ign and EAs 

were the sampling unites for the fir st. stage. 624 EAs which were distributed to 187 EAs 

for urban and 437 EAs for rural areas were selected throughout the counlly. Households 

whi ch were found in the selected EAs co mprised the second stage of sampling. Fro m 

complete list of househo Id in the selected EAs, 178 17 were selected as representative by 

systematic random sampling techn iq ues for final interview whilst 16702 were 

successfully interviewed yield ing a household response rate of 98% (CSA and IC F 

International, 2012). 

A total of 17385 elig ible ( 15-49 aged) women were identified for individllal interview 

fi'om the sampled 16702 households and co mpleted interviews were conducted for 165 15 

women, yielding a response rate of 95%. From individual wo men intelviews a tota l of 

11 654 children aged 0-59 months found and 476 of them were included the children ril e 

data set for Amhara reg ion. (For deta il information, ED HS 20 11 report). 

3,6 Data extraction procedure 

Beside quantitative data generated fi'om the 201 1 EDHS conducted by CSA and ICF 

In ternationa l, qua litative information was also gathered from South Wo llo, Oromiya and 

No rth Shoa admin istra tive zo nes us ing Focus Gro up Discussio n (FGD) and key 

informant interview techniques. Detailed and general in for mat ion on breastfeedil.g 
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practice in the region was co llected [i'om key informants such as, nurses, religious and 

local leaders, health extension wo rkers and elderly women experienced in breast feedin g 

in line with the society's culture that they currently li ving in. In addition, FGD was 

carr ied out among wo men having ch ildren in the last five years with diITerelll experiences 

of breast feeding and backgro und charac teristics: age, education, work status, religion and 

ethnic belonging. Four different FGDs were conducted among yo unger and older wo men. 

Both the in-depth interview and FGD were led by the researcher being ass isted by two 

experienced female in do ing so. The ass isLances were very helpful as Lhey are loca l 

residents to be known the community' and fami liar with cultural issues. They were trained 

for one day in advance befo re the interview and FGD on how to ask questions keep 

reco rds and approach respo ndents. 

Open ended and non-directive questions were prepared to selve as an intelview schedule 

and discussion guide before co llecting the qualitative data. 

3.7 Data Analysis 

The 20 11 EDHSs data were tabulated organized and coded based on DHS data 

arrangement plinciples using Statis tical Package for social Sciences (SPSS) vers io n 20. 

Descriptive and summary statistics such as fi'equencies, percentages, means, standard 

deviat ion and median were used to describe the variab les demographic and socio­

economic characteristics whilst multi variate analyses were run using binary logistics 

regression in order to observe the association between dependent and independent 

variables. To identify associated facto rs for each of the breastfeeding experiences i. e 

earl y breastfeeding initiation , pre-lactea l feed ing and exclusive breastfeeding, a bivariate 

logistic regression was performed for each independent var iab le. Then, d iffere nt 

multivariate logistic regress ion were filled for demographic and socio-economic variab les 

separately and jointly to determine independent predictors o f breast feed ing. The 

qualitative data captured using the fi eld notes was also transcribed in to English to 

organize the interview and discuss io n outcomes. The transcribed data then after were read 

carefiJll y, categorized and summa rized by thematic areas (thematic fi'amework anal ys is). 
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Finally, the interview da ta were triang ulated with the quan ti tati ve data to exp lain the 

find ings of the study. 

3.8 Ethical Issues 

The research had app rova l fi'o m Addi s Ababa Univers ity Co ll ege of Development 

Studies, Center for Poplliat ion Studies. The letter of approval that was issued by the 

center was delivered for each of the concerned o ffices whils t co llecting quali tat ive data 

and obtaining the data set. Permiss ion was also obtained I]-om Administrative office and 

Health bureau o f Amhara regional state, respective zones and weredas where qualitative 

data were collected. 

Each of the interviews and palticipants of the FGDs were also in fo lmed about the 

objective and the requested for consensus to the interview. The interview and discuss ion 

were conducted only after obtaining app roval agreement in verba l form 
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CHAPTER FOUR: FINDINGS OF THE STUDY 

4.1. Background Characteristics of Socio-Economic and Demographic 

Vadables 

A total of 476 children who were born in two years preceding the 2011 EDHS are 

included in the study. The age ofthe children considered in the study ranged fi·om 0 to 24 

mo nths which is an optimal recommended age range for breast feeding. Among the 

chi ldren, males accounted 5 1. 7% while fema les were 4S.3%. The sex ratio was abo~lt 

10S .5% indicating that there were about 100 female to 109 male children .. The median 

and mean ages of children were II and I 0.S3 mo nths respectively. Based on EDH S 20 II , 

27. 1% of the ch ildren were 0 - 5 mo nths, 24.6% 6- 11 months, 26.5% 12- 17 months and 

2 1. S% of them I S-23 months. According to the mothers' view, the s ize o fbabies at birth 

vari ed (i·om small to large: SI.I % ·o f the infa nts were sma ll or medium whil st the 

remaining IS.9% of the babies were considered to be large in s ize upon birth. 

Regarding mothers' ages, the distr ibution was more concentTated in the active 

reproductive (15-34) age group which acco unted for a little bit more than half (56.3%) of 

the mothers. The rest were the oldest age gro up, (35-49 years) who had a share o f 43.7% 

of mothers. The median and mean age was 2S. 17 and 2S. 99 year respectively (Tab Ie 4: I). 
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Table 4.1: Based 011 2011 EDHS Data, the Distribution 0/ selected Socio-economic alld 

Demographic characters a/respondents in Amhara Region: 2011 

Backgro uud 
Backgr ound C haracteristics N IX, Characteristics N 

I C hild Sex 10 P lace Res idenc e 

• male 246 5 1.7 • urban 39 

• female 230 48.3 • rural 437 
2 C hild Age 

11 H usbands/Partners 

• 0-5 129 27. 10 Occupation 

• 6 - I I : 17 24.60 • Agricul ture 4 10 

• 12 - 17 126 26.50 • Others 58 
12 Person who Decides on 

respo ndents healt h care 
• 18 - 23 104 2 1.80 

3 C hild Size at Birth • Respondent and 
husband 337 

• Sma 11 and Average 386 8 1.1 • Husband and others 101 

• Large 90 18.9 13 Family Size 

4 Mothers' Age • <= 5 223 

• 15-34 268 56.3 • >5 253 

• 35-49 14 Ow ns a House Alone or 
208 43.7 Jointly 

5 Literacy • Does not own 84 

• Illiterate 387 8 1.3 • Owns bouse 39 1 

• literate 15 Owns Lllnd Alone or 
88 18.5 Jointly 

6 C urrent Mal'ital Status • Does not own 171 

• not in tUllon 46 9.7 • Owns Land 305 

• In union 430 90.3 16 R espondents O ccupation 

7 Prenatal care • No work 204 

• No 284 59.8 • Agricu ltural 205 

• Yes 191 40.2 • Others 62 
8 Untrained traditional bil1h 17 Wealth Index 

attendant 

• No 370 77.7 • Poor 243 

• Yes 106 22.3 • Middle and rich 233 
9 Place of Delivery 

• Home 434 9 1. 2 

• Hea lIb Facilities 42 8.8 
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More than [our fifth (8 1. 3%) o f the mothers in the Amhara region d id not have any 

formal educatio n and were illiterate. The great majority (90.3%) was in union. 9 1.8% 

reside in rW'al areas and 91.2% of them delivered their child at ho me. About 22.3% of the 

mothers were assisted by untrained traditional birth attendant . 

About three fourth of the mothers had the right to decide about their hea lth e ither on their 

own or jointly with their husbandlpar!ners, whereas 82.3% of them owned a house by 

themselves or jo intly with others; fou r out of ten were landless. 87. 6% o f the 

husbands/partners were engaged in ~lgriculture while the rest 12.4% wo rked in other 

pro fess ions such as managers, salesmen , clerical services or as skilled and unskilled 

workers. 

In connection to the mothers occ upation group, 43.5% were agranan, 13.2% were 

engaged in other professions such as manager, sales, skilled and unskilled work during 

the survey time. The remaining 43.3% o f the mothers had no Imown occupation, but did 

domestic activ ities or were housewives. 

Almost half(51 .1 %) of the mothers were poor, 48.9% were either middle income owners 

or rich. S lightly less than ha lf, 46.8% of th e mothers were li ving in a household that had 

<= 5 famil y member (s ize), whil e the majority (53 .2%) o f the mothers had more than 5 

members. 

4.2. Breast feeding prevalence by age 

As indicated here in Table 4.2b, except fo r plain water, additional feeding with breast 

milk is not so common in Amhara region. Only 4% ofthe children were given non breast 

milk and 2. 2% of children were introduced to complementary foods in ages 0 - 5 months. 

19.9%, one in fi ve of the children were fed breast milk with plain water which was high ~r 

than that o f the national fi gure (1 8.6%) in the same age group. Of the total children 

7 1.6% were exclusivel y breast fed at 0 - 5 or under 6 months of age. It is much higher 

than the fig ure at the country level (52%) and slightly higher than the HSDP IV target o f 

70% by 20 15 . Concerning the subgroups of infants who were exc lusively breastfed, the 

30 



t 

" 

rate has decreased fi'om 80.6% of children aged 0-1 months to 75.8% o f chddren age 2-3 

months and further to 56.5% for those aged 4-5 months (Tab le 4:2a). 

Like at the national level , complementary fo od is not common in the Amhara region. 

Onl y 2.2% of children were fed complementary foods at 0-5 months or under 6 months 

age (Tab le 4:2b). When children reached 6-8 months, they should get complementary 

foods , but as the result indicated, only 37. 0% had received either semi-liquids or solid 

foods together with breast milk (Table 4:2a). 

In general, the breastfeeding duration was as high as that of the national level but the 

highest compared to most of the regions in three fOlms (exc lusive breast feeding, any 

breastfeeding and predominant breast feed ing) of breast feed ing. Continued breast feeding 

at one year (children aged 12-15 months) and continued breaslfeeding at two years 

(children aged 20-23 months) were re lat ively high 98.8% and 90.5% respectively (Table 

42b). 
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Table 4.2a: Percent distribution ojyounges{ children under two years who are living with th eir mothers according age increasing in 

months and the percentage currel1lly breastfeeding in Amhara Region: 2011 

Weighted 
number of Un weighted 
youngest nW11ber of 
children youngest 

Breastfeeding Breastfeeding under two children 
Breast feecJing and ;md Breastfeeding years w1der two 
and consuming consuming and consuming Percentage of living years Ii Yin g 

Age in Not Exclusively consuming non-milk other mi lk complementary currently with the with the 
months breast feeding breast fed plain water liquids liquids foods Total breastfeeding mother mother 

% % % % % % % % 

0-1 1.8 80. 6 16.1 0.0 1.5 0.0 100.0 98.2 109 47 

2-3 3.2 75.8 14.5 0.0 3 .1 3.4 100.0 96.8 65 32 

4-5 2.3 56. 5 28 .9 0.0 8.0 4 .3 100.0 97.7 82 40 

6-8 0.0 31.6 15 .6 3.9 i .9 37.0 100.0 100.0 t05 49 

9-11 1.9 4.6 11.6 8. 5 1.8 71. 6 100.0 98 .1 122 59 

12-1 7 0.8 4.0 10.2 3.5 0.0 8 1.5 100.0 99. 2 247 11 9 

18-23 7.2 3. 1 1.0 2.0 0 .0 86.7 100.0 92.8 190 98 , . - .... . ..... 
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Table 4.2b: Percent distribution of youngest children under two years who are living with their mothers by breastjeeding status ill age 

and the percentage currently breastjeeding in A mhara Region: 2011 

Weighled Unweighled 
nwnber of nwnber of 
youngest youngest 

Breastfeeding children children 
Breastfeeding and Breastfeeding Breastfeeding under two tmder two 

Not and consuming and and conswning Percentage of years living years living 
Age in breast - Exclusively consuming non milk consuming complementary currently with the with Ihe 
months feeding breast fed plain water liquids other liquids foods Total breastfeeding mother mother 

% % % % % % % % 

0-3 2.3 78.8 15.5 0.0 2. I 1.3 100.0 97.6 174 79 

0-5 ? ' _ .0 71.6 19.9 0.0 4.0 2.2 100.0 97.7 256 11 9 

6-9 1. 6 23.7 19.5 8.3 2.2 44.7 100.0 98.4 146 67 

12-15 1.2 4.7 10.6 2.5 0.0 81.0 100.0 98.8 170 8 I 

12-23 3.7 3.6 6.2 2.9 0.0 83.6 100.0 96.6 437 217 

20-23 9.S 0.0 0.0 1.6 0.0 88.9 100.0 90.5 121 64 
---- -- --- -- --------
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4.3.1. Current breastfeeding, Ever Breastfed and Bottle Feeding 

Breastfeeding in Amhara region was common and a universal child feeding practice. 

Among children who were born in two years preceding the 20 11 EDHS in the region, 

96.5% of them had ever breast fed at some poin t of time in the past. It was lower than the 

Oromiya 98%, SNNP 97.9%, Tigray 97%, Dire Dawa 99. I % but hi gher than Addis 

Ababa 93.4%. During the specified period, only 3.5% of children were never breast fed. 

Considering changes, ever breastfeeding was almost the same in the regio n in the thr~e 

EDHSs; 2000 (96.5%), 2005 (97.6%) and 2011 (96.5%) (CSA and ORC Macro, 200 1, 

2006; CSA and ICF Inte1l1ational, 20 12). 

Regarding the coverage, the current status of breastfeeding was very high during the 

interview period. About 91.4% of children were breastfed in any form of breast feedin g. 

Bottle feeding that is not supported by many health organizations was not commonly 

prac ticed in the region both in urban (9.8%) or rural (3.41 %) areas. At regional level only 

4.3% of the children drank from a bottle with a nipple prior to one day o f the interv iew 

4.3.2. Early (Timely) Breastfeeding Initiation 

Early initiation of breastfeeding is the proportion o f children bom in the last 24 months 

who were put on the breast within one hour of birth (WHO, 2008). 

Based on the mothers ' response, 37.5% of children were put on the breast within one 

hour after birth. In addition , together within one hour breast feeding initiation, 66.9% of 

children were put on breast within one day (24 hour) after birth. On the other hand 29.7% 

of ch ildren stalted breastfeeding a day or more than a day after birth (Table 4.3). These 

figures indicate that breastfeeding initiat ion both within an hour or within one day were 

among the lowest compared to other regions and the countly's total practice mentioned in 

EDHS 20 II report. 

4.3.3. Pre-lacteal feeding 

Pre-lacteal feeding is a kind of feeding infant take other than breast milk within the first 

three days after birth. Pre-Iacteals undermines breast feeding exclus ivel y since it 
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introduces infections and reduces infanl-mother bonding. According to 20 1 I EDHS data, 

pre-lacteal feeding practice was high in Amhara region and common both in urban and 

rural areas. Nearly half (47. 9%) of the mothers gave pre-lacteal liquid or semi-liquid 

foods to their newly born infants within three days after birth. Amo ng these mothers, 

75.7% of them gave fi'es h butter, befo re infants properly started breastfeeding. Besides , 

1.3% o f children were fed on non-breast mil k; 1.7% of children drank plain water; 6.1 % 

of children were g iven sugar or glucose water, 2,6% of the children were given sugar or 

salt water solution and 3.5% of children were fed tea/infilsions by their mothers or care 

givers, The most conunon pre- lacteal feeds were; fj'esh butter, non-breas t milk , plain 

water, sugar or glucose water, sugar or sa lt solution, tea/infusions, honey and others, 

Compared to the other regions practices and to the country's total, Aml,ara region was 

one of the highest in pre-lacteal feeding next to Somali reg ional state (39%) (CSA and 

ICF International , 20 12). Pre-lacteal feeding is not recommended by WHO, UN ICEF and 

other health institutions. It may be th e cause fo r early infection in infants or may be the 

cause of decreases breast milk production and a decreased in fa nts suckling interest. 

4.3.4. Exclusive Breastfeeding 

Another breastfeeding experience that is considered in this study is exclus ive 

breast feeding. The prevalence of exc lusive breast feeding in Amhara region was 7 1. 6%; it 

was the highest in the co unITy. Exclusively breastfeeding in the region has , however, 

decreased f]-om 80.6% of children age 0- 1 months to 75.8% of children age 2-3 months 

and fin·ther to 56.5% at age 4-5 months (Table 4:2a). 

Based on EDHS 20 1 I, the prevalence of exclusive bTeastfeeding (71.6%) in Amh ara 

reg ion was higher than OTomiya (46.6%) , SNNP (52.8%), Tigray (58,6%), Somali 

( 19.0%), Benishangul Gumuz (45 .0%), Addis Abab city administTation (35. 7%), Dire 

Dawa city administTation (40,0%) and the COUJ1tTY'S total 54.3% in 2000, 49.0% in 20115 

and 52% in 2011 (CSA and ORC Macro, 200 1,2006; CSA and IC F International, 2012) . 
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4.3.5. Predominantly breastfeeding 

Predominantly breastfeeding is a kind o f breastfeeding practice in which children were 

g iven water, water based liquid, fi'uit juice, and ritual nuids in additio n to breast milk. 

Predominant breast feeding experience rate in Amhara regio n was amo ng the highest 

(91 .5%) in the country next to Tigray (92.0%). Regarding to the sub-groups, th e 

percentage of children who predominantly breastfed decreas ing from 96.6% of infants 

aged 0-1 months to 90.4% of those aged 2-3 months and further to 60.4% 0 f infants aged 

6-8 months. The duration of predominant breastfeeding was 7.4 median months which 

was highest in the country. However, as shown in Table 4:2b, the consumption of non­

milk liquids i.e. juice, soup and any liquids other than water were nil for age 0-5 or under 

6 months. On the other hand, feeding plain water together with breastfeedi ng was 19.9% 

for ages 0-5 or under 6 months. These realities clearly indicates that predominant 

breast feeding in the region was the only combination of breast milk and plain water. 

4.3.6 Breastfeeding & consuming complementary foods 

Though longer duration 0 f breast feeding is supported and enco uraged by many 

organizations and publication; it, however, has 'little relevance for the growth o f cjl ildren 

who are 6-24 months and beyo nd without complementary foods. Children should be fed 

extra foods besides breast milk beyond 6 months of age as feeding only breast milk is not 

enough and does not satisfy their food requirements. As exp lained by Spyrides and 

co ll eagues (2008), extended predominant breastfeeding aller 6 months leads to in ferior 

equilibrium weight and height In Amhara region the duration of predominant 

breast feeding with high combination of plain water was longer than seven months. So as 

Spyrides suggested the possibility o f an imbalance in weight and heig ht wo uld be high in 

the region. 

The introduction of comp lementary foods in the region for 6-8 months of age was too 

low. According to EDHS 20 II data, almos t half of the children or 48. 2% not took any 

complementary foods a day before . the interview. In relation to monthl y intake of 

compl ementary foods , slowly increas ing fi'om no in fan t fed complementary foods at age 
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0- 1 mo nths to 3.4% o f children age 2-3 months and further increas ing to 4.3% of ch ildren 

age 4-5 month s. In general , onl y 2.2% of ch il dren were fed complementary foods during 

0-5 or under 6 months of age. Th is was encoLLraging, because in fants should be 

exclusively breastfed in this time interv al. However, complementary feeding rate (37.0%) 

among children aged 6-8 months for the reg ion was low. This indicates that continued 

breast feeding was not supported by complementary foods. According to the Nationa l 

stTategy for [YCF (MOH , 2004) explained in 2004, contin ued breastfeeding along with 

complementary foods between 6 to 24 months is essential to decrease the risk of 

morbidity and mortality, especia ll y in population with high risk of contamination. 

Though the strategy recommends that long time breast feeding should be supported by 

complementary foods , breastfeeding in Amhara region was not effective as its duration. 

IntTOducing addit ional foods either in the fo rm o f semi-liquids or solid during 6-8 months 

of age is thus very crucial for the contirlllation of in fants' for all sided growth and 

development. Lack of optimum breas tfeeding and appropriate complementary fo od 

amo unt and types is believed to res ult in increased stunted height. It may be the reason 

why stunted growth is the highest (52%) in the Amhara region. Stunted height prevalence 

rate at the national level is the lowest (10.0%) for children under 6 months but increases 

as children age increases (CSA and ICF International, 2012). 

4.4. Results of multivariate analysis 

4.4.1. Detel'minan ts of Exclusive Bl'eastfeeding (EBF) 

Exclusive breastfeeding was practiced by 24.3% of children exactly at the time when the 

survey was conducted. With regard to the association of exclusive breast feeding practice 

to socio-economic and demographi c . settings, bi variate and multivari ate ana lyses were 

conducted on selected variab les. These variables were Child sex, Child age, Child s ize at 

birth, Mothers' age, Literacy, Current marital status, Prenatal Care, Place of delivery, 

Husbands '/partners' occupation, Person who usually decides on respondent's health care 

and Wealth index. Each variable was assessed independently us ing binary logistic 

reg ression to differentiate whether they are predictors of excl usive breast feed ing or not. 
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Before runnmg binary logistics regress IOn model, effolts were made to check for 

multicoll inearity effects. The inter-correlations among variables were checked by 

co llinearity diagnos is with linear regress ion (Pa llant, 20 11 )' As shown in Table 4:4, there 

was no variable having to lerance less than 0.1 or IIVIF < 0.1. To lerance less than 0. 1 

indicated a multi-collinearit y effect or high inter-correlation among independent 

variables. 

The goodness of fit of a model which describ es the dependent vari ab le was tested by 

Hosmer and Lemeshow test. The test showed the fitness 0 r the model. This implies that 

the mode l is well fitted with the data. 

Table 4:4 the tolerances and variance inflation f actors indicating inter-correlation 

among each independent variable 

Variables Col linearity Statistics 

Tolerance VIF 

Child age 0.97 1 1.030 

Sex of child 0.936 1069 

Child s ize at birth 0.95 1 105 1 

Mothers' childbearing age 0.990 1010 

Literacy 0.86 1 I.161 

Current marital status 0.957 1 045 

Prenatal Care 0.893 1.120 

Place of delivelY 0.754 1.326 

Husband/partner's occupation 0.750 1.333 

Person who usually decides on respondent's health care 0.962 1 039 

Wealth index 0.870 1.149 

Afler checking the multi-collinearity effects, each variab le was tested using bi variate 

analys is that provides gross effect (see model one in Table 4:5). According ly, Child 's 

age, Child 's size at birth and the Person who usually decides on respondent's health care 
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were fo und to have stati sti call y significant effec t and stTOng assoc iation with exc lusive 

breast feed ing. The other socio - economic and demographic variab les; namely Child sex , 

Mothers' age, Literacy, Currelll Mari ta l Status, Prenatal Care, Place of de livery, 

H usbands/partners occ upation, and Wealth index had not had signi fi e ant assoc iat ion with 

exc lusive breastfeeding. 

The second model in Table 4:5 was to observe the effects of demograp hi c variab les. The 

res ult showed us that only child age and child size at birth were statistica ll y signifi cant 

al most with the same odds and standard error to the gross effect resul t. In the th ird · model, 

three socio-economic vari ables were tested and the only person who usually dec ides on 

respondent' s health care was found to have significant effect. Finally, all socio-economic 

and demographic vari ables were tested in Model 4. Only three of th e independent 

vari ab les (C hild Age, Child Size at birth and person who usually dec ides on respondent's 

health care) made statistically signi ficant contribution to the model and managed to 

predict determinants of exclusive breastfeeding. The strongest predictor of EBF was child 

age group 18-23 that shows ch ildren in such age group were 99% I~ss likely to 

exc lusively breast fed than those in age gro up 0-5 months. The odds ratio value of 3. 18 

for small and average child size in dicates that compared to a child hav ing large size at 

bi rth, there is 3.1 8 more chances of exc lusive breastfeeding for those hav ing small or 

medium size. This implies that mothers are g iving maximum care to chi ldren whose size 

is small and medium in th e region than others. 
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Table 4.5: Gross and net effects of logistics regressio1/ indicating determinants o/exclusive breast/eeding 
in Amh"r" region, EDl-IS 2011 

Model 3 
Modell Model 2 Socio- Model 4 

(Gross effect) Demo?nmhic economic Total Model 
V~lri~bles Classification N % Odds (S.E) Odds (S.E) Odds (S.E) Odds (S.E) 

Child sex male 246 51.7 0.77 (0.22) 0.6 (0.31) 0.53 (0.33) 

Female (ref) 230 48.3 1.00' 1.00 1.00 

Child age 0 - 5 (ref) 129 27 .1 1.00 1.00 1.00 

6 - II 11 7 24.6 0.07*** (0.33) 0.06*** (0.35) 0.06*** (0.38) 

12 - 17 126 26.5 0.02*** (0.50) 0.02*** (0.51) 0.01 *** (0.54) 

18 - 23 104 21.8 0.01 *** (0.74) 0,0] *** (0.76) 0.01 *** (0.77) 

Child size at Small and 386 8 I. I 1.99* (0.32) 2.68* (0.42) 3.18* (0.46) 
birth Average 

Large (ref) 90 18.9 1.00 1.00 1.00 

Mothers age 15-34 268 56.3 0.70 (0.22) 0. 59 (0.30) 0. 57 (0.32) 

35-49 (ref) 208 43.7 1.00 1.00 1.00 

Current Never in union 46 9.7 0.78 (0.39) 0. 59 (0.51) .045 (086) 
m~rita l 

status 
In union (ret) 430 90.3 1. 00 1.00 1.00 

Prenatal No 284 59.7 1.46 (0.23) 1.83 (0.32) 178 (0.34) 
Ca re Yes (ref) 19 1 40. 1 1. 00 1.00 1.00 

Place of Home 434 91.2 1.33 (041) 0. 79 (0.56) 0. 58 (0.67) 
Delivery Health 42 8.8 1.00 1.00 1.00 

Facil ities (ret) 
Literary llliterate 387 81.3 1.34 (0.30) 1.26 (0.33) 1.89 (046) 

Lilerate (ref) 88 18 .5 1.00 1.00 1.00 
who usually Respondenl 337 76.9 2.07* (0.31) 2.30* (0.32) 2.53* (0.41) 
decides on and hushand 
respondent' Hushand and 10 1 23.1 1.00 1.00 1.00 
s health others (ret) 
care 
Husoandl Agriculture 41 0 87.6 1.33 (0.36) 1.40 (0.39) 2 03 (0.56) 
partner's Others (ret) 58 12.4 1.00 1.00 1.00 
occup~tion 

V\'calth Poor 243 51.1 0.96 (0.22) 0.96 (0.24) 0.66 (0.35) --
index Middle ::md 233 48.9 1.00 1.00 · 1.00 

rich (ret) 

ref = reference cafegol)' 

.** < 0001 and· < 0.05 level S ignificant (2-lailed): Data sa"ree, CSA 2011 EDJ-IS 
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4.4.2. Breastfeeding initiation 

Early breastfeeding initiation after birth was one of the weaknesses of breast feeding 

experiences in Amhara region. As indicated in the three EDHS reports, the reg ion was 

among few least ranked reg ions in the co untry in early breas t feeding initiat ion 

exper ience. The recent- 20 11 EDHS data, showed that only 37.5% of infants were 

introduced to breastfeeding within one hour after birth. The remaining 59.1 % were 

initiated after one hour delay whilst the remaining abo ut 3.5% of infants were not 

breas tfed immediately aller birth or sometimes delayed. 

Many studies were conducted at different time and places in order to l(]loW what facto rs 

affected mothers' deci sion to start breast feeding on time or not. However, as mentioned 

earlier the results varied at different t imes and places as breastfeeding is a functio n of 

different factors subject to individual characteristics and the community in which the 

mother is living (Humphreys, 1998 and Tarrant RC ,20 1 0). 

A bivariate analysis was perfolllled in order to see the association between each of the 

independent variables and breastfeeding initiation withi n one hour after bilth. The soc io­

economic and demographi c variables included in binary logistic regression model were 

child sex, chi ld size at birth , mothers' age at child birth, current marital status, lIIitrained 

traditional bilth attendance, place of delivery, land ownership status , respo ndent 

occupation and wealth index. 

Results ofbivaTiate logistics regress ion analys is shows that child s ize at birth (OR = 0.62; 

P < 0.05), cUITently not in marital life (OR = 040; P < 0.05) , engagement in agricultura l 

(OR = 0.64; P < 0.05), and other types occupations such as profess ional managers, sales, 

clerical skilled and unskilled work (OR = 0.37; P < 0.01), had statistical s ign ificant effect 

on the timing of breast feeding initiat ion (Tab le 4:6). 

Like the bivariate analysis, chi ld s ize at birth with (OR = 0.60; P < 0.05) , being not in 

union at the time of the survey (OR = 042; P < 0.05) and engagement in agricu lture 

activities (OR = 065; P = 0.05) and others respondents occupations (OR = 0.36; P < 

0.0 1) were fo und to have statistically s igni licant effect on initiation 0 f breastfeeding. The 
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strongest predictor was respondent' s engagement in agricultural activity indicating that 

mothers with agricultural occupation were 35% less likely to initiate breastfeeding within 

one hour when compared to mothers who have no wo rk at al l. Mothers who think that 

their newly bOI11 infants with small and average size at birth are a lso 40% less lik ely to 

initiate breast feeding within one hour of delivery (Table 4: 6). 

The rate of breast feeding initiation within one hour after delivery was 37.5% in Amhara 

region which is more or less similar to Somali region 39% (CSA and lCF International, 

20 12), Missippi, U.S.A 38% (Khoury et ai, 2005) and worldwide 37%. The result was 

much lower in other regions of Ethiopia, Oromiya 52.6%, SSNP 66.5%, Harat'i 64.6%, 

Addis Ababa 62%, Dire Dawa 66% (CSA and ICF International, 20 I 2) and other towns 

such as Arba Minch Zuriya 57.2% (Dessalegn Tamiru et ai , 2013) and Mekele town 78% 

(Berhe et aI, 2013). 
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Table 4. 6: Gross and net effects of logistics regress ioll illdica tillg determinallfs ofbreastjeeding initiatiol! il! Amhara 
I'egion, EDI-IS 20.1 I 

Model 3 
M odel I Model 2 Socio- lWode/ 4 

(Cl'os., e ffect) Demographic ecollomic Tottll Mode! 
Odds (SE) AOR (SE) AOR (SE) AOR (SE) 

Variable!,j Cia ~j s ificat i Oil N % 
Ch ild sex Male 246 51.7 0.85 (0..19) 0.80(0.20.) 0.82 (0.20) 

Female (l4) 230. 48.3 1.00 1.0.0. f.(}a 

Child size 111 Small and 386 81.1 0.62 * (0..24) 0.. 61 * (0.24) 0.60.* (0..25) 
birth Average 

Lal'ge (l4) 90. 189 I. O() 1.0.0. 1.00 

JV}olli ers age 15·34 268 56.3 0.82(019) 0.84(0.19) 0.84 (0..20.) 

35·49 (I'ef) 20.8 43.7 1.0.0.' 1.0.0. 1.0.0. 

Currellf Not ill lillian 46 9.7 0..40. * (0..39) 0.42* (0..39) 0.42 * (11.411) 
marital statll .\· 

III union (ref) 430. 90..3 1.0.0. 1.0.0. 1.00 

Untrained No 370. 77.7 1.14 (0..23) 1.17 (0.24) 1.14 (0.25) 
Iraditional 
bit111 attendfllll Yes (I'ej) 106 22.3 1.0.0 1.0.0. I . DO 

Pillce oj /-lome 434 91.2 1.0.3 (0..34 1.0.9 (0.35) 0.80. (0.39) 
delivf!I:)' 

I-Ieallil 42 8.8 1.00 1.00 1.0.0. 
Facilities (I-e() 

Ow"s land Does not Olvn 17 I 35.9 0.96 (0.20.) 0. 99 (0.21). 1.03 (023) 
alolle or 
joifllly Owns Land 30.5 64.1 I. 00. 1.0.0. UIO 

(I'ef) 
Re~fJol/{lellt 's No wOl'k (I'ej) 20.4 43.3 1.0.0 I. 00 1.00 
occuplllioll 

Agricultural 20.5 43.5 0..64* (0..20) . 0..65 * (0..21) 11.65* (11.21) 

Others 62 13.2 0.3 7** (0..34) 0.36** (0.34) 0..36** (0..36) 

'Yea/tit ;,ltlex Poor 243 51.1 0.95 (0..19) 0. 90 (0. 20.) 0.96 (0..21) 

Middle and 233 48.9 1.00 1.00 1.00 
I'ich{l'ej) 

ref = reference categOlY 

.* < 0.01 alld * < 0..0.5 level Sigllijicalll (J·wiled): Dala soul'ce. CSA 20.11 EOnS 
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4.4.3 Pre- lacteal Feeding 

Early initiation of breastfeeding and exclusive breastfeeding are key interventions to 

achieve millennium development goals in the reduction of ch ild ma~lOuri shment (M OG 

I) and reduction in ch ild mo rtali ty (MOG 4) . However, as seen in realit y both early 

breast feed ing initi ation within one hour and exc lusive breast feeding for 6 months are 

hindered by pre-lacteal feeding. In all circumstances pre-lacteal feedin g undermines 

exc lusive breast feeding, hinders proper breast feeding initiation , introduces in fections and 

reduces infant-mother bonding (Ganga and Sudharrsan, 20 12). Pre- lacteal feed ing 

pract ices in the A mhara reg ion were among the highest in Ethiopia (CSA and IC F 

Intel11ational, 2012). 

Regarding the association and determinant factors, bivariate and multi variate binary 

logistics regress ion analyses were conducted to differentiate whether vari ab les such as 

child sex, child s ize at birth, mothers age, literacy, untra ined traditional birth attendal' t, 

place of deli very, place o f residence, state of land and house ownershi p, 

Husband!pmtner's occupation and Wealth index had assoc iation w ith pre-lacteal feed ing 

or not. The bivariate binary log ist ics analys is provides gross effect showed that being a 

male child (OR = 1.73; P < 0.01), mothers in early and peak reproductive age (OR = 

162; P < 0.05), delivering at home (OR = 2. 15; P < 0.05) , husband! partner engagement 

in agricu lture activities (OR = 2.20; P < 0.05 and being poor (OR = 1.53; P < 0.05) had 

more likelihood engagement in pre-lacteal feeding whilst being not assisted by untrained 

tradition birth attendant (OR = 0.6 1; P < 0.05), living in urban areas (OR = 0.40; P < 

0.05), reduces the likelihood of practicing pre-lacteal feeding (Tab le 4:7 Model I) 

Simil ar to the gross effect mode l, the multi var iate analys is result s after controlling other 

variables show that having a male child (OR = 1 76; P < 0.01) and be ing a younger 

mother (OR = 1 57; P < 0.05) accelerates pre-lacteal feeding whil e not being supported 

by an untrained tradit ional birth attendant upon delivery (OR = 0.62; P < 0.05) 

significantly reduces pre- lacteal feeding. (See Tab le 4:7 Model 4) 
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Table 4, 7: l1illwy logistics regression illdicafillg grass and lief ejF~cls a/demographic aNd socio-eco/lomic variables 
all pre-Iaclea/ jeeding ill the Amhara Regioll. 2011 

A'lodel I Model 2 Model 3 Model 4 
(Gross effect) Demographic Socio- TOlal model 

economic 

Variables Classificatiolt N % Odd.' (SE) OMs (SE) Odds (SE) Odds (SE) 

ell ihl .W!X Alale 246 51.7 1. 73 ** (0. 19) 1.85** (0. 20) 1.76** (Ii. 20) 

Female (ref) 230 48.3 1 O() 1.00 1. 00 

Child size (II Small alld 386 81.1 1. 13 (0.24) 1.26 (D.25) 1.71 (D.26) 
birth Average 

Large (ref) 90 18.9 1.0.0 1.0.0 1.0.0 

Mot/leI's age 15-34 268 56.3 1.62 * (0.20) 1.60* (0. 20) 1.57* (0.20) 

35-49 (ref) 208 43.7 1.00 1. 00 1. 00 

Untrailled No 370 77.7 Ii. 61 * (0.23) 0.62* (0.24) Ii. 62* (Ii. 24) 
ttaditio1lal 

Yes (ref) 106 22.3 1.00 1.00 1.00 
birth 
allelUltmt 
Place of Home 434 91.2 2.15* (0.36) 1.47 (0.42) 1. 45 (0.45) 
delive/JI Heallh Facililies 42 8.8 1.00 1.00 1.00 

(ref) 
Place of Urban 39 8.2 0.40* (0.39) 0.54 (0.44) 0.92 (0.53) 
residence 

Rural (ref) 437 91. 8 1.00 1. 00 1.00 

Owns a Does not own 84 17.70 D.61 (0.26) 0.57 (0.30) 0.57(031) 
hOllse a/olle OWllS house (ref) 391 82.30 1.00 1.00 1.00 
or ioill1/)1 
OWIIS land Does 1101 own 171 35.9 1. 01 (0.97) l.39 (D.23) 142 (0.24) 
alone or OWI1S Land (ref) 305 
jaillliv 

64.1 1.00 1.00 1.00 

Husband/ Agl'/culture 410 87.6 2.20·k (0.31) 1.96* (0.33) 1.62(0 40) 
IHfrlller's 

Olhe" , (ref) 58 12.4 1.00 1.00 1.00 
occupation 
Wealth Poor 243 51.1 1. 53* (0.19) 1.39 (020) 1.29 (0.21) 
illdex Middle and rich 233 48.9 1.00 1.0.0 1.00 

(ref) 

ref ~ ref erence calegolY 

•• < D.01 alld' < 0.051eve! Sigllljicanl (2-taileclj: DOlO source, CS;I 2011 EDHS 
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CHAPTER FlVE:DlSCUSSION, CONCLUSION AND RECOMMENDATION 

5.1 Discussion 

Feeding breast milk to off springs is a natural phenomenon for mammals; breastfeeding 

was declined in human beings follo wing the industrial revolution as mothers' labour was 

needed in the emerging industries. It was also aggravated after 1900 when evaporated 

cow milk and infant formula covenid the market in large quantities. (Nathoo, 2009). 

However, after I 960s, as the result of many interventions regarding breastfeeding, it 

revived again all over the wo rld, especially in developed nations (Hallie J, 1985). 

Even though breastfeeding is widely acknowledged as approp1iate methods of infants 

feeding everywhere in human society there is no similaT practices tlu'oughont the p lanel. 

They are affected by socio -economic and demographic settings (Al-Kohji et ai, 2012). 

Among many breastfeeding practices , there are three key experiences which affect the 

whole breastfeeding process. These are: 

• Exclusive breast feeding 

• Early (timely) breast feeding initiation 

• Pre-lacteal feeding 

As indicated by Ganga and Sudharsan (2012) such three key practices (i.e exclusive 

breastfeeding, timely breastfeeding initiation and pre-lacteal feedings) are very crucial in 

achievi ng MDG I-reduction in child maln utrition and MDG 4-reductioll in child 

mortality. 

Based on these realities this research was performed to identifY the determinants of 

breast feeding in Amhara region by fitting separate model for exclusive breastfeeding, 

early (timely) breast feeding initiation and pre-lacteal feeding practices. 
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ADDIS ABABA UNIVERSITY I 
AKAKI CAMPUS LUHtARY 

Regarding the determinants of exclusive breast feeding, the multivari ate ana lysis showed 

that chi ld age, person who usually decides on respondent's health care and child size at 

birth were fo und to be the predictors o f exclusive breast feeding (Tab le 4 :5 Model 4) . 

Infants aged 6- 11 months were 94% less like ly to be exclusively breast fed compared to 

in 1~l11t s aged 0-5 months. Likewise infants ' age 12-17 months were 99% less li kety to be 

exclusive ly breastfed compared to infants aged 0-5 months. This indicated how exc lusive 

breast feeding was sharply decreasing in the region after the age of 6 months. At the end 

of 6th months and beginn ing of the 7th month there might be chi ldren who were not eas il y 

introduced to complementary foods. This may be the reason why we observed onl y few 

children (6%) having a chance to exc lusive breastfeeding at the age group or 6-11 

months. Finding o f the s tudy in genera l was similar to many other studies (Alemayehu, 

et. ai, 2009; Setegn et ai , 20 12; Kok Leong Tan, 2012. 

Child size at birth was one 0 fthe predictor of exclusive breastfeeding practice. Small and 

average sized children were more thar' 3 t imes likely to exclusively breast fed compared 

to large s ized children. On the other hand, children who had mothers participating in 

decis ion making on their health care were more than two and half times li kely to be 

excl usively breas t feed to their counterparts. Mothers might be encouraged by the ir 

participation in decis io n making to exclusive breastfeeding. 

Even th ough the statistical ana lysis became in significant, based on the key informants' 

response and FGD summary, current marital status, mothers age ,Uld mothers educat ion 

had inOuence on breastfeeding in general and exclusive breast feeding in particular. As 

mentioned by the participants of the FGD, older women are better in breast feeding their 

babies than younger mothers. Supporting this generalization one of key informant said 

that , " Younger mo/hers are reluctant in breastfeeding th eir child as they (Ire lIIore 

concerned for their physical appearance (lnd beaury". In add ition, mothers in union are 

o ft en breast feeding their chi ld than mothers not in union. The participants explained that 

the support fi'om their partllers is essential in breast feeding. 

As explai ned earlier, the prevalence of exc lusive breast feeding in Amhara regio n was 

7 1.6% and it is the highest [i'om a ll other regions in the co untry. This was also confrrtned 
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by FGD and key informants response. Almost all key informants reported that mothers 

had exclusively breast fed their babies 0'0111 5 to 6 months age. They told the researcher 

that they were educated by HEW how to breast fed, when to breastfed, and the duration of 

breast feeding in general and exclusive breastfeeding in particular. 

Breastfeeding soon after giving birth is one 0 f the basic and important el ements in 

breastfeeding. The World Health Organization recommends early initiation of 

breast feeding within 1 hour of giving birth (Indicators for assessing infants and young 

child feeding practices. (WHO, 2008) . Establishment of lactation within hours after 

bilth may have impOltant consequences on the biological and emotional health of the 

newborn infant (Holman, Grimes, 2003). It could also reduce neonatal mortality and 

morbidity The infant could get natural immunity by suckling the first milk known as 

colostrum The first milk (colostrum) present at birth is critical in boosting an infant' s 

immune system and encouraging the passage 0 f the fu'st stool (Boston, Massachusetts 

Department of Public Health, Bureau of Family Health and Nutrition, 2008). A mother 

also receives positive benefits due to the release of oxytocin which causes uterine 

contraction and reduces matel1lal blood loss. Besides, early initiation of breast feeding and 

skin to skin contact after birth hastens mother- infant interactions and promotes a strong 

and healthy relationship between mother and child. 

Even though timely (early) breastfeeding initiation 1S very important, only 37.5% of 

children began breastfeeding within one hour in Amhara region. It was similar to the 

national rates of Bolivia 39%, higher than Ghana 25% (Quinn et ai, 2005) and lower than 

westel1l china 59.4% (Guo et ai, 20 I 0). 

Children who were small and average sized at birth were 40% less likely to be ii,itiated 

into breastfeeding within one hour than larger sized children. It might also be because the 

children lack of aleltness to breastfeeding. Among the total mothers, cunently not in 

marriage unions were 58% less likely to initiate breastfeeding within one hour compared 

to mothers cunently in union. Similar results were also observed in Khoury et al U.S.A 

(2005) and AI-Kohji et al Syrian and Jordanian (2010) fmdings. Lack 0 f positive support 

o'om a husband/partner might discourage mothers fi'om starting breastfeeding on tirr.e. 
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The key in formants and FGD participants also conflImed that mothers with partners' 

support are happier in breastfeeding initiation on time than mothers not in marriage 

union. Concerning the issue, one of the key in fo rmant aggress ively stated, "How call f 

happily start breastjeeding when f lack support from my husband?" 

On the other hand, working mothers were less likely to initiate breast feedi ng timely than 

mothers with no wo rk. Agricultural workers mothers were 35% times less' likelihood to 

star t breastfeeding than mothers not having wo rk. Mothers with di ffe rent works i.e 

profess ional managers, sales, clerk, sblled and unskilled wo rker were 64% times less 

likely to initiate breast feeding with in one hour than mothers who had no wo rk. Having 

conducted the study in U.S.A Kholi lY co lleagues (2005) had also revealed the same 

condition. 

Breas tfeeding pattem established in the neonatal period influences the long term 

behav ior. The practice of pre-lacteal feeds has negative impacts for both exclusive 

breast feeding and breast feeding initi ation in particular and breastfeed ing practices in 

general. The intake of pre- lacteal feeds decreases the suckling interest of the in fa nt fo r 

colostrum-the first food and immunity for in fa nts. 

As shown in the multivariate logistics regress ion the prevalence of pre- lacteal feeding 

was higher for male children than fema les. Male children were about two times 

likeli hood to be fed pre- Iactea ls compared to female children. This was also clearl y 

confirmed by quali tative information ob tained fi'om participants of FGD and key 

informants. According to them, fresh buller to infants after g ive birth is common in the 

region. Based on the FGD slunmary, mothers gave ii"esh butter for three reasons. Firs t, 

mothers thought that their breast milk was not enough for the infants need. Second, there 

is a belief that "if a baby especially a male illfant takes fresh butler immediately after 

birth before s{(lrtillg breastjeeriillg, the child will have good and calm character in 

fitture". Thirdly, there is a beli ef that "giving fresh butler to a newborn infant is helpf" 

for sound adjustment in later age". Due to such socio-cultural reasons pre- lacteal feeds 

especially, giving fr esh butter to newboI11s is common everywhere in Amhara regio n. But 

recently, due to the education g iven by HEW, g iving fi'e sh butter for infant is declining. 
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However, mothers were still giving sugar solut ion and 'Tena Adam' with hot water. One 

FGD participant says in the discuss ion , "we give sugar solutioll by spoon immediately 

after birth, because they might get /WI/gly until Ollr breast gives proper milk. We also 

give TENA ADAM with ho t water, because it helped to prevent stomach ache ". 

The prevalence of pre-lacteal feeding was (1.6 times) higher amo ng yo unger mothers 

compared to older mothers. Mothers who were not attended by untrained traditional birth 

attendants were 40% less likely to give pre-lacteal foods to their infants than mothers 

who were attended by untTained tradit ional bilth attendants. UntTained traditional birth 

attendants were observed to encoll1'age pre-lacteal feedings. 

5.2 Limitation of the Study 

The EDHS surveys were designed to collect data at national leve l. The sample size also 

based on that concept and to use the data mainly at countTy level. Using these data hI' 

region or lower admin istrative level will decrease the sample size representativeness for 

same cases. That is why the researcher faced some problems in the study. For instance 

the sample s izes between urban and rural are difficult to make comparison . 

5.3 Conclusion 

Optimum breastfeeding together with sufficient amount of co mplementary fo od for 

children under two years is crucial for the existing and n.lture growth and development. 

As mentioned in many literatures, breast milk is not only seen Ii-om feeding point of view 

but for its health advantage wh ich is immense in early childhood, in later adolescent , 

adulthood and even old age. Co nsidering these issues, WHO and UN ICEF repeatedly 

adv ise and encourage mothers to breastfeed their children up to 6 months exclusively, 

fi'om 6 - 24 months and beyond breast milk together with complementaTY foods . 

Breastfeeding in Ethiop ia and in Amhara too is a universal child feedi ng process and a 

cultural one too. As this research re vea led Ii-om EDHS 20 11 , FGD and key informants 

mentioned and pointed out in the past two EDHSs, the duration o f breast feeding in the 

Amhara region was more than 30 months which was encouraging. But contrary to thi s 
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rea lity, there was discrepancy between the childrens' development and breast feeding in 

the region. 

To assess the prevalence orbreastfeeding in different age, descriptive s tatistics had been 

used in data analys is. As a res ult o r this anal ysis IYCF indicators ofbreastfeeding status 

were identified for the region. Based on these indicators it could be poss ible to judge th e 

weakness and stTengths of breast feeding in Amhara region. The indicators can give 

highlights about different breast fe edin g experiences. 

Regarding breastfeeding experiences, the duration of breastfeeding was high in the 

regIon. Continued breast feeding at one year (12-15 moth age) and at two years (20-7.3 

month age) were 98.8% and 90.5% respectively. The prevalence of exclusive 

breast feeding was relatively high compared to other regions. The duration of any 

breast feeding, exclusive breastfeeding and predominant breastfeeding were 32.7, 4.6 and 

7.4 median moths respectively. 

On the other hand breast feeding with complementary foods was not conunon in the 

regIon. The prevalence of complementary foods between ages 6 to 8 months was 37.0% 

which illdicted how the complementary food intake was low espccially in the 

introduction period. 

To identify the key determinants of breast feeding 17 (seventeen) explanatory variables 

were selected to predict three key breastfeeding experiences namel y; exclusive 

breast feeding, early breastfeeding initiation and pre-lacteal feeding. The determinants 

were identified using log istics regress ion. Accordingly, child age, child size at birth and 

person who usually decides on respondent 's (mothers) health care was found to be the 

very important predictors of exclusive breast feeding while considering earl y 

breast feeding initiation child size at birth, current marital status and respondents' 

occupation were found to be determinants or early breas tfeeding initiation. Likewise 

child sex, mothers' age and untrained trad itional birth attendant were found to explain th e 

variation in pre-lacteal feeding. 
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Even though not sign ificant in statist ical analysis, marital status, mother age, mother 

education husband/partner education and wealth were considered as important fact ors in 

breast feeding especially, fo r pre-lacteal feeding by FGD participants and key informants. 

5.4 Recommendation 

This study has identified that exc lus ive breas tfeeding duration was enco uraging and its 

prevalence was about to reach to HSDP 's target 70% by 2015. But extending exclusive 

breas tfeeding beyond 6 month aller birth has negative impacts. Breast milk is not enough 

for child development beyo nd 6 month of age. Mothers should intToduce additional food 

to children at the end of 61h month. This study has also revealed that lack of 

complementary fo od is a common phenomenon in the Amhara region and has arisen fi'o m 

the complementary introduction period (6-8 moths). Lack of appropriate feed ing at th is 

time hinders the growth and deve lopment of the infant. FGD and key informants have 

also expressed the fac t that supplementary feeding after 6 months of age is a funct ion of 

the child's interest to demand for additional food and availability o f such food in a given 

household. 

This indicates that mothers should be educated by expelts how to prepare infant foods 

different fi'om others, when to start complementary foods and what amount or quanti:y 

they should feed. Mothers should fo llow well studied feeding procedure considering the 

local area child feeding methods. 

Early breastfeeding in itiation is one of the breastfeeding problems in the regio n and 

determined by childe size at birth, current mar ital status and mothers occ upation. As ch ild 

s ize at birth is mainly depends on mother feeding condition in pregnancy, suppol1 and 

proper feeding is needed for pregnant woman. In addition men should also be educate 

how to support their partners in making decision to breastfeed their child. As 22.3% of 

mothers were assisted by untrained traditional birth attendant, educating these birth 

attendan ts will be impOltant to minimize pre- lacteal feeding pract ice. 
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Pre-lacteal feeding in Amhara region is related to socio-cultural settings and lack of 

kllowhow regarding the impoltance of co lostrum Hence, intervention is needed 

regarding pre-lacteal feeding and its consequences. 

The samp le size used in th is research was small and lacks some representativeness for 

some cases. For instance to calcu late th e median duration of exclusive breastfeeding 

between urban female and male children, there was no enough sample size for urban. In 

this regard, the researcher suggested another survey concerning breast feeding and 

maternity care that cover the whole reg ion with enough sample size representing all 

zones and cultures of the society. In general fi'om its irnpol1ance view of point to mothers 

and children and to bring abo ut changes in the society, the researcher would try to 

suggest the inclusion of breast feeding education in the school cmriculum 
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Annexes T 

QUESTIONS FOR FOCUS GROUP DISCUSSION (FGD) 

Good morning and we lcome to our sess ion . Thanks for taking the time to talk with us 

about breastfeeding. My name is Abate sidelel and assisting me is I am 

postgraduate student in Addis Ababa University working graduation research paper on 

breast feeding in Amhara region and she is wo rking to assist me in this local area. 

The purpose in meeting with you today is to leam from your thoughts, feelings, and 

experiences aboutbreastfeeding in yo ur area. Your insights will help meto know about 

breast feeding experiences in this area and to suggest valuable ideas in my research. 

Anything yo u tell us is confidential. Nothing yo u say will be perso nally attributed to yo u 

in any reports that result fi'om th is focus group discussion. All of therep01tswill not be 

written in indiv idual comment f01m address ing to a particular perso n. 

Your participation in this focus group is tota ll y voluntary. Are yo u wi lling to answer for 

questions explained in the FOG guide? 

Do yo u have any questions before we begin? 

Q I. How often mothers Bftheir children in this community? Why') 

Q2. What are the main chall enges of breast feeding? 

Q3. Could someone mention about the importance of BF? 



o 

o 

() 

Q4. WI,en do mothers often start breastfeed ing? Why? Is th ere any pre-Iactatiun 

experience in your local area? I f there is pre-lactation exp erience, what is the reason 

to this experience? 

Q5. What is your understanding of exc lusive breastfeeding in this area? How long do they 

exclusively breastfeed their babies? Why? 

Q6. What are the most important advantages of exclusive breast feeding practice? What 

are most known challenges as weI\? 

Q7. What facto rs do you think are affect ing child BF? How and why? 
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Annexes II 

KEY INFORMANT INTERVIEW GUIDE 

I am gathering information to study the determinants of breast feeding in Amhara region. 

The main objective o f this study is to examine detelminants of breastfeeding in Amhara 

region so as to suggest poss ible and appropriate recommendations for promoting 

breas t feeding in the region. 

The study seeks your kindl y views, oplll lo n, attitudes and expenences on the 

factors that affect breast feeding duration, initiation and its change over time in order to 

make effective analyses and to suggest valuable ideas to promote breastfeeding. 

I am aware of your busy time, but because of your vast knowledge and experience, YO ll 

are selected for this study. I kindly ask you to grant an interview. Note that the 

information you give will be treated with confidentiality. Nothing you say will be 

personally attTibuted to you in any reports that result fi'om this interview. All o f the 

repo rts w ill not be written in indi vidual comment fOlm address ing to a PaJ1icuiar person. I 

am grateful to you for spaJ'ing yo ur t ime to listen to me in thi s interview and to give all 

necessary information about breastfeeding in this area. 

Date of interview .. 

Time started ...... . . . 

Time ended . 

Interviewee Health wo rker/goy. employee/e lders 
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I . Kebele and Wereda 

2. Age 

3. Sex 

4. Duration 

Q 1. What policies, guidelines, p rogrammes or any wri tten doc ument have been 

implemented in your area concern ing breastfeeding or I YCFo 

Q2. How matemity services are give n by HEW in your Kebe le? 

Q3. Why do mothers ' breastfeed their children? Why not? 

Q4. In your view, what are the impOltance of breast feeding for both mothers and their 

babieso 



Q5. What are the community's belief and altitudes towards breas t feeding in thi s area? 

Q6. When do mothers usuall y begin breast feeding their babies after deli very? How 

co mmon is co lostTum feeding? Why? Explain. 

Q7. Are babies given any extra nourishment as soon as they are born? Why? What sarI 

of? 

Q8. What factors usuall y illnuence initiation of breast feeding amo ng mothers in thi s 

area? 

Q9. On average, for how long mothers' exclusively breast fed their babies? 

Q IO. At what age do mothers usually introduce supplementary feeds to their babies? 

Why?. 



Q II . For ho w long do moth ers breastfed their children? 

Q 12. What factors influence the duration of breastfeeding amo ng mothers? 

Q 13.At what age children often given wean ing food? Why? 

Q 14. Could you tell me so me o f the problems associated with breas tfeeding1 

Q I 5. In yo ur opinion what are the factors that promote breast feeding among mothers in 

this community? 

Q 16. In your view , how dose participation in economic activities affect Bf7 

·1 
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