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Abstract

Background: Despite the benefit and promotion of exclusive breast feeding, the rate of excusive
breast feeding is still low in Ethiopia. Thus, this study will assess factors that lead to non-

adherence to exclusive breast feeding among HIV positive mothers.

Objective: the main objective of this study was to assess the prevalence of exclusive breast
feeding and factors that influence its practices among HIV positive mothers of infants aged 6-24

months old who are on chronic HIV care in selected health facilities of Adama town.

Method: Institution based cross-sectional study was conducted among 193 HIV positive women
with infant aged 6-24months in three health facilities (Adama hospital, Geda and Adama health
centers) of Adama town in Ethiopia. Data was collected using structured and pre-tested
questionnaires. Four data collectors and three supervisors were trained and involved in data
collection process. Data were entered and analyzed using SPSS version 20 statistical software
package. Univariate analyses were done to determine various proportions and bivariate analysis
was conducted to measure the existence and the strength of an association between the dependent
and the independent variables. Level of significance was set at a p value of < 0.05. Variables that
had less than 0.05 level of significance were further analyzed in multiple logistic regression

models to control the potential confounding variables.

Results: In this study the prevalence of exclusive breast feeding, exclusive replacement feeding
and mixed feeding and factors associated with exclusive breast feeding was determined. The
result showed that exclusive breastfeeding, exclusive replacement feeding, and mixed feeding
were 84.7%, 3.2 %, and 6.3 %, respectively. Exclusive breast feeding was more practiced by
mothers who had adequate knowledge on exclusive breast feeding (Adjusted OR = 6.84(2.54,
18.44)), mothers who disclosed their HIV status to their husbands/spouses (Adjusted OR=
3.80(1.28, 11.28)), and mothers who attained below primary level of education (Adjusted OR =
3.89(1.41, 10.70)).

Conclusion and Recommendation: Despite more than three-quarters mothers who adhere to
exclusive breastfeeding, the rate is still not satisfactory. More extensive and comprehensive

approach of infant feeding counseling should be put in place in order to increase exclusive



breastfeeding by HIV positive mothers. Moreover, both partners should be counseled properly on

the issue to get the support from their male partners.

Keywords: Exclusive breast feeding, replacement feeding, mixed feeding, HIV positive women



INTRODUCTION

Exclusive Breast Feeding (EBF) is defined by WHO as giving the infant no other food or drink,
not even water, apart from breast milk, expressed with exception of drops or syrups consisting of
vitamins, mineral supplements or prescribed medicine[l, 2]. When infants breast feed
exclusively their immune system stimulated, and protect them from diseases like diarrhea and
acute respiratory infections [3-5]. Additionally, it can protect infant from hospitalizations and
death. It also associated with better development scores and growth parameters [6, 7]. Moreover,
exclusive breast feeding is associated with a lower risk of HIV transmission from mother to child
than mixed feeding [8, 9]. Similarly, breast milk can contribute to preventing postnatal HIV-1
transmission by reducing HIV-1 uptake, transport through and replication in the intestinal

mucosa [10-12]

The rate of globally exclusive breastfeeding among children under six months of age in the
period of 2005-2012 was 38%. It was higher in the South-East Asia Region (47%) and lower in
the European Region (25%), with intermediate values for the African and Eastern Mediterranean
regions (35% each) and the Region of the Americas (30%)[13]. In developing countries, the
prevalence of exclusive breastfeeding among infants younger than six months in 2010 was

39%[14].

According to Ethiopian Demographic and Health Survey 2011, 52% of infants aged below 6
months regardless of their HIV status were exclusively breastfed in Ethiopia [15].This rate show
some improvement from the previous Ethiopian Demographic and Health Survey of 2005
which indicated that 33.3% were exclusively breastfed, still the rates are low with observed

variation within and between regions [15, 16]

Statement of the problem
Various studies reported that decreased HIV transmission in the first six months of infant life

was associated with exclusive breastfeeding (EBF) compared to mixed feeding[17-19].Studies
Conducted in developing countries found that the risk of HIV transmission from mother to child
is higher among the women who practice mixed feeding than exclusively breast fed [9, 20].
Besides, non-breast feeding was associated with increased risk of infant morbidity, mortality and

hospitalization than breast feed infants. In study conducted on infant feeding patterns and risks of



death and hospitalization in the first half of infancy reported that mixed feeding and non-
breastfeeding were associated with increased infant morbidity and mortality[21]. Another studies
also reported that the risk of diarrheal disease and death was higher among both HIV-exposed
infants and infants of HIV uninfected mothers who practiced mixed and replacement
breastfeeding than those exclusively breast feed [6, 22]. Similarly, study conducted in three
African countries revealed that non breastfeeding was associated with increased risk of morbidity
among HIV- exposed infants during the first 6 months of life compared with those of infants who
were exclusively breastfed[23] . A systematic literature review and meta-analysis reported that
pneumonia mortality was higher among not breastfed compared to exclusively breastfed infants
under 5 months of age[24]. Similarly, study in Kenya showed that the risk of pneumonia and
pneumonia-related hospitalization increased among non-breast feed HIV exposed infants[25].In
studies conducted in Africa, the risk of morbidity and hospital admission among HIV-exposed
infants was higher among non-breast feeding infants than exclusive breast feeding infants [7, 26,

27].

The World Health Organization and UNICEF recommendations EBF for the first six months of
life, but still EBF rates remain low throughout the world. Globally, it was estimated that the
prevalence of exclusive breastfeeding was 38% [13].According to Ethiopian Demographic and
Health survey of 2011, the prevalence of exclusive breast feeding regardless of HIV status were
52%. The rates were reported being high at 70.1% from birth to one month, decreasing to 55.3%
at age 2 to 3 months and 31.8% at ages 4 to 5 months with a median duration of EBF 4.2 months
at national level [1]. Study in Addis Ababa showed that exclusive breast feeding rates among
HIV positive mothers was 73 %[28]. On the other hand, another study conducted in this area
reported the prevalence of EBF as 30.6%[29].

There are number of factors that have been reported to affect EBF among HIV positive women
in Ethiopia, some of these are inadequate ANC follow up, Poor infant feeding counseling, family
and social pressures, negative attitude toward EBF, husband imposition, and maternal and infant

illnesses[28, 29].

The World Health Organization and Ethiopian national guideline encourages HIV positive
mother to exclusively breastfeed while the infant receives prophylaxis for the first six months of

life and continuation of breastfeeding up to 12 months and is stopped gradually ensuring that
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complementary feeding is introduced at sixth month [30, 31]. However, the rates of EBF among
HIV positive mothers were low[29]. In Adama city administration the prevalence and factors
related to EBF among HIV positive mothers are not known. Thus, this study will generate

information for policy makers on PMTCT program and Infant and young child feeding.

Significance of the study
Most studies conducted in Ethiopia in this area were among general population and not focused

on HIV positive women. The few studies conducted among HIV positive mothers were done in
Addis Ababa which is the capital of Ethiopia. In Adama town, no study has been documented
regarding the prevalence and factors associated to exclusive breastfeeding among HIV positive
mothers. Thus, this study intends to generate new information in this area by assessing factors
affecting EBF practice among HIV positive mothers. The findings of this study are expected to
inform regional policy makers in the development of appropriate interventions or in the
promotion of existing interventions to promote exclusive breastfeeding among HIV positive

women.



LITERATURE REVIEW

Exclusive breast feeding

Even though WHO and UNCEF recommend Exclusive Breast Feeding for the first six months,
the rate remains low throughout the world[1]. Globally 38% of children fewer than six months of
age were exclusively breastfed in the period of 2005-2012. This rate was higher in the South-
East Asia Region (47%) and lower in the European Region (25%), with intermediate values for
the African and Eastern Mediterranean regions (35% each) and the Region of the Americas
(30%) [13]. In developing countries, 39% of infants younger than six months were exclusive

breastfeeding in 2010[14]

Study conducted in South Africa found that only 25% of mothers exclusively breastfed where as
75% of women used formula or mixed feeding during the first 6 months [32]. Khanal et el in
their study reports that the prevalence of exclusive breastfeeding declined with increasing infant
age, from 68.0% at less than one month to 24.9% at five months [33]. Another study which was
conducted in Nigeria and Tanzania reported the rate of EBF among infants younger than 6
months of age was 16.4% and 24.1% respectively [34, 35]. In Uganda, 31.5% of children less

than six months were exclusively breastfeeding and the rest were mixed feeding [36].

In Ethiopia, exclusive breastfeeding for the first six months of infant’s life is not widely
practiced, the national rate was 52%, regardless of mother’s HIV status [15]. There is observed
prominent decline of EBF as the age of infant increases, the rates are 70.1% from birth to one
month, 55.3% at 2 to 3 months and 31.8% at 4 to 5 months with median duration of 2.4 months
at national level [15]. Additionally, Studies conducted in district of Debre Berhan and Addis
Ababa, Ethiopia revealed that the rate of EBF in infants aged less than six months was 68.6%
and 29.3% respectively[37, 38].

EBF among HIV positive women

The rate of EBF among HIV positive women were relatively high when compared to HIV
negative women [36]. Studies in Kenya and Tanzania reported that the rate of EBF among HIV
positive women’s infants younger than six month as 80.4% and 77% respectively [39, 40]. In
contrary, Fadnes et el in their study reported that exclusive breastfeeding of infants under the age

of 6 months was less practiced among the HIV-positive mothers than in the general population.



Besides, HIV positive mothers were reported to give their infants pre-lacteal feeds which
included non- human milk compared to HIV negative mothers [41]. In Ethiopia, Studies
conducted in Addis Ababa among HIV positive mothers showed the prevalence of exclusive

breast feeding as 30.6 % and 70.1% respectively[28, 29]

Recommended infant feeding practices of HV positive women
The WHO and UNCIF recommends HIV exposed infants either exclusive breastfeeding or

replacement feeding. These options are explained below:

Exclusive breastfeeding of HIV exposed infant: is to only breast-feeding infants for the first 6
months of life and introducing appropriate complementary food after 6 months of life, and to
continue breast feeding for the first 12 months of life. Additionally, upon reaching 12 months, if
child is not HIV-infected or of unknown HIV status breastfeeding need to be gradually
stopped.[30].

Replacement feeding: is feeding a child who is not receiving any breast milk with a diet that
provides all the nutrients the child needs until the child is fully fed on family food. Replacement
feeding is the only effective way to prevent mother-to-child transmission of HIV after birth.
However, It is only recommended if it is acceptable, feasible, affordable, sustainable and safe
(AFASS).Nonetheless, when AFASS criteria cannot be met, mothers are advised to exclusively

breastfeed and avoid mixed feeding[30].

Factors influencing EBF
After searching various studies conducted on breast feeding practices the following factors that

hinder exclusive breast feeding were identified.
Marital status of the mother

In study conducted in Ethiopia reported that Women who are not married were two times more
likely to breast feed their child exclusively than those married[42]. Similar another study found
that Non Exclusive Breast Feeding were 2.4 times higher among children of currently unmarried
mothers compared with married mothers[43]. Study in Tanzania reported that single mothers

had less odds to practice EBF up to six months then married/cohabiting mothers [44]



Occupational status of the mother

Mother’s occupational status also identified as factors that influence EBF among HIV positive
women. Varies studies found that unemployed mothers were more likely to breast feed
exclusively than employed mother [37, 45-50]. Another study reported that mother who do not
work away from home were more likely Exclusive breast feed their infants than those who
worked outside the home[51]. Additionally, Study in Tanzania showed that mothers fail to
practice exclusive breastfeeding due to the fact that they go to work to supplement family
income before their infant reaches six months[52]. Senarath et al also reported that continuation
of breastfeeding at the end of the first year was significantly lower in non-working mothers
compared to working mothers [53]. Moreover, mothers who were engaged in different jobs like
daily laborer, house servant and pottery were less likely to EBF compared to housewife
mothers[50]. Mothers whose maternity leave was between seven and 12 months breast fed for a

longer duration compared to mothers who had less than six months of maternity leave[54].
Economic factors

Several studies reported that the rate of exclusive breast feeding was high among mothers whose
socio-economic status was low [29, 38, 39, 55]. However, Studies in Ethiopia and Kenya found
that low socio-economic status was the barrier to exclusive breastfeeding in the first 6 months
and the risk of premature cessation of exclusive breastfeeding was lower among rich and
middle level households[34, 42, 56]. Similarly, Lack of funds to purchase infant formula feeds
was identified as reasons for mothers to opt for mixed breastfeeding rather than exclusive
replacement feeding [57]. Ochuma et al reports that despite the knowledge that exclusive
replacement feeding can prevent infants from acquiring HIV, due to the high price of infant
formula, it is difficult to practice exclusive replacement feeding since sustaining supplies is the
challenge as a result of the low income to most mothers in populations therefore, mothers opt

to breastfeed though not exclusively [58].
Educational Status of the mother

There are mixed findings about the relationship between exclusive breast feeding and maternal
educational status. Various studies reported that mothers who didn’t attain formal education and

had lower educational attainments were found to delay the initiation of breast feeding as well as
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less adhere to Exclusive breast feeding[39, 59, 60]. On the other hand, Studies conducted in
Ethiopia and Ireland showed that highly educated mothers fail to exclusively breast feed their
children [50, 54]. Similarly, a study done in the Southern Ethiopia revealed that women who
attend primary and above education were found to delay the initiation of breastfeeding

practices[61].
Residence

Similarly, there was mixed findings about the relationship between exclusive breast feeding and
maternal place of residence. Setegn and his colleagues reported that mothers who live in urban
area was associated with timely initiation of breastfeeding[62]. However, study conducted in
Malaysia identified that Exclusive breastfeeding was positively associated with rural

residence[47].
Age of the mother

Many studies found that advanced maternal age was associated with higher rate of exclusive
breast feeding than younger maternal age [35, 37, 50, 54]. Similarly, Della et al report that
duration of exclusive breastfeeding increases as the age of the mother increases thus women with
older age are more experienced and can practice exclusive breastfeeding compared to the ones
with younger age[63]. Furthermore, Thairu et al in their study found that, it is difficult for
adolescent mothers to decide on her own how to feed the baby[64]. Whereas, study conducted in
South Africa reported that older women was more practicing formula feeding than Exclusive

breast feeding[65].
ANC and PNC follow up

According to Study conducted in Ethiopia and Nigeria, mothers who attended four or more
ANC counseling sessions were more likely to adhere to exclusive breast feeding [28, 34, 66].
Similarly , mothers who were not provided with antenatal counseling on EBF duration ANC
were early stop EBF compared to those who were provided counseling on EBF during ANC
[50].Moreover, Mothers who received breast feeding counseling during ANC and PNC were
timely initiate breast feeding as well as beast feed their infants exclusively for the first 6 months

of life[38, 46, 62, 67]. Besides, Bergman and colleagues identified that women who received at



least four visits by a Mentor Mother during pregnancy decreased the risk of discontinuing

exclusive breastfeeding prematurely[48].
Place of delivery

Exclusive Breast Feeding was higher among infants born in health-care facilities than those born
at home [53, 67-69]. Furthermore, according to a study done in Guatemala, place of delivery is
associated with early initiation of breast feeding; that is mothers who gave birth at health facility
initiate breast feeding early [51]. The role of Baby Friendly Hospital Initiation (BFHI) was found
that there was increased duration of exclusive breast feeding of up to 75% from mothers who
deliver at BFHI facility as compared to 35% from non BFHI facility [70]. Another study which
was done in Ghana reports that delivery in maternity homes, private clinics, at home, or with
Traditional Birth Attendant (TBA) causes a risk for not practicing exclusively breastfeeding
within the first 6 months of life as opposed to delivering in government health facilities[71].
Study conducted in Nepal, however, revealed that women who deliver at home were more likely

to Exclusively Breast Feed their infants than the others[72].
Mode of delivery

Various studies identified that the rate of exclusive breast feeding was higher among mothers
who gave birth through vagina [38, 39, 50, 60, 67, 73, 74]. Similarly, Mothers who deliver by CS
were more likely to practice exclusive replacement feeding than vaginal delivery [75].
Furthermore, another study reported that, emergency and elective caesarean deliveries are
associated with a decreased rate of exclusive breastfeeding compared with vaginal delivery[76].
On the other side, study conducted in South Africa among HIV positive women found that mixed

feeding was more practiced by women who delivered through vagina[65].
Maternal and Infant factor

Studies have reported that maternal and infant illness as one of the predictors of exclusive
breastfeeding. In study done in Ethiopia, Mothers whose infant’s ill were more likely to practice
mixed feeding than those whose infant was not ill[75]. Another study reported that maternal
illness 1s 74% less likely to adhere to EBF than those who had no illness [28]. Besides, Doherty

et al showed that mothers who had breast health problems were associated with early cessation



of breastfeeding[55]. Moreover, study in southwest Ethiopia reported that majority of mother
who had painful breastfeeding experience were initiated breastfeeding later than one hour after

delivery [59].

Exclusive breastfeeding was associated with women individual behavior. Study in Malaysia
showed that non-smoking mothers was positively associated with exclusive breastfeeding[47].
Added to this Mgongo et al reported that mothers who drank alcohol were less likely to practice
EBF up to six months[77].

Knowledge of mother

Many studies conducted in different countries revealed that mother who had knowledge on the
duration and advantages of exclusive breast feeding and prevention of mother to child
transmission were more exclusive breast feed their infant’s than those who didn’t[35, 43, 46, 61,
66, 78]. It is further reported that those women who got knowledge from health workers on
infant feeding thought adherence to exclusive breastfeeding guideline reduce chance of
transmitting HIV to the infant while others were reported to believe that breastfeeding always
leads to HIV transmission to an infant [79]. On the other hand, Rendani et al in their study
reported that mothers who had higher knowledge on HIV transmission through breastfeeding

were associated with formula feeding[65].
Health workers

Health workers had an important role in counseling and assisting women to adhere to the
recommended infant feeding, and those mothers who received breast feeding counseling more
likely breast feed their children exclusively [80-83]. Similarly, Study in Ethiopia and Bolivia
showed that women who had received Breast feeding information from health care personnel
before birth or on the maternity ward breastfed exclusively for a longer duration and avoided pre
lacteal food to a greater extent[61, 84]. However, another study reported that lack of inadequate
support from health workers which result in women to change from their intended feeding option

as a challenge faced by HIV positive women in sustaining exclusive breastfeeding [85].
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Disclosure of HIV status

WHO reported that HIV status disclosure to sexual partner is associated with other positive
outcome including, acceptance, kindness, strengthening of relationship and decreased anxiety
and depression [86]. Moreover, those mothers who disclose their HIV status to their spouses
were exclusively breast feed and less likely to practice MF than those who didn’t [52, 69, 75, 82,
87, 88]. Additionally, mothers who disclose their HIV status to their families like father, mother
and grandmother were supported to adhere to the recommended feeding option [40, 66, 81].
Besides, Fear of reported stigma and discrimination affects HIV-positive mothers to disclose

their HIV-positive and this forced mothers to practicing Mixed feeding [52, 88].
Family opposition

Study conducted in Ethiopia and Nigeria reported family opposition as one factor that influence
on adherence to Exclusive breast feeding [28, 87]. Family pressure forced women to initiate
extra foods and drinks as early as one month and result in mixed feeding [81]. Similarly, another
study reports that family members influence women to introduce other liquids and to practice
mixed feeding, particularly for young mothers [89]. Mothers-in-law had negative attitude
against the recommended breast feeding for HIV infected mothers which is exclusive
replacement feeding and exclusive breastfeeding and expect their daughter —in- law to breastfeed

in a traditional manner.[90].

11



Conceptual framework
The conceptual framework of study was constructed after reviewing different literatures.
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Figure 1 Conceptual framework on factors affecting EBF among HIV positive mothers
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OBJECTIVES

General Objective
To assess the prevalence of exclusive breast feeding and to identify factors that influence EBF
among HIV positive women with infants aged 6-24 months old who are on Chronic HIV care in

government facilities of Adama town, Ethiopia.
Specific Objectives

e To determine the prevalence of exclusive breastfeeding, among HIV positive women
with infants aged 6-24 months old who are on Chronic HIV care in government facilities
of Adama town, Ethiopia.

e To determine factors that influence exclusive breastfeeding among HIV positive women
with infants aged 6-24 months old who are on Chronic HIV care in government facilities

of Adama town, Ethiopia.
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METHODS

Study area and period

The study was conducted in three public health facilities of Adama town, Oromia Regional State,
Ethiopia from March 10 to May 10/ 2015. Adama town has a total of 220,212 populations
according to National Population and Housing Census of Ethiopia, 2007[91]. At the time of the
study, the city had three hospitals (one public and two private hospitals), four health centers
(three public and one NGO) and 79 clinics (24 primary, 51 medium and four specialty clinics).
Of these all three hospitals, four health centers and one clinic were providing ART and PMTCT
services. For this study, only government facilities were selected because government health
facilities have high ART attendants. One government hospitals (Adama hospital) and two
government health centers (Adama and Geda health centers) that provided ART and PMTCT

services were purposively selected based on the number of their client flow.
Study design

Facility based cross-sectional survey was conducted among HIV positive women with infants
aged 6-24 months old who are on Chronic HIV care in three selected government health facilities

of Adama town namely: Adama and Geda Health centers; and Adama hospital.
Source and study population

The source of populations were all reproductive age group HIV positive mothers with infants

aged 624 months in health facilities of Adama town who are on Chronic HIV care.

The study populations were reproductive age group HIV positive mothers with infants aged 624
months at the time of the study who are on Chronic HIV care at three Health facilities that fulfill

the inclusion criteria.

Inclusion criteria: All reproductive age group HIV positive mothers having infants aged 6-24

months and Voluntary to participate in the study.

Exclusion criteria: Sick reproductive age group HIV positive mothers having infants aged 6-24
months and reproductive age group HIV positive mothers having infants aged 6-24 months with

very sick children
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Sampling procedures

There were four public health facilities that provided chronic HIV care and had MSG in Adama
town namely Adama hospital, Adama health center, Geda health center and Boku Shenen health
center. Of these three health facilities (Adama hospital, and Adama and Geda health centers)
were purposively selected based on the size of their client flow in consultation with Adama town
health office. Convenient sampling technique was used to select study participants; which mean
that all reproductive age group HIV positive mothers with infants aged 6-24 months who were
on Chronic HIV care were eligible to participate in the study and recruitment continued until the

required sample was obtained.

According to quick assessment done before proposal writing, the total number of HIV positive
mothers with infants aged 6-24 months in three health facilities were 370(170 Adama Hospital,
130 Adam health center and 70 Geda health center)

Sample size determination

The sample size was determined on the assumption of a prevalence rate 30.6%][75] for with 95%
confidence level, 5% precision and a non-response rate of 10%. (Where n is desired sample size,
Z is value of standard normal variable at 95% confidence interval and, p is prevalence of EBF

which is 30.6% and d is marginal error which is 5%).

n=2%a2PA-P)=  (1.96)** 0.306 * 0.694
d? (0.05)

Therefore the value of n=328

Since the total numbers of HIV positive mothers with infants aged 6-24 months in the three
health facilities of Adama city administration attending ANC and ART clinics less than <10,

000, (N= 370) using correction formula for finite population:

n 328
nf = 140 nf = —375 — 175
N 370

And adding 10% contingency for non-respondents (18), the final sample size become nf= 193
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Where ‘N’ is the total HIV positive mothers with infants aged 6—24 months in the three health
facilities of Adama town attending ANC and ART clinics and ‘nf’ is the final corrected sample

size.

Data collection procedures
Data were collected using a structured questionnaire to obtain all of the required information.
The questioners were adapted from similar studies done before[29, 92] and reviewing relevant
literature to the problem under study to include all the possible variables that address the
objective of the study. These questionnaires were developed in English thereafter translated into

Ambharic for easy use since the majority of the target population speaks Amharic.

Four nurses for data collection and three supervisors (health officers) were recruited and
participated throughout the data collection. Data collectors and the supervisors were trained for
one day by the principal investigator on the study instrument, consent form, how to interview
and data collection procedure. Moreover, the principal investigator and the supervisors checked
the collected data for completeness on daily basis and corrective measures were taken

accordingly.

The questionnaire for data collection was pre tested at Boku shenen Health Centre in Adama city
where the study was not conducted. The pretesting was done to ensure that questions are clear
and allow gathering of information needed for the study. The questions which showed ambiguity

during pre-testing was revisited and modified as required.
Data collection and data quality control

Information from respondents was collected using the questionnaire. Mothers were asked for
their consent to participate in the study. Upon agreeing to participate in the study, data collectors
interviewed mothers on current and previous (recalled) infant feeding practices and factors
influence EBF. A total of 193 women were interviewed; where each interview took about 10 to

15 minutes depending on mother’s speed of replying and calmness of the infant.

The quality of the data was assured by using validated questionnaire which was previously

developed and used by another researcher on similar topic and was also pre-tested. The
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questionnaire was prepared in English and translated to Amharic since the majority of

populations of the study speak Amharic.
Variables in the study
Dependent variable

Exclusive breastfeeding was the dependent variable and was measured as a proportion of

mothers who reported breastfeeding their infants exclusively for the first six months of life.
Independent variables

The independent variables in this study were socio demographic characteristics like age,
education level, and place of residence, marital status, parity, monthly income and occupation of
the mothers. Other variables included were knowledge of mothers on exclusive breast feeding,
place and mode of delivery, beliefs, perception, ANC follow up, maternal and child illness and

disclosure of HIV status.
Operational definitions

Exclusive Breastfeeding: Giving infant breast milk only and prescribed medicine,

vitamin/mineral drops, syrup.

Exclusive Replacement Feeding: Giving an infant who is not receiving any breast milk a

nutritionally adequate diet until the age at which the child can be fully fed on family food
Mixed Feeding: Giving the baby some breast milk and extra foods and drinks.
Pre lacteal feeding: giving any foods or drinks for infant before they start breastfeeding.
HIV Exposed Infants: Are infants who were born from HIV infected mothers

Data analysis procedures

After data collection, each questionnaire was checked for completeness and code was given
before data entry and then data were entered, cleaned (explored) for outliers, missed values and
missed variables and analyzed using SPSS version 20 statistical packages. Univariate analyses

were done to determine various proportions including: the proportions of HIV positive mothers
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who practiced exclusive breast feeding, mixed feeding, replacement feeding and other types of
infant feeding. And then bivariate analysis was done to measure the existence and the strength of
an association between the dependent variable which is exclusive breastfeeding and the
independent variables. Variables who had less than 0.05 level of significance was further
analyzed in multiple logistic regression model to control the potential confounding variables.
Additionally, Variables that were well known predictors of exclusive breastfeeding, such as
maternal breast feeding problem and mode of delivery were considered in the multivariate

analysis, regardless of the cut-off point for p-value.

Knowledge on EBF was measured with six questions which were adapted from previous similar
unpublished thesis reports[92]. Mother who could answer more than four questions correctly
were categorized as having good knowledge on EBF while those who could not answer more

than four questions were categorized as having poor knowledge.
Ethical consideration

The research was approved by Ethical Review Committee of School of Public Health, Addis
Ababa University, and letter of permission was obtained from Oromia Regional Health Bureau,
Adama city Administration health office and the three health facilities. Verbal and written
consents were obtained from the study subjects after explaining the study objectives and
procedures and their right to refuse to participate in the study any time they want to. For this
purpose, a one-page consent letter was attached to the cover-page of each questionnaire stating
about the general purpose of the study and issues of confidentiality which was discussed by data

collectors before proceeding with the interview.
Dissemination of results

The results of this study will be presented to Addis Ababa University, School of Public Health. It
will also be communicated to Health facilities, Adama City Administration Health Office,
ORHB and other concerned bodies through report. Furthermore, efforts will be made to publish

the findings on national and international peer reviewed journals.
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RESULTS
A total of 193 HIV positive mothers with infants aged 6 — 24 months attending ART and

PMTCT clinics in the three health facilities of Adama town were interviewed. From the total of
193 HIV positive women with infants aged 6—24 months recruited, 190 participants were
responded actively making the response rate of 98.4%. Of the 190 respondents, 87 (46%) were
from Adama Hospital, 67 (35%) from Adama Health Centre and 36 (19%) from Geda Health

Centre.

Socio-demographic characteristic of the study population

The age range of the respondents was 20 to 40 years, with a mean +SD age of 28.8 +4.09.
Among these 164 (86.3%) were married, and 26 (13.7%) were single (never married). The
majority (90%) of the participants were residing in urban settings. Over half (61.1%) were
Orthodox Christians followed by protestant (18.4%), Muslim 31 (16.3%) and Others 8 (4.2%).
About two-fifths (42.6%) of respondents were ethnic Oromo, 39.5% Ambhara, 6.8% Tigre and
11.1% were from other ethnic groups. Most of participants’ educational status were below
primary school 140 (73.7 %) and 50 (26.3%) had finished Secondary school and above. With
regard to the participants job status, majority 140 (73.7%) were housewives, 23(12.1%)
employed, 15(7.9%) daily-laborer, and the remaining 12(6.3%) were others. A monthly
household income of <500 per month was reported by 76 (40%) of the respondents. Table 1
shows distribution of socio- demographic characteristics of HIV positive women with 6-24

months old infants in selected health facilities in Adama town.
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Table 1: Socio- demographic characteristics of HIV positive women with 6-24 months old

infants in selected health facilities in Adama town, May 2016

Variables Response (n=190) Percentage of respondents

Name of Health facilities

Adama Hospital 87 45.8
Adama HC 67 353
Geda HC 36 18.9
Age

15 to 24 27 14.2
25 to 34 145 76.3
35t049 18 9.5

Place of residence

Rural 19 10.0

Urban 171 90.0

Marital status

Single 26 13.7
Married 164 86.3
Education

Below primary school 140 73.7
Secondary and above 50 26.3
Religion

Orthodox 116 61.1
Protestant 35 18.4
Muslim 31 16.3
Others 8 4.2
Ethnicity

Oromo 81 42.6
Amhara 75 39.5
Tigre 13 6.8
Others 21 11.1
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Occupation

House wife 140 73.7
Employee 23 12.1
Daily Laborer 15 7.9
Others 12 6.3

Monthly household Income

<500 76 40.0
500 to 1000 56 29.5
>1000 58 30.5

The mean +SD age of the infant at the time of interview was 11.9 +4.8 months. Out of these
100(52.6%) were boys and 90 (47.4%) were girls.

Infant feeding practices among study participants

In this study, infant feeding practices were assessed; these included exclusive breastfeeding,
mixed feeding, replacement feeding, pre lacteal feeding and early cessation of breastfeeding. In
this study, data showed that majority of infants 184(96.8%) were breastfed while few (6)3.2%
were never breastfed. Of those ever breast feed their children 85.3 %( 157) mothers initiated
breastfeeding immediately after delivery, 6 %( 11) of them initiated with one hour, 5.4 %( 10) of
them initiated between two to three hours after delivery and the rest 3.3%(6) of them initiated
breast feeding after three hours. Majority (62.5%) of mothers who initiated breast feeding after
one hour were due to caesarian section, 18.8% of them due to delayed milk secretion, 6.3% of
the were due to their baby were sick and the rest of the were due to other factor.

Exclusive breastfeeding

In this study, the rate of EBF were 84.7 %( 95% CI: 80% - 90%), the remaining mothers 15.3%

did not breastfeed exclusively as shown in figures 1.
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Figure 1: Breastfeeding status of HIV Positive women with 6-24 months old infants from

selected health facilities in Adama town, May 2016

Data showed that the rates of exclusive breastfeeding were high at the beginning of the infant’s
life after birth and gradually decrease as the age of infant’s increases. Majority (94%) of
mothers were exclusively breast feed their infant during the first month of infants life. But, this
figure decline as the age of infant increases and reach 84.7% at 6 months as summarized in

figure 2.
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Figure 2: Percentage of infants exclusively breastfed by age among HIV Positive women with 6-

24 months old infants from selected health facilities in Adama town, May 2016

Replacement Feeding

Only few infants 6 (3.2%) were never breastfed. Of those mothers who were feed their infants
exclusively replacement feeding, two third 4(67%) of them used homemade food and 2(33%)
used commercial formula food.

Mixed feeding

Data showed that out of 190 respondents, 12 (6.3%) gave their infants breast milk and other
foods or liquids before six months of infant’s life. These other foods were reported to be cow
milk, porridge, juice, tea, mashed potatoes and water. Among mothers who practiced mixed
feeding the commonest reasons were, 5(42%) of mothers reported it was due to infant sickness,
4(33%) influenced by people advice and 3(25%) of them reported that they think breast milk was
not enough.

Pre-lacteal feeding practices

Out of 184 ever breast feed mothers, 7(3.8%) of them gave their infants liquids or foods before
they initiated breast feeding (pre-lacteal feeding). More than half percent of mothers who
practiced pre-lacteal feeding were influenced by family members like mother, sister,
grandmother and mother in law. Among mothers who gave their infants liquids or food before
initiating breastfeeding, the commonest reason citied were their breast milk was not coming out
(85.7%), while sore nipples(3.7%), Illness of the mother(5%), Illness of the child(3.3% ) and
others(2.3% ) were mentioned.

Early cessation of breastfeeding

Early cessation of breastfeeding is mothers who weaned their infants early before six months.
Data showed that 4(2.1%) mothers were stopped breastfeeding (early cessation) before six

months.
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Figure 3: Infant feeding practices by HIV Positive women with 6-24 months old infants from
selected health facilities in Adama town, May 2016

Reproductive health history of study participants

Data showed that most 174 (91.6%) of deliveries took place at health facilities while few
16(8.4%) took place at home. Majority of the respondents 174 (91.6%) had normal deliveries
which were assisted by midwifes, nurses, health officers, doctors and other health professionals
while 16(8.4%) had caesarean section. Among 184 respondents who reported to have breastfed
their infants 157 (85.3%) reported initiating breastfeeding within an hour after delivery. Twenty
one (11.4%) reported delaying for more than one hour while few 6(3.3%) delayed for more than
a day. Early initiation; that is within one hour was done mostly by those who had vaginal
delivery by 91.7%, while for all who delayed (more than one hour and more than a day) 7 % had

caesarean section and 1.3 % were reported illness of either child or mother.

Majority 182 (95.8%) of the mothers who were interviewed had attended antenatal clinic during
their last pregnancy, with only 8(4.2%) not attending. Those who attended antenatal clinic were
offered HIV counseling and testing and pregnancy related health educations. Furthermore,

Respondent mentioned they were taught one or more topics such as on benefits of breastfeeding
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infants as reported by 173 (91.1%), how to position the baby when breast feeding and attachment
of the baby to the breast102 (53.7%), benefits of exclusive breastfeeding in the context of HIV
136 (71.6%), management of breast problem 105 (55.3%) and expressing breast milk 34
(17.5%). Respondent reported that breastfeeding education was given mainly by health workers
(94.2) who are doctors, nurses and other health professionals, and mother support groups. Few
(5.5%) of the respondents reported not getting breastfeeding education during their antenatal care

visit however, they heard about EBF from their friends, relatives or through media.

Knowledge of mothers about duration of exclusive breastfeeding and frequency of
breastfeeding

The results showed that over three-quarters 150(80%) had adequate knowledge about exclusive
breast feeding, with few 30(20%) had un-adequate knowledge about exclusive breast feeding as

explained in table 2.

Table 2 Distribution of knowledge level about exclusive breastfeeding

knowledge level(possible score ranges from 0 to 6) | Number(n=190) | Percentage (%)

Adequate knowledge(5 — 6 points) 150 80%

Inadequate knowledge(0 — 4 points) 30 20%

Disclosure of HIV status

Most of the study respondents (98.3%) disclosed their HIV status to various people such as
husbands/spouses, one’s own mother, grandmother, mother in law, and siblings; some disclosed
to one person while others disclosed to more than one person. More than three- quarter (87.9%)
of the study participants reported that disclosing their HIV status to their husband/spouse, the

rest of them disclosed to others such as grandmother, mother in law and sibling.
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Table 3: Association of various socio-demographic variables with EBF among HIV positive

women with 6-24 months old infants in selected health facilities of Adama town, May 2016

Exclusive breastfeeding P- Value | Crude OR (95% CI)

Variables Response Yes (%) No (%)

Adama Hospital 76(87.4%) 11(12.6%) | 0.186 1.97(0.72, 5.41)
Name of Health | Adama HC 57(85.1%) 10(14.9%) | 0.355 1.63(0.58, 4.58)
facilities Geda HC 28(77.8%) | 8(22.2%) 1

15 to 24 21(77.8) 6(22.2) 0.611 0.21(0.023, 1.880)

25 to 34 123(84.8) 22(152) | 0.292 0.33(0.042, 2.599)
Age 35 to 49 17(94.4) 1(5.6) 1
Place of Rural 18(94.7) 1(15.26) | 0.229 3.52 (0.452, 27.488)
residence Urban 143(83.6) 28(16.4) 1

Single 21(80.8) 5(19.2) 0.546 0.72(0.248, 2.094)
Marital status Married 140(85.4) 24(14.6) 1

Below primary 2.72(1.201, 6.175)*

education 124(88.6) 16(11.4) 0.016
Education level | Secondary and

above 37(74) 13(26) 1

Orthodox 99(85) 17(14.7) | 0.867 0.83(0.10, 7.196)

Protestant 31(88.6) 4(11.4) 0.932 1.11(0.11, 11.491)

Muslim 24(77.4) 7(22.6) 0.536 0.49(0.0541,4.685)
Religion Others 7(87.5) 1(12.5) 1

Oromo 72(88.9) 9(11.1) 0.141 2.50(0.74, 8.469)

Ambhara 63(84) 12(16) 0.41 1.64(0.51, 5.333)

Tigre 10(76.9) 3(23.1) 0.961 1.04(0.20, 5.343)
Ethnicity Others 16(76.2) 5(23.8) 1

Employee 19(82.6) 4(17.4) 0.293 2.37(0.47, 11.922)

Daily Laborer 11(73.3) 4(26.7) 0.707 1.37(0.26, 7.220)

House wife 123(87.9) 17(12.1) 0.053 3.62(0.98, 13.314)
Occupation Others 8(66.7) 4(33.3) 1
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<=500 66(86.8) 10(13.2) | 0915 1.056(0.389, 2.870)

Family monthly | 501 -1000 45(80.4) 11(19.6) 0.404 0.655(0.240, 1.772)

income >=1000 50(86.2) 8(13.8) 1

Factors Influencing Exclusive Breastfeeding

Various factors that influence exclusive breastfeeding were identified and presented below.

The socio-demographic data were analyzed, and the findings show that exclusive breastfeeding
was practiced less by mothers who had finished secondary school and above as compared to
those who attained below primary school. The observed difference was statistically significant
(p=0.016). Other variables such as place of residence, education level, marital status, religion,
Ethnicity, Occupation, parity and monthly family income showed no statistical significance to

exclusive breastfeeding as shown in table 2

Furthermore, in bivariate logistic regression analysis, exclusive breastfeeding were significantly
associated with: mother who attended ANC follow up (P=0.013) and had adequate knowledge
about exclusively breastfeeding (p = 0.000). Furthermore, significant association to exclusive
breastfeeding was present with mothers being heard about Exclusive Breast Feeding (p = 0.001)
and disclose their HIV status to their husband/spouse (p=0.001). Although mothers who
delivered in home didn’t exposed to breast feeding education, data showed that it had no
significant association with practicing exclusive breastfeeding (p= 0.073). Additionally, Mode
of delivery and maternal breast feeding problem had no significant association with EBF (p =

0.073) and (P=0.061) respectively as presented in table 4
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Table 4 : Association of Exclusive Breastfeeding practice with some variables in the sample
characteristics among HIV Positive women with 6-24 months old infants from selected health

facilities in Adama town, May 2016.

Exclusive P-
breastfeeding status Value | Crude
Variable Response Yes (%) No (%) OR (95%Cl)
Health facility | 150(86.2) | 24(13.8) 0.073 | 2.841(0.907, 8.897)
Place of delivery Home 11(68.8) 5(31.3) 1
Vaginal 0.073
delivery 150(86.2) | 24(13.8) 2.84(0.91, 8.90)
Mode of delivery C/S 11(68.8) | 5(31.3) 1
Yes 157(86.3) | 25(13.7) | 0.013 | 6.28(1.47, 26.74)*
ANC NO 4(50%) 4(50) 1
Had knowledge Yes 138(90.8) | 14(8.2) 0.000 | 6.43(2.74, 15.07)*
about EBF NO 23(60.5) | 15(39.5) 1
Yes 157(87.2) |23(12.8) |0.001 | 10.24(2.68, 39.05)*
Heard about EBF NO 4(40.0) 6(60.0)
Disclosed HIV status | Yes 145(87.9) | 20(12.1) 0.001 | 4.77(1.89, 12.01)*
to Husband/Spouse | No 16(64.0) 9(36.0) 1
Breast feeding Yes 14(70.0) 6(30.0) 0.061 | 0.36(0.13, 1.05)
problem No 147(86.5) | 23(13.5) 1

*Statistically significant, EBF- exclusive breastfeeding, ANC-Antenatal care

Although Mothers who have ever heard about exclusive breastfeeding and had ANC follow up
during the last pregnancy were associated with exclusive breastfeeding in bivariate analysis, only
mothers who had adequate knowledge about Exclusive Breast Feeding, those who disclosed their
HIV status to their husbands/Spouses and those who had attained a primary school or below
(poorly educated) retained significant association in multivariate logistic regression analysis.
The results showed that mothers who had adequate knowledge on EBF were 6.8 times more

likely to practice exclusive breastfeeding than the referent group (Adjusted OR = 6.84(2.54,
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18.44)) while mothers who disclosed their HIV status to their husbands/Spouses were 3.8 times
more likely to practice exclusive breastfeeding than those who didn’t disclose to their status to
their husbands/Spouses (Adjusted OR= 3.80(1.28, 11.28)). Moreover, mothers who attained
primary school or below were 3.9 times more likely to practice exclusive breastfeeding than the

referent group (Adjusted OR = 3.89(1.41, 10.70)).The results are summarized in table 5.

Table 5: Logistic regression showing factors influencing exclusive breastfeeding among HIV

Positive women with 6-24 months old infants from selected health facilities in Adama town,

May 2016.

Variable Response COR (95%CiI) AOR (95% CI)
Below primary 2.72 (1.20, 6.17) 3.89(1.41, 10.70)*
education

Education level secondary and above 1 !

Yes 2.84(0.907,0.897) | 1.66(0.23, 11.84)

Mode of delivery NO 1 1
Yes 6.28(1.47,26.74) | 0.57(0.04,7.49)

ANC NO 1 1

Had adequate knowledge Yes 6.43(2.74, 15.07) 6.84(2.54, 18.44)*

about EBF NO 1 :

Have you ever heard about | Yes 10.24(2.68, 39.05) | 3.18(0.45, 22.37)

EBF NO 1 1

Disclosed HIV status to Yes 4.77 (1.89, 12.01) 3.80(1.28, 11.28)*

Husband/Spouse NO 1 1
Yes 0.365(0.127, 1.046) | 0.49(0.13, 1.80)

Breast feeding problem NO 1 1

*Statistically significant, EBF- exclusive breastfeeding, ANC-Antenatal care
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DISCUSSION
This study has tried to assess the proportion of EBF, MF and RF among HIV-positive mothers
and identified factors that are associated with Exclusive Breast Feeding (EBF). It has been
shown that EBF is more influenced by having proper knowledge about EBF, educational status
of mothers and HIV disclosure status to spouse.
The results of this study were similar with other previous studies in Ethiopia and African
countries that have showed that breastfeeding is accepted practice where most of the infants are
breastfed [45, 52, 58, 93].
In this study it was found that most mothers (96.8%) breastfed their babies, the finding was
similar with study done in Goba district, south east Ethiopia[45] and the demographic health
survey of Ethiopia where it was noted that, almost all (98%) babies in Ethiopia are breastfed for
some period of time regardless of mothers’ HIV status [15, 45]. It was found in this study that
most mothers (85.3%) initiated breastfeeding within one hour after birth, which is the
recommended time [30]. Early initiation of breastfeeding is important for both the mother and
the child. It helps in the production of milk and stimulates the contraction of the uterus after
childbirth[15]. It is recommended that children be fed colostrum immediately after birth and
continue to be exclusively breastfed. The same results has been reported by other studies where it
is stated that, majority of mothers initiate breast feeding at birth and sometimes within the first
day with a reported longer duration of breastfeeding of up to 24 months[28, 53, 58, 94].
In this study, the rate of exclusive breastfeeding among HIV positive mothers of Adama town
was found to be 84.7% which is relatively higher compared to those reported in Ethiopia by
Maru et al and Mekurem et al which was 30.6% and 73.0% respectively[28, 29]. Moreover, It
was also higher than studies in Kenya, Tanzania and Uganda [39, 40, 58, 95, 96]. This observed
difference may be due to commitment of government and international organization to the
strengthened PMTCT services. However, the duration of exclusive breastfeeding decreased as
the age of the infant increase, It was higher in the first months of life and going down as the child
grow, the same has been reported in other studies [15, 94, 95, 97]. This could be a result of
mothers being unsure whether their breast milk is sufficient to meet infant’s body requirement
for the first six months as well as fear of HIV transmission to their child through breast feeding.
This study also revealed that highly educated mothers were less likely to currently breastfeed
than poorly educated mothers. This might be due to the fact that highly educated mothers have
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the chance to work out side home since they have the chance to be employed. This resulted in
mixed feeding. Besides, the duration of maternity leave in Ethiopia is three month so employed
mother go back to work after three month, and it results in non-adherence to Excusive breast
feeding. This pattern supports findings from studies in Ethiopia, Timor- Leste and Ireland where
the prevalence of exclusive breastfeeding was higher among poorly educated mothers [50, 53,
54]. However, these result is in contrast with evidence from study conducted in rural district of
Ethiopia, Nigeria and Kenya, where uneducated mothers are less likely breast feed than

educated one[39, 60, 98].

Furthermore, this study indicated that those mothers who had knowledge on duration of
exclusive breast feeding were more likely adhere to exclusive breast feeding. Similar finding
were reported in study conducted in Ethiopia and Tanzania [35, 46, 98, 99]. This may be due to
the fact that mothers who had knowledge about the duration of EBF knew the benefits of EBF
for themselves and their infants as well as understand the consequence of not feeding their

infants exclusively for the first 6 months of infant life, so they easily adhere to EBF.

This study also revealed that, disclosure to spouse was found to be a predictor to exclusive
breastfeeding, mothers who disclosed their HIV status to their husband or spouses managed to
adhere to exclusive breastfeeding. When the husbands are not aware of the HIV status of their
wives, they usually impose on inappropriate infant feeding. Similar finding were reported in
study done in Ethiopia, Kenya, Nigeria and Tanzania [29, 69, 100-102]. WHO reported that
disclosure of one’s HIV status to sexual partners is highly emphasized for various reasons
including increased opportunities for social support [86]. Moreover, non-disclosure of HIV
status to partners and close members of the family like infant’s grandmother lead to non-
adherence to exclusive breastfeeding. In addition; studies has been reported that women who
disclose their HIV status to their spouses are less likely to practice mixed feeding [29, 100, 103,
104]. This implies that there is a need to involve those who are close to the mother in
counseling on exclusive breastfeeding especially spouse or husband to decrease the

consequences of mixed feeding.
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Strength of the study

Data was collected both from hospital and health centers. This enables to catch heterogeneous

groups. Similarly, the study has used adapted structured questionnaire to collect data.
Limitation of the study

Information on EBF feeding was based on recall since birth and some women might not
remember the specific time when they introduce extra foods and drinks to their infants.
Moreover, they cannot be generalized due to the small sample seize and also due to the fact that
it was health facility based. The study participants received infant feeding counseling during
follow-up and can easily answer the questions. This may overestimated the rates of exclusive
breastfeeding practices and underestimated the rates of mixed and pre-lacteal feeding.

Regardless of these limitations, study findings provide important input on infant feeding choice.
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CONCLUSION AND RECOMMENDATIONS

Conclusion
This study highlights the prevalence of Exclusive breast feeding, mixed and replacement feeding

and factors that contributed to adherence to EBF among HIV positive mothers.

Mothers who have knowledge about exclusive breast feeding, poorly educated mothers (attained
primary school or below) and mothers who disclosure their HIV status to their husband/ spouse
was found to be exclusive breastfeeding. Thus, to enhance EBF among HIV positive mothers,

the following recommendations are made on the basis of the above finding

e Health workers and Counselors should provide continuous breastfeeding education to
mothers whenever they attend clinics for follow up with emphasis on exclusive
breastfeeding to enhance adherence to EBF

e Health workers and Counselors should encourage and assist HIV positive mothers to
disclose their HIV status to their husband/spouse.

e Husbands and spouses should be involved in breastfeeding education concerning
advantages of exclusive breastfeeding to the HIV exposed infants.

e An ongoing advocacy work on media (local and National) about the importance of EBF

should continue.
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ANNEXES

Annex: 1 Informed consent form (English)

CONSENT FORM
ID NO.
Consent to participate in study:

Hello, my name is ; L am a nurse and now I am collecting data from patients in

ART and PMTCT clinic for the research being conducted on exclusive breastfeeding among
HIV+ mothers on chronic HIV care in Adama town by Zelalem Ketema who is the Master of

public Health student in Addis Ababa University

The aim of this study is to determine factors that influence exclusive breastfeeding practices
among HIV positive mothers of aged 6- 24 month old infants on chronic HIV care in Adama

town.

If you agree to participate in this study, you will be required to answer a series of question that
have been prepared for the study through interview in order to obtain the intended information.

You will be interview for 20-30 minutes.

All information that will be collected will be kept in private and will be used only for this study.

The form will not bear your name but identification number.

Participating in this study is completely voluntary. You can choose not to participate in this study
and even if you have already accept to participated in the study you can quit at any time if you
feel so. Refusal to participate or withdrawals from the study will not involve penalty or loss of
any benefits. If you have any questions about this study you may ask me or the principal

investigator Zelalem Ketema (Tel: 0913031717 email: zketema9@gmail.com)

Consent form for study subjects

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

kept confidential. Based on this, I agree to participate in the research voluntarily.

Name and signature -- Date-
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Annex 3: Informed consent form (Amharic)

PP aval\B, Ph

M SATATE (9% 1Ch ANAD-:: HAAY® 1H99 P40 ANO RLACOEL U-ATS £916 +avid
A7 aoavleP TOEY (hThe O7HEN ASRTF AaBase N0t 0T mt OF AP AdtPRh
P99, 00k TICTT ATIOP NAS7 H97 AQFSLCONT ATLLLID TSF o8 ANAL T7::

PTGt ANT] AT ARO. ZHEAO AGPT AGPBasem- (LT @Ot met NF AZ8Am0 AOFPSh P91.0040E
MCTF7 ATIOP qa::

TGk AL APAtG 22T NP AHU- TG T OHHIE. thr e aom@dT7T hmeeFAv-:: apmPe h7e Ahth (A
Led NF LOA4HN:: hACH? P7LANNND- aol8 ATGTE TP NF PTLOAG N7LATC P9°78H dPP'RY
ATINAT:: (LY P& ATLAM-T aPL8 AL (P77 097768 aPP'rT AW TIAIN T

OHY TSF AL 299,014 APT avtv AdP(- 4.PLG PUP'r APT F CFD-:: 4.PLE NAVT NLATT 0% T NSk
a@-Mt e AN ALY TGT AL ANPAT4P ORI PG @-OT NIt (DA @A 9oIP° ALY POt
PIIPANTA aPPET WG TPI°  09904M av PRy WTIAINT (HY TG AL TP AP TGET? hPAd PAD-Y

HAAZ® trte? (hAh £7C 0913031717 A7%.0-9° NAT2A AL ¢4 zketemag@gmail. omeP S AN::

A FLPT 2.2 aval\em,

AL &C91%7 haF eL2het AATGSE AA9IS PPPAML-A. aPl8 ATGE AN“D 1F P9L@-A aoUPrY
FCTA: 0TI TI71ES Amu~Tt aPZ8 NTLATC 9.0 aPPET (TIOP 10-::0H.Y av(\lt TGE AL
AGPAFG ave ATD (v 4. PLG avP7 WINIAU-::

age

é&CM

7
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Annex 3: Data collection tool (English Version)

Assessment of prevalence and factors influencing exclusive breast feeding
among HIV positive mothers at selected Health facilities of Adama city

Administration

Date of interview  / /2014
Interviewer’s Name
Questionnaire number
Respondent’s Number

Name of health facility
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SECTION 1: SOCIO - DEMOGRAPHIC INFORMATION (circle the correct answer/fill in space provided)

A. Mother’s information

No

QUESTIONS AND FILTERS

CODING CATEGORIES

SKIP

100

How old were you at your last birthday?

AGE IN COMPLETED YEARS---------—-—-—-

101

Place of Residence

Urban

Rural

102

What is your marital status?

Single

Living together

1

2

3

4. Married
5

6. Divorced
7

Widow

103

What is your highest level education?

1. No formal education
2. Primary school

3. Secondary school
4

College and above

104

What is your religion?

[am—

Orthodox
Catholic
Protestant

Muslim

A

Others (specify)

105

What ethnic group does you belong to?

—_—

Oromo
Ambhara
Tigire
Gurage

v ok »D

Others specify-

106

What is your occupation?

44

—_—

Government employee
Private employee
Daily-laborer

House wife

A

Merchant




6. Farmer
7. Others(specify) ---------------
107 | What is your family total monthly Eth.birr
income? Approximate
B. Infants Information
200 | Howoldisyourchild? | (Months)
201 | Sex of your child? 1. Male
2. Female
202 | Birth weight of a child (verify by using RH
cardif available) | / kg
203 | Where did you deliver this child? 1. Health facility
2. Home
3. Traditional Birth Attendant
house
4. Others specify
204 | What was the mode of delivery? 1. Normal delivery(vaginal)
2. Caesarean section
3. Forceps delivery
4. Vacuum delivery
5. Episiotomy
6. other
205 | Who assisted you during delivery? 1. Health worker
2. Traditional birth attendant
3. Relatives
4. Others specify
SECTION 2: INFANT FEEDING PRACTICES
300 | Is this your 1%, 2" or 3" child? SPECITY coveeeereeeeee s erenene (If 1° child
go to
qn.304)
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301 | If not your 1* child, did you breast feed 1. Yes
the older child? ..................... 2. No
302 | Ifyes, forhowlong? | Months/days
303 | If no 301, why? 1. Going back to work
2. lhad HIV
3. Breast milk was not enough
4. Other
304 | Have you ever breastfed this child? 1. Yes (if no. go to
2. no gn. 309)
305 | When did you initiate breastfeeding your 1. Immediately after delivery
child for the first time after delivery? 2. within 1 hour
3. 2-3 hours
4. Days (mention) ...........
306 | If delayed more than one hour, what 1. Caesarian section
were reasons that made you delay in 2. Baby was sick
breastfeeding initiation? 3. Mother was sick
4. Delayed milk secretion
5. Others (Mention)......cceuenu.e.
307 | Do you currently breast feed your child? 1. Yes
2. no
308 | If the baby is still breastfeeding do you 1. Yes
give your child any other food or liquid 2. no
like water/juice apart from breast milk
309 | After delivery, did you give your baby 1. Yes
anything to eat/drink before starting 2. No
breastfeeding?
310 | If yes, what did you give your baby? 1. Water
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2. Thin porridge
3. Milk
4. Others (specify)............
311 | Who advised you to provide your child 1. My own decision
with such type of food/ fluid? 2. Grand parents
3. Friends
4. Others (specify)
312 | What were the reasons for introducing 1. Milk was not coming out
such food before starting breastfeeding? 2. Sore nipples
3. lliness of the mother
4. lllness of the child
5. Other specify
313 | When did you start introducing extra 1. Lessthan 1 month
foods / drinks including water to your 2. 1to 3 months
child? 3. 4to5 months
4. 6 months
314 | If your child is not currently
breastfeeding, how old was the child <ereme..months
when you stopped breastfeeding
him/her?
315 | Why did you stopped breastfeeding 1. The milk was not enough
2. Work away from home
3. Breast problems
4. Fear of infecting the child
5. Others (specify)
316 | Who influenced your decision on your 1. Husband/spouse
feeding practice? 2. My mother
3. Motherin law
4. Health worker
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5.
6.

My own decision

Others mention

SECTION 3: SOURCES OF INFORMATION ON EXCLUSIVE BREASFEEDING

400 | During pregnancy did you attend Ante 1. Yes (f nogoto
Natal Clinic? 2. no Q no. 402)
401 | Did anyone talk to you about 1. Yes
breastfeeding? 2. no
402 | What were you told about breast 1. Benefits of breastfeeding
feeding? 2. Positioning of the baby
3. Exclusive breastfeeding
4. Management of breast
problem
5. Expression of breast milk
6. Others (mention)
403 | Have you ever heard about exclusive 1. Yes (If no. goto
breastfeeding? 2. no gn. No. 406)
404 | If yes, where did you get the information 1. Health workers
from? 2. Media
3. Relatives
4. Others (specify)...c.ccccoeunneee
405 | Did anyone show you how to breast feed? 1. Yes
2. no
406 | Who showed you how to breastfeed? 1. Health workers
2. Relatives
3. Others (specify)....ccu.......

SECTION 4: KNOWLEDGE OF MOTHER ON EXCLUSIVE BREASTFEEDING

500

What is the importance of yellowish milk

1.

Nutritious
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(colostrums) 2. Protection against diseases
3. ldon’t know
4. Other (mention)............
501 | Do you think breast milk alone is 1. Yes
sufficient for the baby for 0-6 months? 2. No
502 | If no, for how long is breast milk sufficient 1. 1 month
for the baby? 2. 2 months
3. 3 months
4. 4 months
5. 5months
503 | How many times per day should the baby 1. 5-7times
be breastfed? 2. 8-10times
3. Ondemand
504 | What is the appropriate time to start 1. Lessthan 1 month
complementary foods? 2. 1to 3 months
3. 4to 5 months
4. 6 months
505 | What kind of infant feeding option 1. Replacement feeding
recommended for HIV positive mothers 2. Exclusive breastfeeding
for the first six month? 3. Wet nursing
4. Expressed milk
5. Breast milk and foods
6. Other(specify)
SECTION 5: BARRIERS TO EXCLUSIVE BREASTFEEDING
600 | Have you disclosed your HIV status to 1. Yes
anyone? 2. No
601 | To whom did you disclose your status? 1. Husband/Spouse
2. My mother
3. My motherin laws
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E

Others

602

Did you experience any breastfeeding

problems?

NoE

Yes, breastfeeding problems?

No

603

If yes, what was the problem?

i O

Abscess
Mastitis
Sore/cracked nipples

Others (mention)

604

How did you manage the problem?

Went to health facility for
advice
Rub local herbs on it

Others (mention)

605

What do you think are the reasons for

mothers not breastfeeding exclusively?

A

Lack of information

Work demand

Insufficient breast milk
Traditions and cultural beliefs

Other (mention)
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Annex 4: Questionnaires (Amharic Version)

Assessment of prevalence and factors influencing exclusive breast feeding among HIV

positive mothers at selected Health facilities of Adama city Administration
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4. ovaN.2( Vacuum delivery)
5. 07+a7 P& 119 (episiotomy)
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