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ABSTRACT

Poor Infant and Young Child Feeding (IYCF) practices contribute to high burden of child
malnutrition in Nigeria. Community-based support group intervention has the potential to
improve [YCF coverage and reach the rural population; however, its effects on infant feeding
practices of mothers in Nigeria remain unexplored. This study was therefore conducted to
determine the effects of peer support group counselling on infant feeding practices of mothers in

selected rural areas of Ido and Oluyole Local Government Areas in Ibadan, Nigeria.

This quasi experimental design study involved systematic random sampling of 240 non-
primigravid pregnant women (26-34 weeks). Respondents were assigned into Experimental
Group (EG) (Ido) and Control Group (CG) (Oluyole) of 120 each based on area of residence.
Baseline and endline data were collected using a semi-structured, interviewer-administered
questionnaire comprising socio-demographic characteristics, 21-point knowledge, 17-point
attitude and 36-point practice scales on infant feeding. All respondents were exposed to
conventional antenatal nutrition education. Respondents in experimental group were followed up
with 15-months peer support counselling including action-oriented group discussion, use of
pictorial counselling booklet and home visits. Complementary feeding practice indicators were
assessed using multiple pass 24-hour dietary recall. Weight and length of index children were
measured at age 12 months using standard procedure and analysed for anthropometric
characteristics using WHO Anthro software. Factors influencing IYCF practices and mothers’
strategies for responsive feeding were determined using Focus Group Discussions and analysed
thematically. Quantitative data were analysed using descriptive statistics and students’t-test at

0o.05-

Age of Mothers was 28.7+5.1 years, 98.8% were married, 97.1% were Yoruba and 60.8% had
secondary education. Mothers’ infant feeding knowledge significantly increased from 12.04+4.6 at
baseline to 20.7+£2.0 in EG and 16.9£3.1 to 18.9+£3.2 in CG. Mothers’ attitude to breastfeeding
significantly increased from 7.542.7at baseline to 15.242.1in EG and 11.0£2.5 to 13.6£3.4 in
CG.Mothers’ attitude to complementary feeding significantly increased from 4.3+1.6 at baseline
to 9.0+£0.1in EG and 7.7£1.3 to 8.1+1.8 in CG. Mothers’ practice of I[YCF improved significantly
from 16.6+2.9 at baseline to 18.1+2.8 in EG with no significant improvement among the CG
(16.6£3.2 at baseline to 16.4+2.6). Early initiation (57.5%; 42.2%), exclusive breastfeeding
(61.3%; 33.9%),), timely introduction of complementary feeding (62.2%; 39.4%), and children



that met minimum dietary diversity (64.2%; 30.6%) were higher in EG than CG, respectively. At
age 12 months, prevalence of wasting (24.8%; 17.4%); stunting (11.0%; 2.8%), underweight
(18.3%; 1.8%) and overweight (6.4%; 2.8%) was significantly higher among index children in
CG compared to EG, respectively. Decision of mothers on ['YCF practices was solely personal but
the practice was influenced by the introduction of pre-lacteal foods, mainly water and local
concoctions by extended family members. Responsive feeding was practised by mothers mainly

in form of singing and praising to encourage child’s cooperation during feeding.

Peer support group counselling increased infant feeding knowledge, attitude and practice among
women in rural areas of Ibadan with good nutrition outcomes among infants. Efforts to promote
infant feeding practices and reduce child malnutrition could therefore include the use of peer

support groups.
Keywords: Infant and Young Child Feeding, Prelacteal foods, Responsive feeding
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OPERATIONAL DEFINITION OF TERMS

Action-Oriented Group Discussion: Traditionally, group talks are organized to commnunicate
Ideas or convey information to a group. Usually, a leader directs the group talk, and group
participants ask and answer questions. An ‘action-oriented’ group is slightly different. Facilitators
encourage the group, personalize the information and to try something new or different (an
action) from what they normally do by following the sequence of activities or applying the steps;

observe,think,try and act.

Health talks are effective for giving information, but do not necessarily lead to changes in
Behaviour. Using the steps observe, think, try and act during health talks can motivate group
participants to change their behavior (The community Infant and Young Child Feeding
Counselling package, 2012)

EBF (Exclusive Breastfeeding): means giving a baby only breastmilk and no other foods or
drinks (Liquids or solids), not even water. Drops or syrups consisting of vitamins, mineral

supplements or medicines are permitted if medically indicated.

Complementary Feeding: The process starting when breastmilk alone is no longer sufficient to
meet the nutritional requirement of infant and therefore other foods and liquids are needed, along
with breastmilk. The target age for complementary feeding is generally taken to be from 6 up to

24 months.

Complementary Foods: Any locally prepared foods suitable as a complement to breastmilk

when breastmilk becomes insufficient to satisfy the nutritional requirements of the infant.

Peer Support: Peer support oocurs when people provide knowledge, experience, emotional,
social or practical help to each other. It commonly refers to an initiative consisting of trained
supporters and can take a number of forms such as peer mentoring, reflective listening or

counselling.

Support Group (IYCF): A group of mothers/fathers/caregivers, who promote recommended
breastfeeding and complementary feeding behavior, share their own experiences and provide

mutual support.

Pre-Lacteal Food: Foods introduced to an infant other than breastmilk before lactation

commences e.g Glucose, water, infant formular or local concoction.
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Responsive Feeding: Feeding infants directly, assisting older children when they feed themselves

and being sensitive to their hunger and satiety cues.

Behaviour Change Communication (BCC): a systenmatic change methodology based on initial

data gathering, adaptation of change message and agreement to change

Socio-ecological Framework: this concept indicates that health improvements and behavior
change are mediated by several levels of influence and therefore an intervention should consider
at least these five levels; person, family, community structure, service structure, political

/governmental.
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CHAPTER ONE
INTRODUCTION

1.0 Background to the Study

Poor Infant and Young Child Feeding (IYCF) practices contribute to high burden of
child malnutrition in Nigeria (NPC and ICF Macro 2014, 2019; NBS, NPopC and
FMOH, 2018). Child malnutrition remains a major problem in many developing
countries resulting in high burden of disease, deficit in development, poor health and
death (Mukuria, Kothari and Adbderrahim 2006; Black, Allen and Bhutta 2008;
Bejon, Mohammed and Mwangi 2008). Nigeria is one of the 20 countries that account
for 80% of undernourished children in the world, directly or indirectly contributing to
more than 50% of deaths among under-five children (FMoH, 2010). Though there was
a decline in under-five mortality between 2009 and 2013, the rate remains high at 128
deaths per thousand live births (NPC and ICF Macro, 2014). The persistent high rate of
mortality may be attributed to the slow improvement in nutritional indicators in
Nigerian children between 2013 and 2018. Stunting remains at 37%, however,
underweight and wasting declined from 29% to 23% and 18% to 7% respectively
(NPC and ICF Macro, 2014; 2019).

IYCF intervention in Nigeria is huge, yet burden of malnutrition among under-five
children remains high. Efforts to improve IYCF and child nutrition require holistic
approach including improved coverage of intervention. Though community- based
IYCF intervention has the potential to increase coverage and reach the underserved
population, its effect on infant feeding practices in Nigeria remains unexplored.
Different initiatives had been implemented in Nigeria, such as the Nigerian I[YCF
policy, strategy and plan of action, the Baby Friendly Hospital Initiatives (BFHI), and
training programmes for different categories of health workers on infant and young

child feeding counselling skills to improve I'YCF practices.

Despite these efforts, exclusive breastfeeding (EBF) and complementary feeding (CF)

indicators remain suboptimal in Nigeria. The key indicators of Infant and Young Child



Feeding practices in Nigeria are far from being impressive with early initiation of
breastfeeding declining from 38.0% to 19.2%; exclusive breastfeeding rate increased
from 17% to 27.2% and children 20-23 months who were still breastfeeding dropped
from 35.0% to 23.5% (NPC and ICF Macro, 2009; 2014; NBS, NPopC and FMOH,
2018).Similarly, infants age one month and below who have received water, non-milk
liquids, other milk and complementary foods were 39.0%, 4-0%, 4.0% and 22.0%
respectively (NPC and ICF Macro, 2019).

The high prevalence of malnutrition among under-five Nigerian children is largely due
to poor infant and young child feeding (IYCF) practices which remain high despite
several interventions at the various levels of health service delivery. Infant and young
child feeding practices are multidimensional and age specific practices comprising of
breastfeeding and complementary feeding, which together rank among the most
effective means to improve nutritional status and the survival of a child
(WHO/UNICEF, 2003). It has been widely recognized that under-nutrition occurs as a
result of several behavioural deficits with respect to health and nutrition. Based on
well-established evidence, theWorld Health Organization (WHO) and the
UnitedNations Children’s Fund (UNICEF) recommended thatmothers put newborns to
the breast within one hour ofbirth, breastfeed infants exclusively for the first six
monthsand continue to breastfeed for two years and beyond, together with nutritionally
adequate, safe, age-appropriate,responsive feeding of solid, semi-solid and soft foods
starting in the sixth month (Butte, Lopez-Alarcon, and Garza, 2002;WHO/UNICEF,
2003). All these components together form the basis of [YCF.

Increasing number of studies have shown the significant impact of early initiation
ofbreastfeedingwithin the first hour after birth,on reducing overall neonatal mortality
(Singh, 1992; Edmond, Zandoh, and Quigley, 2006). Early initiation and exclusive
breastfeeding appeared to be very responsive to community efforts in developing
country settings where ambient breastfeeding levels and duration is the norm (USAID,
2012). Likewise, continued breastfeeding beyond six months, accompaniedby sufficient
quantities of nutritionally adequate, safe andappropriate solid, semi-solid and soft
foods, also helps ensure good nutritional status and protects against illnesses.
Appropriate complementary feeding is therefore critical for the achievement of healthy

growth and development and survival of young children (Menon, 2012). Lack of



appropriate breastfeeding and complementary feeding practices are main causes of

under-nutrition in children (Stewart, Lannott and Dewil, 2013).

Studies by various authors have also shown poor IYCF practices from some
geographical regions of Nigeria (Oparaocha, Ibadin, and Muogbo 2002; Uchendu,
Ikefuna and Emodi 2009; Ekanem, Ekanem and Asuquo 2012). These poor indices
could be attributed to sole reliance on health facilities using the BFHI initiative to
promote I[YCF practices and the fact that many pregnant women in most developing
countries still deliver their babies at home, or with a brief stay, if delivered in the

hospital (Haider, Rasheed and Sanghui,2010).

Hence, there is a need to identify and explore factors that can aid in recognizing the
individuals or the population groups at risk of having suboptimal infant feeding
practice (WHO/UNICEF,2003)Furthermore, a holistic approach needs to be adopted in
promoting good infant feeding practices. Thus there is the need to build community
structure to promote, support and sustain infant feeding practices among community
members in addition to health facility based approaches (UNICEF, 2012). The
community has been identified as a veritable point of intervention to promote healthy
behaviour and practices by ensuring participation and mobilization that will lead to a
long-term behaviour change of individuals andcommunities at large (UNICEF, 2012;

Elizabeth Kimani-Murage, Wekesah, 2014).

The use of community support groups in the promotion of IYCF practices has been
reported to improve breastfeeding through peer support (Humphreys, Thompson,
Miner, 1998). Such support helps women overcome their breastfeeding problems,
improve mental health, increase self-esteem, confidence and wellbeing (Britton,
McCormick and Renfrew 2007) however, various studies have shown that
breastfeeding practices and supports vary with localities (Senarath, Dibley and Agho
2006; Dibley, Roy and Senarth 2010; Agho, Dibley and Odiase 2011). Likewise, the
relationship between area of residence and complementary feeding practices has
been documented (Chen, 2000; Vaahtera, Kulmala and Heitanen, 2001;Dang, Yan
and Yamamoto 2005; Faber, 2005; Lande, Anderson and Bearug, 2007). Urban
residence has been reported to favour consumption of quality and varied diets. Dang et
al. (2005) reported that urban children were given eggs, milk powder, formula and

fresh vegetables than rural children in China because many urban dwellers have better



income. Studies have found that consumption of fresh fruits and vegetables to most of
rural Malawian and South African children was uncommon (Vaahtera et al. 2001;
Faber, 2005). These evidences suggest the need for specific interventions in

community-based promotion of I'YCF practices.
1.1 Statement of the Problem

The burden of malnutrition remains high in Nigeria despite series of interventions with
stunting, underweight and wasting prevalence of 37%, 23% and 7% respectively
among under-five children (NPC and ICF Macro, 2019). The key IYCF indicators in
Nigeria are poor with early initiation of breastfeeding at 19.2%, 27.2% exclusive
breastfeeding rate, 23.5% of children 20-23 months still breastfeeding and infants aged
one month and below who have received water, non-milk liquids, other milk and
complementary foods were 39.0%, 4.0.%, 4.0% and 22.0% respectively (NPC and ICF
Macro, 2019).

With competing priorities, poor motivation and inadequate funding, health facilities
are underperforming in promoting good infant and young child feeding practices.
Interventions to improve infant and young child feeding need increased attention and
commitment if sustainable achievements in child survival, growth and development
are to be attained (Tapsoba, 2009;Alipui, 2012). Successful [YCF interventions rely on
behaviour and social change implemented at scale, which can only be reached through
political commitment, adequate resource allocation, capacity development and
effective communication majorly at the community level (Tapsoba, 2009; Baker,

Sanghui and Hajeebhoy 2013).

High stunting rates persist in Nigeria with complementary feeding and maternal
nutrition receiving little attention (UNICEF, 2012). However, improving maternity
practices through the standard BFHI process has generally been slow and poorly
institutionalized UNICEF, 2012) Early initiation and exclusive breastfeeding, among
other indicators are less practiced in Nigeria. Exclusive breastfeeding is suggested
from the day a child is born up to a minimum of six months without the introduction of
solid foods, infant formulas and other liquid mixtures. Similarly, with complementary
feeding, preparing the proper mixtures and varieties of food is challenging because the
process involves a large time-commitment (Black, Morris and Bryce 2008; Bhutta,

Ahmed and Black, 2008). Guidelines for infant feeding practices in Nigeria rely

4



primarily on health facilities even when there are evident bottlenecks in health service
delivery. Total reliance on health facilities for the communication of IYCF practices
may leave out a large proportion of children whose parents rarely access health

facilities (Federal Ministry of Health, 2010).

Furthermore, health facilities are underperforming in promoting good I'YCF practices.
Hence, there is a need to identify and explore factors that can aid in recognizing the
individuals or the population groups at risk of having suboptimal infant feeding
practices (WHO/UNICEF, 1999). Also, it shows that a holistic approach needs to be
adopted in promoting good infant feeding practices. Thus there is the need to build
community structure to promote, support and sustain infant feeding practices among
community members in addition to health facility based approaches. Support group
intervention is a recognized component of the ten steps to successful breastfeeding,
which recommends the establishment of breastfeeding support groups and referring

mothers to them on discharge (WHO/ UNICEF, 1999).

Although the role of peer support in promoting breastfeeding has been identified
(WHO/UNICEEF 2009), the concept of community support groups has not been fully
explored in Nigeria. Support groups have been largely used in many developed and
developing countries to promote optimal infant and young child feeding while very
few studies in Nigeria have adopted this approach. Though support groups could be
used to promote adoption of optimal IYCF practices without heavy budget and is
readily sustainable, there is presently no provision for the approach in Nigeria’s health
programming. IYCF has been described as the corner stone of successful nutrition
programming and success is possible by scaling up practical, cost effective community

based IYCF interventions with a significant impact.

Futhermore, mothers’ care of their children are influenced by a host of ‘Significant
Others’which includes grandmothers, husbands and peers. These evidences suggest the
need for context-specific interventions in community-based promotion of IYCF
practices. This study therefore determined the effects of Peer support groups on IYCF

practices using the community —level approach.



1.2 Justification

Investment in I'YCF intervention in Nigeria is huge, yet burden of malnutrition among
under-five children remains high. Efforts to improve IYCF and child nutrition require
holistic approach including improved coverage of intervention. Though community-
based IYCF intervention has the potential to increase coverage and reach the
underserved population, its effect on infant feeding practices in Nigeria remains

unexplored.

In Nigeria, institutional delivery rate is still very low, thus many reproductive age
women will not be reached with key [YCF intervention driven by health facilities
alone. Health workers constitute the major source of information on infant feeding
practices especially breast feeding among Nigerian mothers (Awogbenja, 2010). Thus
the community-based IYCF interventions can be used to improve coverage for
maternal and child health interventions. The use of community driven pro-IYCF
activities becomes imperative because breastfeeding is a daily activity and must be

built into the social fabric of a community for it to succeed (USAID, 2012).

Nigeria adopted the IYCF guideline and implemented a number of different initiatives
to improve IYCF practices, such as the Nigerian IYCF policy, strategy and plan of
action, the Baby Friendly Hospital Initiatives (BFHI), and training programmes for
different categories of health workers on infant and young child feeding counselling
skills. Despite these efforts, exclusive breastfeeding (EBF) and complementary
feeding (CF) indicators remain suboptimal in Nigeria. The key indicators of infant and
young child feeding practices in Nigeria are far from being impressive with early
initiation of breastfeeding at 19.2%, 29.0% exclusive breastfeeding rate and 23.5% of
children 20-23 months were still breastfeeding (NPC and ICF 2008; 2013; 2019).

Similarly, adequate care practices for Nigerian children is dwindling; about one-third
(35.3%) of children aged 20-23 months are being breastfed, infants aged one month
and below who have received water, non-milk liquids, other milk and complementary
foods were 39.0%, 4.0%, 4.0% and 22.0% respectively (NPC and ICF Macro, 2019).
Evidence has shown that if sustainable achievements in child survival, growth and
development are to be attained then there needs to be quality and appropriate [YCF
programming (UNICEF, 2012). Further, there is an increasing recognition of the need

to learn from each other and ensure that the ‘best’ tools and systems are in place to
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improve IYCF practices through community based approaches (UNICEF, 2012). The
community is a veritable point of intervention to promote healthy behaviour and
practices by ensuring participation and mobilization that will lead to a long-term

behaviour change of individuals and communities at large.

Evidence supports that breastfeeding is a complex phenomenon influenced by such
factors as parental preference (Shaker, Scott and Reid, 2004), healthcare providers
(DiGirolamo et al., 2003), social support (Dennis, Hodneet and Gallop 2002), and
employment status (Johnston and Esposito, 2007). Lack of knowledge about feeding
practices and limited access to appropriate complementary foods can result in poor
diet and nutrition among infants and young children. Salami, (2006) identified the
need to intensify efforts at educating mothers and prospective mothers on

breastfeeding.

Thus, the focus of this study is on the use of community-based support groups in
improving knowledge, attitude and infant feeding practices of mothers. Specifically,
the study investigated the effectiveness of peer support groups in promoting
knowledge, attitude and practices of infant feeding in selected rural areas in Ibadan,

Oyo State, Nigeria.

1.3 Objectives of the Study

1.3.1 Broad Objective

The broad objective of this study is to examine the effects of peer support group
counselling on infant feeding practices of mothers in selected rural communities in
Ibadan, Oyo State, Nigeria.

1.3.2 Specific Objectives

The specific objectives are to:

1. assess knowledge of mothers on infant feeding processes in selected communities.
2. assess attitude of mothers on infant feeding in selected communities.

3. determine feeding practices of mothers in selected communities.

4. document factors influencing infant feeding practices in selected communities.



5. design and implement peer support group intervention to promote optimal infant
and young child feeding practices of mothers in selected communities using

outcome of objectives 1- 4.

6. evaluate the effects of peer support on infant feeding knowledge, attitude and

practice of mothers.

1.4 Main Research Question

What are the effects of peer support groups on optimal infant feeding practices of

mothers in the study area?

1.5 Research Hypotheses
The hypotheses of the study are as stated below:

Ho,: Peer support groups do not significantly influence infant feeding practices of

mothers in rural areas.

Ho2: Peer support groups do not significantly influence mothers’ infant feeding

knowledge in rural areas.

Ho3: Peer support groups do not significantly influence mothers’ attitude on infant

feeding practices in rural areas.



CHAPTER TWO
LITERATURE REVIEW

2.0 Introduction

This chapter is a review of literature and works relevant to the present study, which is
done under eight major sub themes. Literature was obtained from both local and

international sources.

2.1 Childhood malnutrition

In many developing countries, child malnutrition remains widespread. Studies have
shown that undernutrition contributes to more than one-third of all deaths and is
responsible for 35 percent of the burden of disease among children aged less than five
years (Black, Morris and Bryce 2003; Bejon et al., 2008). Malnutrition also deprives
surviving children the ability to reach their full developmental potential, thus having
both short and long term consequences on health, well-being and developmental

potentials of children (Mukuria ef al., 2006).

Nigeria is one of the 20 countries that account for 80% of undernourished children in
the world, directly or indirectly contributing to more than 50% of deaths among under-
five children (Federal Ministry of Health, 2010). Nigeria Demographic and Health
Survey (NPC and ICF Macro, 2014) shows 36.0% decline in under-five mortality
between 2009 and 2013, however, the rate remains high at 128 deaths per thousand
live births. Demographic and Health Survey further shows slow improvement in
stunting and worsening cases of wasting and underweight in Nigerian children
between 2008 and 2013. Stunting remains at 37%, however, underweight and wasting
declined from 29% to 23% and 18% to 7% respectively (NPC and ICF Macro, 2014;
2019). This scenario suggests the need to adopt and/or intensify strategies that have
been proven to promote child nutrition and health. The period between birth and 2
years is widely recognized as a critical period because of the need for appropriate
nutrition to support the rapid rate of physical growth and brain development (Mukuria
et al, 2006). Therefore, interventions to reduce child undernutrition and mortality

must take into consideration this critical period.
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2.2 Infant and young child feeding

Infant and young child feeding (IYCF) practices are multidimensional and age specific
practices-comprising of breastfeeding and complementary feeding, which together
rank among the most effective means to improve nutritional status and the survival of
a child ( UNICEF, 2011)It has been widely recognised that undernutrition occurs as a
result of several behavioural deficits with respect to health and nutrition. Based on
well-established evidence, theWHO and the UnitedNations Children’s Fund
(UNICEF) recommend thatmothers put newborns to the breast within one hour ofbirth,
breastfeed infants exclusively for the first six monthsand continue to breastfeed for
two years and beyond, together with nutritionally adequate, safe, age-
appropriate,responsive feeding of solid, semi-solid and soft foods starting in the sixth

month (Butte ez al., 2002; WHO, 2003).

These components together form the nucleus of IYCF. Increasing number of studies
have shown the significant impact of early initiation ofbreastfeedingwithin the first
hour after birth,on reducing overall neonatal mortality (Singh, 1992; Edmond et al,
2006; Mullany et al., 2008). Early initiation and exclusive breastfeeding appeared to
be very responsive to community efforts in developing country settings where ambient

breastfeeding levels and duration may already have been substantial (USAID, 2012).

For the firstsix months of life, breast milk alone is the ideal nourishment, providing all
of the nutrients , including vitaminsand minerals, an infant needs, meaning that no
other liquid or food is needed (Butte et al, 2002). In addition, breast milk
carriesantibodies from the mother that help combat disease, protecting babies from

diarrhoea and acute respiratory infections.

Breastfeeding also stimulates an infant’s immunesystem and response to vaccination
and, according tosome studies, confers cognitive benefits as well (Anderson et al.,
1999; Drane and Logemann, 2000; Mortensen et al., 2002; Dorea, 2009).Continued
breastfeeding beyond six months, accompaniedby sufficient quantities of nutritionally
adequate, safe andappropriate solid, semi-solid and soft foods, also helps ensure good
nutritional status and protects against illnesses. Appropriate complementary feeding is

critical for the achievement of healthy growth, development and survival of young
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children. Lack of appropriate breastfeeding and complementary feeding practices are
main causes of undernutrition in children. The latter, was confirmed by (Olatona,
2017) in his study carried out among mothers of under-5 children in Lagos state
Nigeria, which reported that complementary feeding practice was poor especially
among the mothers who are not literate. The Global strategy for infant and young
child feeding emphasized the need for comprehensive national policies on IYCF,
ensuring that all health services protect, promote and support appropriate
breastfeeding and complementary feeding practices (WHO, 2003). Some of the
policies recommended include implementation of the International Code of Marketing
of Breast milk substitutes, the Baby Friendly Hospital Initiative (BFHI), and the

Maternity protection.

The International Code of Marketing of Breast milk substitutes provide
guidelines for the marketing of breast milk substitutes and use of bottles (WHO,
1981). The BFHI is a worldwide programme that supports optimal breastfeeding
practices. The programme was launched by the World Health Organization and
UNICEF in 1991 (UNICEF, 1991; WHO, 1991), following the adoption of the
Innocente Declaration on breastfeeding promotion in 1990. The BFHI is a global effort
to ensure that all maternity became centres for protecting, promoting and supporting
breastfeeding, in accordance with the International Code of Marketing of Breast
milk Substitutes (UNICEF, 1990). The BFHI also aims to increase the number of
infants who are exclusively breastfed worldwide, as a goal that could contribute to

reduction of millions of child deaths every year (WHO, 2012).

Nigeria adopted the I'YCF guideline, thus the Nigerian [YCF policy, strategy and plan
of action was produced in 2005. Nigeria has implemented a number of different
initiatives to improve [YCF practices, such as the Nigerian [YCF policy, strategy and
plan of action, the Baby Friendly Hospital Initiatives (BFHI), and training programmes
for health workers on infant and young child feeding counselling skills. The BFHI was
introduced in 1992 with the aim of improving the quality of health care that are
provided and reducing morbidity and mortality among women and children. Despite
these efforts, rates of breastfeeding (BF) and complementary feeding (CF) indicators
remain suboptimal in Nigeria. The key indicators of infant and young child feeding

practices in Nigeria are still far from being impressive with early initiation of
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breastfeeding declining from 38.0% to 17.2%, exclusive breastfeeding rate increased
from 17.0 to 29.ss0% and only 23.5% of children 20-23 months were still
breastfeeding (NPC and ICF Macro, 2014; 2019). Similarly, adequate care practices
for Nigerian children is dwindling; about one-third (35.3%) of children aged 20-23
months are being breastfed, infants age one month and below who have received
water, non-milk liquids, other milk and complementary foods were 39.0%, 4.0%, 4.0%

and 22.0% respectively (NPC and ICF Macro, 2019).

Furthermore, the prevalence of malnutrition among Nigerian children remains very
high; children suffering from wasting, stunting and underweight as depicted by the last
national survey were 7.0%, 37.0.0% and 23.0% respectively (NPC and ICF Macro,
2019). This information highlightsa need to identify and explore factors that can aid in
recognizing the individuals or the population groups at risk of having suboptimal
IYCF practices. Dennislew et al 2017 in a community based cross sectional study
carried out among mothers with 0-24 months- old children in Ethiopia also revealed

poor IYCF practices and recommended the need to strengthen its promotion.

2.3 Breastfeeding

Breastfeeding improves child’s overall health and chances of survival. (USAID, 2012).
Improving breastfeeding practices requires behavior change, which does not happen
just at once, but involves encouragement and support at the family and community
levels. (Horton, 2008). The first few hours of a newborn’s life are a critical window
for establishing lactation and mothers need support to breastfeed successfully.
(UNICEF/WHO, 2018)

2.3.1 Baby Friendly Hospital Initiative (BFHI)

The Baby Friendly Hospital Initiative was launched byWHO/ UNICEF in 1992. It
promotes the ten steps to successful breastfeeding.(Appendix 1X). This followed the
innocenti declaration of 1990 which stated that all health facilities providing maternity
services must protect, promote and support breastfeeding.

The ten steps to successful breastfeeding emphasize the need to train all health care
providers on the promotion, protection and support of breastfeeding at their various
levels, initiate breastfeeding within an hour of birth, breastfeed infants exclusively for
the first six months of life, and breastfeeding to be continued for at least two years or

beyond. It further states the need for the mother and the baby to stay together in the
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same room and on the same bed. (Rooming-in and bedding —in).This allows the
mother to breastfeed the baby on demand, with no use of feeding bottle or pacifier.
Step ten of the ten steps successful breastfeeding states the establishment of
community support groups and mothers to be refered to them on discharge from the
hospital.

Early initiation of breastfeeding within one hour of birth refers to the process of
putting a newborn baby to the breast immediately after birth. Early initiation of
breastfeeding within one hour of birth is vital as it facilitates emotional bonding of the
mother and the baby (Mukuria, 2006), determines the successful establishment of
breastfeeding (Mukuria, 2006), and has a positive impact on duration of exclusive
breastfeeding (Perez-Escamilla er al., 1994; 2012). Furthermore, early initiation of
breastfeeding within one hour protects the newborn from acquiring infection and
reduces mortality in the newborn (Edmond et al., 2007). In spite of these benefits, in
many developing countries early initiation of breastfeeding rates were still
unsatisfactory as compared to developed countries. The rates of early initiation of
breastfeeding within one hour of birth in developed countries are high and range from

75% in United States (CDCP, 2005) to 92% in Australia (AIFS, 2008).

Estimations have shown that high rates of exclusive breastfeeding during the first
months of life and continued breastfeeding with complementary feeding can
potentially prevent 13% and 6% respectively of under-5 deaths each year (WHO,
2003; Kumar et al., 2012).

Exclusive breastfeeding means feeding infants only breast milk from the mother for
the first six months of life to achieve optimal growth, development and health
(PAHO/WHO, 2002). Thereafter, infants should receive nutritionally adequate and
safe complementary foods while breastfeeding continues for up to 24 months or
beyond. Benefits of exclusive EBF for 6 months compared to partial or non-exclusive
breastfeeding include reduced morbidity and mortality among infants and young
children (Jones et al., 2003; UN, 2005; Black et al., 2008). Despite these benefits,

exclusive breastfeeding is still not widely practiced.

The practice of exclusive breastfeeding has been documented to vary across
geographical regions of Nigeria. A study in Benin City showed that about 24.5% of

interviewed women ever practised exclusive breastfeeding (Oparaocha et al., 2002).
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Ekanem et al. (2012) also reported exclusive breastfeeding rate of 24% among women
in Calabar, Cross River State and further showed ethnic variation in the practice of

exclusive breastfeeding.

A study in Enugu identified that though 90% of interviewed women had adequate
knowledge of exclusive breastfeeding, the practice was only 21.2% (Uchendu et al.,
2009). Uchendu et al. (2009) further identified educational level, small family size and
absence of opposing family beliefs as factors that promote practice of exclusive
breastfeeding among the mothers. Studies have identified family and community based
counsellors as strong influencers of infant feeding practices of mothers (Haider et al.,

2000).

Good infant and young child feeding practices provide a safety net for a child in the
first 1000 days of life which has been widely recognised as a “critical window” for the
promotion of optimal growth, health and behavioural development. The consequences
of poor nutrition in terms of both food and feeding behaviours during the first 2 years
of life include significant illnesses, delayed mental and physical development, and
death. (USAID, 2012). Malnutrition is known to predispose infants to the recurrent
severity of diarrhoea and acute respiratory infections among other diseases. In the long
term, early nutritional deficits are linked to impairment in intellectual performance,
work capacity, reproductive outcomes and overall health during adolescence and adult
hood. Poor breastfeeding practices and early or late introduction of adequate and
appropriate complementary foods are linked to all the above. Several scientific
evidences have shown the essential role of infant and young child feeding as a major
factor in child survival, growth and development (Jones et al, 2003; Black et al,
2008).Also,results from efficacy and effectiveness trials have demonstrated the effects
of community based approaches to improve breastfeeding and complementary feeding
practices. There are also growing evidences reaffirming the importance of
breastfeeding as the single largest impact intervention in reducing child mortality and
improvement of complementary feeding as the most effective strategy to improve

child growth and reduce stunting (WHO/UNICEF, 2003).
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IYCF has been described as the corner stone of successful nutrition programming and

success is possible by scaling up practical, cost effective community based I'YCF

interventions with a significant impact. A study in rural Ghana found that early

initiation within the first hour of birth could prevent 22% of neonatal death, and

initiation within the first day, 16% of death (Edmond et al., 2006). A similar study in

Nepal reported that approximately 19.1% and 7.7% of all neonatal deaths could be

avoided with universal initiation of breastfeeding within the first hour and first day of

life respectively (Mullany et al., 2008).Similarly,exclusive breastfeeding for the first

six months of life has been reported to significantly reduce infant mortality associated

with diarrhoea and pneumonia (Black et al., 2003).
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Figure 1: Percentage of child deaths that could be prevented with 99% coverage of

preventive interventions

15




Epidemiological evidence strongly supports the need for strengthening breastfeeding
promotion, protection and support worldwide, with particular emphasis on the
endorsement of exclusive breastfeeding and the timely initiation of breastfeeding
within one hour of birth (Chapman et al., 2010). This is majorly pursued at the health
facility and using the BFHI initiative. However, the BFHI maynot have the desired
positive effect since many pregnant women in most developing countries still
delivertheir babies at home, or with a brief stay, if delivered in the hospital (Haider e?
al., 2000).

2.4 Complementary feeding

The period of complementary feeding, when other foods are added to the diet of
breastfed children is a critical time of being prone to nutritional deficiencies. This is
because children at this stage are growing and developing rapidly. Yet, they do not
consume enough quality and quantity of food (WHO /UNICEF, 1998). The food they
eat must be nutrient densed to provide adequate amount of essential nutrients (Dewey,
2003). WHO /UNICEF (2003) recommends the introduction of nutritionally adequate,
safe, age appropriate, responsive feedng of solid, semi solid or soft food starting in the
sixth month. However, proportion of infants introduced to timely complementary
foods remains low in many countries. In Nigeria, only 64% (NPC and ICF, 2004) and
72.0% (NBS, NPopC and FMOH, 2018), about half of children aged 6 to 8§ months in
India and Parkistan had timely introduction of complementary feeding (PDHS, 2013;
NFHS-4, 2016).

Ogunba (2010) in a study on diet diversity in complementary feeding and nutritional
status in Nigeria reported that diet was based on cereals, roots and tubers with little
animal products, fewer than 30% of the children consumed legumes. Meat, fish and
egg recorded below 50%, only 9.7% consumed vegetables and 12.9% consumed fruits.
The nutritional status revealed 58.2% stunting, 7.8% wasting and 23.8% underweight.
Also, Olatona (2019) in a study carried out in Nigeria reported inappropriate
complementary feeding as a major cause of child malnutrition and death. In her
findings, knowledge of complentasry feeding was low (14.9%), the prevalence of
timely initiation of complementary feeding (47.0%), dietary diversity (16.0%) and

minimum accepatable diet for 6 and 9 months (16%) were low.
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In a study in Bangladesh, Owais et al (2019) reported that late introduction of
complementary food is still widely prevalent. He further reported that improved
maternal knowledge and favourable attitude towards complementary feeding were not
associated with timely introduction of complementary food .The findings in the study
of Owais (2019) further indicated that other factors might likely determine timing of

complementaray feeding initiation.
2.5 Socio-ecological model—Key ideas

Factors at multiple levels affect behaviour and individuals will not change if barriers
at higher levels are not removed (UNICEF, IYCF C4D TOT, 2015). Interventions
should therefore address all or as many levels as possible using the appropriate
medium of communication. Some of the guiding factors influencing individuals
change in behaviour in respect to I'YCF include the fact that no individual exists alone,
individuals are from a larger community and a mother loves her child and tends to do

everything she thinks is good for her (UNICEF, IYCF C4D TOT, 2015).

A woman is however influenced by others in her environment; who have expectations
or beliefs about what they think are good. Health related behaviours do not occur in
isolation. All the barriers are layers of influence and therefore, interventions for each
barrier should be planned differently in order to reach the individual target. So, the
cause of social circumstances can improve the infant feeding practices in our

communities (Amir, 2011).

Unwritten and informally enforced, cultural norms are passed on from one generation
to another and have a great influence on the practice of infant feeding viz -a-viz
breastfeeding as a natural way of feeding, the diet of their family, her intake of fruit
and vegetable intake (Fagerl&Wandel,1999; Amir 2009; Hannon, et al 2003; Groleau
& Rodriguez, 2009). However, many mothers know that breastfeeding is the ideal food
for babies (Lupton, 2000) but in most cases, their knowledge does not translate to
practice (Williams, 1995) whereas, the attitude of some working class mothers may
also be influenced by some socio-economic factors (Ekanem, 2012). In an environment
or community where breastfeeding is the norm, the unconscious memories may be
more influential than education from hospital staff. Furthermore, Groleau, 2009;
Lupton 2000; Li et al, 2008 observed that low income mothers were more likely to cite

“not enough breast milk syndrome” as a reason to stop breastfeeding than higher
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income mothers in the US. They also noted that more educated families’ value
optimum nutrition, antibodies, brain development and so, avoid infant formula
(Lupton, 2000). Also, women whose family and social environment are characterized
by anti-breastfeeding practices are likely to formulate feed in order to conform to the
norms of their environment or community. Therefore, the myth and erroneous belief of
woman’s “breast milk not enough or being good” leads to the need of health workers
to investigate cultures and beliefs thereby improving education about exclusive

breastfeeding.
2.6  Roles of community groups in [YCF

In the social ecological model, community factors refer to the relationships among
community-based organizations and civic associations such as a cultural group or
political association (McLeroy et al., 1988).A key intervention to help improve
breastfeeding and exclusive breastfeeding is the provision of breastfeeding peer
support (Humphreys et al, 1998). Lassi et al. (2010) reported the potential of
community based intervention packages for reducing maternal and neonatal morbidity

in enhancing early initiation of breastfeeding.

The World Health Organization recommends implementation of breastfeeding peer
support projects (WHO, 2003) and in the UK, the National Institute for Health and
Excellence (NICE) recommends, as a priority the implementation of sustainable peer
guidelines for implementation of peer support (National Institute for Health and
Excellence, 2008) . A support group refers to a group of people who meet together to
provide one another with mutual assistance (Green, 1998). Members of such groups
share their feelings and thoughts with the group and there is exchange of ideas,
feelings, or thoughts. These groups rely on the knowledge and experience of some
women to share their experiences with other mothers (CARE, 2012).Support groups
have been used in various health programming areas such as HIV prevention,
prevention of eating disorders,awareness of oral rehydration therapy (ORT), coping
with cancer and HIV, and promoting optimal breastfeedingpractices(Albernaz, 1998;

Dennis, 2002; Dearden, 2002; Ingram, Rosser & Jackson, 2004).

The use of community support groups in the promotion of IYCF practices has been
reported to improve breastfeeding through peer support (Humphreys et al., 1998).

Such support helps women overcome their breastfeeding problems, improve mental
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health, increase self-esteem, confidence and wellbeing (Britton et al., 2007) however,
various studies have shown that breastfeeding practices and supports vary with
localities (Senarath et al., 2006; Dibley et al., 2010; Agho et al., 2011). Likewise, the
relationship between area of residence and complementary feeding practices has
been documented (Lande et al, 2003; Dang et al., 2005; Faber, 2005; Vaahtera et al.,
2001; Chen, 2000). Urban residence has been reported to favour consumption of
quality and varied diets. Dang et al. (2005) reported that urban children were given
eggs, milk powder, formula and fresh vegetables than rural children in China because
many urban dwellers have better income. Studies have found that consumption of
fresh fruits and vegetables to most of rural Malawian and South African children was
uncommon (Vaahtera et al. 2001; Faber, 2005). These evidences suggest the need for

specific interventions in community-based promotion of IYCF practices.

Women value peer supporters as mothers with similar experiences can relate their own
experience through a shared language (Scott and Mostyn, 2003; Dykes, 2005;
Hoddinott et al., 2006; Hegney et al.,, 2008; Nankunda et al, 2010; Rossman et al.,
2011). Women appreciate the increased social interaction that peer support provides
(Nankunda et al., 2010), the opportunities to question (Rossman et al, 2011) and
discuss personal choices in relation to infant feeding (Nankunda et al., 2010). Peer
supporters help women overcome their breastfeeding problems and women report
improved mental health through increased self-esteem, confidence and wellbeing

(Britton et al., 2007).

Women also value the emotional warmth supportive social interactions and advocacy
that peer support provides (Hoddnott et al., 2006; Hegney et al., 2008; Nankunda et
al., 2010). Rossman et al. (2012) in a study of mothers with very low birth weight
infants with neonatal intensive care, reported on how breastfeeding peer support
enabled women to find hope to continue breastfeeding. This was achieved through
sharing success stories and promoting the benefits of breast milk. Community-based
interventions include a wide variety of approaches that may have different outcomes in
different settings. Such interventions include outreach services from established
facility programs, community generated activities, Non-Governmental Organization
generated activities with village leadership, mother to mother groups, and
grandmother//father support approaches, among others. Various levels of workers have
also been reported, such as; peer counsellors, community-based health workers,
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midwives, traditional birth attendants, nutritionists, lay health workers and lay

volunteers

Previous studies have identified family and community based counselors as strong
influencers of infant feeding practices of mothers (Haider et al., 2000, Barni, 2010,
Alive & Thrive, 2013, Komal et al., 2014). To this end, community based approaches
have been deployed in IYCF promotion including use of Mothers support
groups/promoters, volunteers, Model mothers, monthly group education and mother
support clubs (UNICEF, 2009). Community support intervention is a recognized
component of the ten steps to successful breastfeeding which recommends the
establishment of breastfeeding support groups and referring mothers to them on
discharge. (WHO, 1991; UNICEF, 2001). Studies have identified family and
community-based supports as strong influencers of IYCF practices of mothers, yet,
hospital based [YCF promotion does not target these influencers.. Thus a complete
approach that promotes good IYCF practices and build community structure to

promote, support and sustain IYCF practices is necessary.

WHO developed two guidelines of indicators for assessing IYCF practices, so as
to have a common set of measures to assess [YCF practices, which can be used to
collect data to evaluate the progress of promotional programmes. The first guideline
was published in 1991 and it provided a set of indicators for assessing
breastfeeding practices and only one indicator for complementary feeding. This
indicator provided information about whether complementary foods were

consumed, but not about the quality or quantity of those foods.

In response to concerns about lack of adequate indicators of complementary
feeding, in 2002, WHO began a process to review and develop indicators of
complementary feeding practices, which were validated in 2004 to reflect
dietary quality and quantity, using existing data sets from 10 different sites in
developing countries. The development of these indicators were finalised and in
2008, WHO published the new guideline with fifteen indicators (eight core and seven
optional) which are currently being used to assess infant and young child feeding

practices (Appendix VIII ).
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2.7 Factors that affect breastfeeding practices
2.7.1 Individual-level factors influencing breastfeeding practices

The individual-level factors that influence breastfeeding practices (Early
initiation of breastfeeding and Exclusive breastfeeding) have been well explored and
include maternal age, maternal level of education, marital status, maternal work
status, antenatal visits, place of delivery, mode of birth delivery, maternal nutritional

status (as measured by Body Mass Index (BMI), infants gender and parity.

Adah et al, in his study (2018) on awareness of mothers about the benefit of
breastfeeding and its influence on its practices noted that the socio economic status,
age, education and awareness of mothers were leading factors of breastfeeding
practices. Also Sholeye et al,( 2016) reported that mothers’ knowledge on infant
feeding and its implication on nutrition education were assessed and it was noted that
their knowledge was fair while their socio-economic characteristics and exposure to

ante natal care was associated with their knowledge on infant feeding
2.7.2 Community-level factors associated with breastfeeding practices

There are inconsistent results regarding the association between area of residence and
breastfeeding practices. Dibley et al. (2010) reported that living in urban areas was
a risk factor for lower rates of timely initiation of breastfeeding in Bangladesh
and lower exclusive breastfeeding in India. Conversely, Senarath et al. (2006)
revealed that mothers who lived in the rural west region of Sri Lanka were
significantly less likely to exclusively breastfeed than those from urban areas in
Timor-Leste. Furthermore, Shirima ef al. (2001) found that urban residence was
positively associated with duration of exclusive but not predominant breastfeeding

in Morogoro Tanzania.

Breastfeeding practices have been established to vary across regions/ ecological zones
in many countries (Dahlenet al., 2010; Agho et al, 2011), which might be due to
cultural differences. A study by Dahlen and Homer (2010) found that Chinese
mothers in Australia initiated breastfeeding early and exclusivlely breastfed their
infant’s more than Australian mothers, despite living in the same geographical

region.
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Studies in Bangladesh, India and Nepal have also shown correlation between
geographical differences ecological zones and exclusive breastfeeding practices

(Mihrshahiet al., 2010; Patel et al., 2010;Pantel et al., 2010).

A study in Nigeria by Agho et al. (2011) showed that mothers who lived in the
North Central geopolitical region were more likely to exclusively breastfeed
their babies than those mothers who lived in other North East, North West, South
East and South West regions. Some researchers (Williams et al., 1996; Patel et al.,
2010) have argued that, the discrepancies on breastfeeding practices across
geographical regions could be due to different cultural practices existing across
different regions in many countries. Considering the complex and diverse social and
cultural settings in Nigeria, there may be an association between geographical regions

and breastfeeding practices.

Likewise the relationship between area of residence and complementary feeding
practices has been documented (Chen, 2000; Vaahtera et al., 2001; Landeet al.,
2003; Li et al., 2003; Dang et al, 2005; Faber, 2005). Urban residence has been
reported to favour consumption of quality and varied diets. Dang et al. (2005) stated
that urban children were given eggs, milk powder, formula and fresh vegetables than
rural children in China because many urban dwellers have better income. Studies have
found that consumption of fresh fruits and vegetables to most of rural Malawian and
South African children was uncommon (Vaahtera et al. 2001; Faber, 2005). In
addition, Chen (2000) reported that rural Chinese children are often given food that is

mainly carbohydrate and low in protein.

In an analysis of breastfeeding and complementary feeding practices of children under
two years in rural China, Wand et al (2000) concluded that most rural women
did not know the proper time of introduction and appropriate methods of
complementary foods. Analysis of association between area of residence and
complementary feeding practices is critical in Tanzania as majority of people
live in rural areas and are less educated. The available literature indicates the
existence of association between complementary feeding practices across different
geographical regions and ethnic groups. At the community level, the geographical
differences may influence complementary feeding in various ways. The type of food

production in a given area has a bearing on the quality and quantity of
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complementary foods that can be used to feed infants and young children. Existence of
poor cultural practices in a given geographical area which restricts consumption of
certain foods by women and young children also has an impact on
complementary feeding practices. Different food habits across many regions in

Nigeria influence what communities feed their infants and young children.
2.7.3 Community factors in promotion of [IYCF

Several barriers for women’s breastfeeding experience have been related to the
workforce (Wambach et al, 2005; OlaOlorun and Lawoyin, 2006; Johnson and
Esposito, 2007). Women who are breastfeeding infants may have to return to work
soon after delivery due to economic necessity (Wambach et al, 2005). For these
women, societal support of breastfeeding in the workplace has a great impact. A return
to the workforce has been cited as a primary factor in early breastfeeding cessation.
The transition from a maternity leave of absence back to the workplace can be eased

by an employer who is supportive of breastfeeding (Wambach et al., 2005).

Other factors that contributed to early cessation of breastfeeding included lack of
support from both fellow workers and employers, no time off to breastfeed an infant or
to pump breast milk, and lack of a designated area in the work setting for pumping and
storing breast milk (Johnston and Esposito, 2007). Employers can be pivotal in
creating a supportive environment to continue breastfeeding. Several large
corporations have lactation support programs that have kept breastfeeding rates of
employed women at levels similar to their unemployed counterparts (Neilsen, 2004).
These programs often feature educational opportunities such as breastfeeding classes,
lactation rooms equipped with a breast pump, sink, and a small refrigerator, on-site
daycare, and flexibility in scheduling. Women committed to continuing breastfeeding
without workplace support have reported the need to express milk in their car and

storing the breast milk in a portable cooler (Neilsen, 2004).

An increasing number of researchers have attempted to link social support to the
promotion of health and well-being among people of all ages and with various health
conditions (Bowling, 1991). In research specific to health care needs, lack of social
support has been associated with increased mortality risk, delayed recovery from

disease, poor morale, and poor mental health (Bowling, 1991). Research has found
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that effective social support groups can provide a socure. Furthermore, some studies
have shown that support groups for breastfeeding mothers have increased exclusive
breastfeeding and breastfeeding compliance (Dennis, 2002; Ingram et al., 2004).

2.8 Systematic review of other available literatures on community based
approaches to support IYCF

There have been available evidences on how effective peer support Intervention for
mothers (one-on-one or group counseling) can be used to improve I[YCF Practices
(Briton et al., 2007; Jolly et al., 2012). Studies have shown that community-based
approach is one of the important ways to support [IYCF. In Southern Zambia (Fjeldf et
al., 2008), Health workers, Traditional birth attendant, fathers and grandmothers have
been noted to be important factors in ensuring good IYCF practices. However, Fathers

and grandmothers were noted to have poor knowledge and attitude on EBF.

The poor awareness of the benefits associated with I['YCF practices contributes to the
inadequacies of IYCF practice among mothers (Haider et al., 2010) and also, the
inadequacy of knowledge results in early introduction of complementary feeding
among rural western Kenya (Mbagaya, 2009). The Poor knowledge and Support from
other key stakeholders were also noted to be a constraint to EBF (Agunbiade and
Ogunleye, 2012) which may be a major determinant in the poor awareness of I[YCF
practices. This may also have contributed to the inadequacies of I'YCF practices among
mothers (Haider et al., 2010). However, in a study (Mostafa et al, 2019) carried out
among interns to know the effect of an educational intervention on their breastfeeding
knowledge and attitude, it was worthy of note that, the baseline knowledge and attitude

significantly improved after the intervention.

The breastfeeding behavioural change communication during post natal period was
noted to be a critical point in promoting optimal practice in early initiation of
breastfeeding (Setegn et al, 2011) and also the presence of companion during labor
contributed to the early initiation of breastfeeding among first time mothers
(Morhason-Bello et al, 2009). The attitude of mothers towards EBF cannot be
overemphasized, mothers who had normal delivery had positive attitude towards
breastfeeding than mothers who gave birth through caesarian section (Imhonde et al.,

2012). To improve EBF practices among mothers, the use of community based peer
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support counselor cannot be ruled out (Haide et al, 2010). It was noted that home

visits and attendance at meetings improved ['YCF practices (Dearden et al., 2002).

A study carried out in India also made known the effectiveness of the use of volunteers
in building capacities of change agents on I'YCF (Meenakshi ef al., 2011). To reach a
satisfactory level of Breastfeeding practice, attention and education need to be given
among general populace (Banu and Khanan, 2012). Therefore, the scaling up of EBF
among mothers requires concerted effort (Agunbiade and Ogunleye, 2012).

2.9 Role of community-based approach on infant and young child feeding
2.9.1 Impact of support groups on exclusive breastfeeding

In various studies, the role of support groups as a form of community based approach
was assessed and noted to be of great importance in the practice of exclusive
breastfeeding. A study carried out in India noted that the use of community health
activists, mass media and home visits improved exclusive breastfeeding among the
intervention group, the intervention group was 20.5% while the control group was
11.7% (Achanya et al., 2015). According to Brown (2011), there was a significant
difference and positive association between mothers who live in urban areas and
attends breastfeeding support groups and those who did not. Also, Edward (2013) in
his study stated that mothers who had child birth educators visit them at home
attempted breastfeeding at a higher (64%) rate than those who did not (50%). A study
conducted in Delhi (Gupta, 2018) recorded 67.5% who practiced exclusive
breastfeeding after the intervention as compared to the 4.2% in the control group.
However, In Bristol (Ingram, 2005) peer support workers gave only one ante natal
sessions to mothers and also followed them up for only two weeks of delivery on
exclusive breastfeeding and the findings was that at baseline, the Intervention group

was 25.3% and increased to 27.2% at end line.

For the control group, it was 48.3% at baseline and 47.7% at end line. This points to
the importance of consistency in the use of support groups for mothers. It is suggested
that the promotion of exclusive breastfeeding be continued for at least a month after
delivery (Ara, 2018). In rural area of Bangaldesh (Khan et al, 2013), home based
counseling on exclusive breastfeeding was adopted and carried out till 6 months after

delivery of the baby, it was noted that the Intervention group was 15% and 4% for
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control group. These findings (Lewyckwa, 2013; Kushawa 2014) furthermore
strengthened the importance of consistency in the use of community peer support to

influence mother’s decision on Infant feeding practices.

Home visits approach was adopted in a study carried out in India (Kushwaha et al.,
2014), and visitation was conducted till the first two years of the child birth, it was
discovered that exclusive breastfeeding at baseline was 7% which increased to 50% at
pre intervention and 60% at post intervention, showing us the importance of

consistency in the community based approach.

In the study in Kenya by Ochola et al., (2013) home based method of counseling was
adopted against facility based counseling and it was discovered that home based
counseling was 23.9% while facility based counseling group was 9.2% and control
group was 5.6% which strongly affirms the community based approach of peer support
counseling. In a similar survey carried out in rural Bangladesh, a group of mothers
were exposed to monthly meetings and 81.4% of the intervention group engaged in
Exclusive Breastfeeding for at least 6 months while only 50.6% of the control group

engaged in exclusive breastfeeding (Haide et al., 2012).

In a study carried out in Northern Nigeria on strengthening Infant and young child
feeding practices (Adeyemi, 2015), the use of community volunteers and community
meetings with fathers and grandmothers of infants less than two years were adopted.
Also, in a randomized study carried out in Denmark, ante-natal training was noted to
equip women with sufficient knowledge about breastfeeding after birth, but not
sufficient to increase the duration of breastfeeding. Hence, there is need to follow up
with post natal breastfeeding support (Hanne ez al., 2011). To improve the practice of
exclusive breastfeeding among mothers, the use of community based peer support

group cannot therefore be ruled out. (Haide ef al., 2012).

2.9.2 Consistency of support groups and its effect on early initiation of breast
feeding

In a study carried out to note the determinants of timely initiation of breastfeeding
among mothers in Ethiopia, it was discovered that the practice of timely initiation of
breastfeeding is low as half of the mothers did not start breastfeeding within one hour
after delivery (Setegn et al, 2011). It was suggested that there should be targeted

specific and community oriented promotion.
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A study carried out in North Eastern Kenya, observed that maternal, infant and young
child feeding (MIYCN) programme partly contributed to the marked improvement in
the early initiation of breastfeeding (Muruka and Ekisa, 2013). Consequently,
community-based peer support counseling need to be integral components of any
IYCF program, which integrate an understanding of social norms as part of any health
workers’ training on infant feeding support and counseling (Kounnavong, 2013). In a
study carried out in Nepal, lack of awareness among mothers about infant and young
child feeding was concluded to have contributed to the poor knowledge of mothers
while the baby friendly initiative program in baby friendly hospitals will help in
improving breastfeeding initiation (Kumar, 2011). This initiation is a form of

community based support group for mothers.

The mothers who had peer counselor support during pregnancy were likely to initiate
breast milk than those who did not (Sharma et al, 2017). Also, one-on-one
breastfeeding peer support service targeted at young mothers in the ante-natal and post
natal routine care was recorded to be beneficial in increasing the early initiation of
breastfeeding among mothers in the United Kingdom. These points to the importance
of peer support group in improving early initiation of breastfeeding. In a study carried
out in India, the initiation of breast milk within one hour of delivery was spurred by
mother’s support group and it was noted that early initiation of breastfeeding within 1
hour of delivery was 11% at baseline, and 71% at post intervention (Kushwaha et al.,

2014).

Although, the use of breastfeeding support group at one time of ante natal visit and 48
hours after delivery proved not to be sufficient in a study carried out in United
Kingdom (Ingram, 2013), however, the increase in the consistency of support workers
in Bangladesh (Haider, 2000) where the support workers visited the mother up to 5
months after delivery proved that the consistency of support groups cannot be over
emphasized in the early initiation of breast milk. The use of multiple peer support
groups was significant in the early initiation of breast feeding where 77% of the
mothers initiated breast feeding within 1 hour of delivery (Lewkycka, 2013). In a study
carried out in Bangladesh (Ara, 2018), the early initiation of breastfeeding was noted
to significantly improve in the intervention group (89.1% than in the control group
77.4%. This study positively demonstrates how peer support counseling influenced
early initiation of breastfeeding amongmothers living in urban areas
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2.9.3 Effect of peer support on complementary feeding

The promotion of optimal complementary feeding can be achieved through the
consistency and monitoring of implemented interventions (Vandara, 2014). In a study
carried out in India, community peer support group improved complementary feeding
practice among the intervention group where 96% practiced appropriate
complementary feeding after intervention as opposed to the control group which was

54%.

According to Arifeen (2009), home visits by community and Nutrition health workers
improved complementary feeding practice with continued breastfeeding which is
similar to a study conducted in Delhi where 75.1% of the intervention group started
complementary feeding at 6 months as compared to 19.4% of the control group

(Vandara, 2014).

This also commensurate a finding carried out in south Asia, where intervention in form
of counselling was delivered by community health workers which improved the
timeliness, frequency, diversity and adequacy of complementary feeding (Aguayo,
2017), thereby strengthening the importance of counseling in the complementary

feeding practice of mothers.

In a study conducted by Sabharwal et al/ (2014) it was indicated that it is possible to
promote optimal complementary feeding practices through adequately trained and
motivated peer counsellors along with back up mechanisms rendering the necessary
support. The results revealed 75.1% of children between 6 and 7 months were

introduced to solid, semi solid or soft food.
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CHAPTER THREE
METHODOLOGY

This chapter describes the design, population, location of the study, its sampling steategies
and the data collection procedures. Quantitative data was used to elicit information on
infant feeding knowledge, attitude and practices of the mothers. Focus Group Discussions
conducted on the mothers gave additional information on the practice of responsive

feeding and factors influencing infant feeding attitude and practice.
3.1 Study design

The study is quasi experimental in design. This was conducted in three phases (Baseline,
Intervention and Endline phases) in the selected rural Local Government Areas (LGAs) of
Oyo State. The study assessed mothers’ compliance to core infant feeding indicators viz a
viz early initiation of breastfeeding, exclusive breastfeeding, continued breastfeeding at 1
year, introduction of solid, semi-solid, or soft foods, minimum dietary diversity, meal
frequency, minimum acceptable diet, consumption of iron rich or iron fortified foods and
optional infant feeding recommendations among mothers of under five in the selected

communities.
3.2  Study area

Oyo State with coordinates (8°00'N 4°00'E8°N 4°E) is in the moist savannah agro-
ecological zone of Nigeria and is mainly inhabited by the Yorubas. Yorubas are primarily
agrarian but have a fondness for living in high density urban centers, however many are
involved in various other occupations. The indigenes mainly comprise the Oyos, the Oke-
Oguns, the Ibadans and the Ibarapas, all belonging to the Yoruba family and peoples of
Africa city in Africa, south of the Sahara, people from within and outside the country trade
and settle in the state mostly in the urban areas. Oyo State is an inland state with its capital

at Ibadan. It is bounded in the north by Kwara State, in the east by Osun State, in the south
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by Ogun State and in the west partly by Ogun State and partly by the Republic of Benin.
The state was created in 1976 and covers approximately an area of 28,454 square
kilometers with a population of 5, 580, 894 (NPC, 2006) and population density of
196.1/Km’.

The state climate is equatorial, the dry season lasts from November to March and the wet
season starts from April and ends in October with relatively high humidity; thereby
favouring the cultivation of crops like maize, yam, cassava, millet, rice, plantains, cocoa,
palm produce, cashew etc. Average daily temperature ranges between 25 degrees Celsius

and 35 degrees Celsius, almost throughout the year.
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Figure 3.1: Map of Oyo State showing the selected Local Government Areas

Two rural LGAs in Oyo State were purposively selected for the study and rural
communities that were non-contiguous were selected from these LGAs and further
assigned to Experimental and control using simple random sampling. The LGAs were Ido
and Oluyole LGAs for experimental and control communities respectively.

31



3.2.1 Brief description of Ido Local Government Area

Ido Local Government Area was created in 1989 with the Administrative Headquarters
located at Ido. It shares boundaries with Iseyin and Afijio Local Government Area to the
North, Akinyele Local Government Area to the East, Ibarapa East Local Government
Area to the West. It also shares boundaries with Ogun State to the south. The Local
Government Area is largely rural and opens to the hinterland of the state. It has a land
mass of 1,010.954 square kilometres with the 2006 population of 103,261 composed of
51,750 males and 51,511 females (NPC, 2006). Population of under- five, and under-one
children are 28,852 and 5770 respectively.

It has a population density of 102 persons per square kilometres. The residents of the
Local Government Area are mostly farmers, traders, transporters and civil servants. Soil
fertility in the area enhances the production of maize, cocoa, oil palm, kola nuts, cassava

and vegetables.
3.2.2 Brief description of Oluyole Local Government Area

Oluyole Local Government is one of the 11 LGAs in Ibadan and has its administrative
headquarters situated at Idi Ayunre. It covers a land area of 629 square kilometres and
consists of ten (10) wards. The Local Government Area consists of 202,725 people
according to 2006 Nigerian census (NPC, 2006). Population of under-five, and under- one
children 56,663 and 11,329 respectively. The LGA is bounded by Ibadan South East, Ido
and Ona Ara LGAs as well as Ogun State. The predominant occupation in the LGA is

farming.
3.3  Study population

The study population consisted of pregnant mothers in their third trimester, having at least
one under-five child, attending antenatal clinics within the study communities. This study
was a community based study; however, participating women were recruited from the
health facilities. The inclusion criteria included being a Nigerian, being presently pregnant
(in the third trimester) and attending antenatal care services within the study communities,

having a child aged not more than fifty nine months (five years), being mentally fit for
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communicative interaction, healthy, not on any medical regimen and willingness to

participate. All primi-gravid women were exempted from the study.

34 Sample Size determination

The sample size for this study was determined using Kirkwood (1998) sample size

formula below:

n=2[(Za + Z1-B)’*x (1-1)]
d2

Where
n = required sample size
Za= standard normal value corresponding to 95% confidence level set at 1.96
Z1-B = standard normal value to a power of 80% set at 0.84
P1= prevalence of women with three IYCF practices in Oyo State 2.6% (NPC and ICF
Macro, 2014).
P2= PI1xOR = 0.05 (control group)
PI+(OR-1)+1
d = design effect 5%

n = Average proportion of the experimental and control groups

n=0.026 +0.05 =0.038
2
I-t=1-0.038=0.962

n =2 [(1.96 + 0.84)* (0.038) (1 — 0.038)]
(0.05)

n=2x115
n =230
Therefore, a total of 240 (120 experimental and 120 control groups) were recruited into

the study.
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Figure 3.2: SCHEDULE FOR THE STUDY DESIGN

Adapted from Oshiname (1990); A health education approach to the training of patent
medicine vendors (PMV) in Igbo-Ora. An MPH dissertation submitted to the University
of Ibadan.
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3.5 Sampling strategy

Oyo State is selected as the study area by purposive sampling technique being the state
with highest burden of severe underweight and one of the three states with high use of pre-
lacteal feed in South West Nigeria (NPC and ICF Macro, 2014). The study Local
Government Areas, communities and study participants were selected using a three-stage

sampling technique.

In the first stage, Oyo State thirty three (33) LGAs were disaggregated into urban and
rural areas based on the Ministry of Health grouping. Two rural LGAs were selected and
further assigned to experimental and control areas by simple random sampling

respectively.

In the second stage of sampling, lists of Wards in the selected LGAs were collected from
the community development/Social mobilization officers of the LGAs. Five wards each
from the selected areas were randomly selected. From the selected communities, health
facilities offering maternity services viz a viz antenatal care, delivery and infant welfare
services were purposively selected. The selected facilities equally had skilled birth

attendants and good patronage.

The third stage of sampling involved total sampling of all pregnant women with at least
one under-five child and attending antenatal care services at the selected clinics. This was
done with the assistance of the officers in charge of the facilities in collaboration with the
community leaders attached to each ward and who had been working closely with the

health facilities in the selected communities.

Respondents were recruited on weekly basis until the target population was reached.
Recruited pregnant women were then grouped together to constitute Infant and young
child feeding community—based support groups in the experimental LGA. Altogether,

there were nine support groups within the selected experimental communities.
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3.6 Inclusion criteria

The inclusion criteria included being presently pregnant (in third trimester), having at least

one under five child, not on any medical regimen, and willingness to participate.
3.7  Exclusion criteria

All primi-gravide women, pregnant women with complication or on medical regimen and

those who were not willing to participate were exempted from the study.

3.8 Data collection procedure

3.8.1 Data collection tools and processes

Both qualitative and quantitative methods were used for data collection; this was followed
by peer support group intervention at the experimental group only and follow-up data
collection at both experimental and control groups.The quantitative method consisted the
use of a pre tested semi structured questionnaire for the collection of baseline and endline
data at both experimental and control communities and anthropometric measurements of
weight, length and mid upper arm circumference (MUAC) of index infants (infants
resulting from the recruited pregnancy) on monthly basis for a period of twelve (12)
months at the experimental communities only, while weight, length and MUAC
measurements were carried out for the index infants at the control communities only at 12

months of age.

The qualitative component consists of the use of Focus Group Discussion (FGDs) at both
the experimental and control groups. The information from the FGDs complemented the
information from the questionnaire (the quantitative component) on mothers’ practice of
infant feeding and to explore the factors influencing the adoption and sustenance of

optimal infant feeding practices in the study communities.
The data collection was conducted simultaneously at both experimental and control LGAs

for baseline survey and follow-up (endline) survey. Data was collected by the investigator

with the assistance of trained experienced field workers.
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3.9  Study tools

1. Socio-demographic and household characteristics questionnaire:  This
questionnaire was used to elicit information on age, marital status, educational
status, and work status, socio-economic and household characteristics of the
respondents.

2. Focus Group Discussion guide for mothers: This was used to conduct the
qualitative aspect of the study. The guide gave additional information on the
practice of responsive feeding and factors influencing infant feeding attitude and
practice of the mothers.

3.10Baseline surveyA semi-structured questionnaire was used to elicit information on the infant feedin
guidelines, attitudes and current practice of mothers. Mothers’ IYCFknowledge was

assessed using a validated [YCF KAP scale.

The core indicators in this study relating to mothers’ IYCF practice included; early
initiation of breastfeeding, exclusive breastfeeding for children under six months, timely
introduction of solids, semi-solids or soft foods, minimum dietary diversity and minimum
meal frequency. To assess dietary diversity, information was collected on dietary intake

using multiple pass 24-hour dietary recall.

Mothers’ strategies for encouragement while feeding (responsivefeeding practices)was
assessed based on four questions from a set of questions formulated onrecommendations
from WHO that included; What do you say to your infant or child toencourage him to eat
more?, What do you do to encourage your infant or young child to eat more?, What do you
do when your infant or young child refuses to eat? and What do you do if yourinfant or
young child asks for more food? (Infants might not be able to verbally request for more
food,they indicate with signs like; crying, reaching out to where the food is regularly kept,
stored or served at home, reaching out to the caregiver or mother,while carrying his or her
plate and spoon, picking up crumbs from the floor to eat,craving for someone else’ food)
The responses to the questions regarding responsivefeeding were coded as either positive

or negative response based on the interviewers’judgment.

A food frequency interview was also conducted to identify the complementary foods used
in the study areas in relation to the seven food groups (grains, legumes, dairy products,
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fish or meat and egg, yellow fruits and vegetables and other fruits and vegetables)

recommended by WHO.

Qualitative study was conducted to explore the factors influencing the adoption and
sustenance of optimal infant feeding practices in the study communities. This involved
focus group discussions with the participating mothers of between five and seven in each
group.Each discussion time lasted between forty and sixty minutes. Eight FGDs with
mothers were conducted in the experimental and control study LGAs. FGD discussion
guide was developed and used for this aspect of the study (Appendix II). The guide gave
additional information on the practice of responsive feeding and factors influencing infant

feeding attitude and practice of the mothers.
3.11 Intervention stage

The intervention comprised of three -months (3) training of the recruited pregnant women
and twelve months (12) Peer support group intervention of the same set of mothers with
their infants (outcome of the pregnancy).Altogether, the duration of the intervention was

15months.

The training of the recruited pregnant women at the experimental communities was
conducted by the researcher fortnightly for three months (6 times) based on the identified
gaps from the baseline survey. Relevant, pictorial, Information, Education and
Communication (IEC) mateials as take home bronchures (Appendix V1) were given as
training packages to the mothers to complement the information they received at the
training. Further to this training, they (the pregnant mothers) received the conventional

ante natal care and education.

Pregnant mothers in the experimental LGA were grouped into peer support groups of not
more than 15 members each and each group had a trained community- based leader with
adequate knowledge and experience in appropriate infant feeding practices. The peer
support and monitoring of the mothers were sustained after delivery until the infants were

12 months old.
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The experimental LGA had nine peer support groups and these support groups were
assisted to meet once monthly. The meeting place and meeting time varied with location
and these were the joint decisions of the group members. The peer support group leaders
were from the same community who were taught on appropriate infant feeding practices
using theWHO and UNICEF/IYCF guidelines and training package. Action Oriented

Group Discussion approach was adopted during the training.

The support leaders were trained by the researcher in anthropometry skills, interview
andcounseling techniques. Pictorial counseling card booklet was used by the team leaders
to encourage, counsel and support team members to adopt optimal infant feeding
practices. UNICEF I'YCF Key message booklet and counselling card booklet were adapted
as the training module for I'YCF support groups leaders: This tool was used for the
intervention aspect of the study. The module was used to enhance the interview skills,
counseling techniques and anthropometry skills of the leaders of the support groups. The
tool also included the aids used by support groups’ leaders. Home visits were periodically
conducted by the support group leaders to support the team members with the aid of
pictorial counseling card booklet and sharing of personal experience to help them
overcome barriers to adoption of optimal infant feeding practices.

Once every month, anthropometric measurements of weight, length and MUAC of infants
were recorded by the support groups leaders. Growth monitoring and promotion of the
index infants (outcome of the pregnancy) was conducted monthly for a period of twelve
months at the experimental communities until the infants were twelve (12) months old. In
order to reduce measurement error, at least twomeasurements of length and MUAC in
centimeters and weight in kilograms were taken These measurements were recorded in
the register and the child health card also.Life experiences of individuals were rewarded

within the groups.

The control group also received the conventional ante natal care education on Infant and
Young Child Feeding (IYCF) but they were not aided by the formation of I'YCF support
groups within their communities.The infants’ anthropometric measurements of Weight,
length and Mid Upper Arm Circumference at the twelveth month of age were taken and

recorded in the register and child health card.
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3.12 Endline survey

Endline survey was conducted in both experimental and control LGAs to re-assess the
infant feeding practices of the mothers with respect to the child resulting from the recent
pregnancy. Information was collected on infant feeding knowledge, attitude and practice
of the mothers. The same study instrument used for the baseline assessment was used for

the endline assessment.

Mothers’ current responsivefeeding practices was assessed. A food frequency interview
was also conducted to identify the complementary foods used in relation to the seven food
groups (grains, legumes, dairy products, fish or meat and egg, yellow fruits and vegetables

and other fruits and vegetables) recommended by WHO.
3.13 Training and pretesting

Training of the Research assistants was conducted to ensure that data collected was valid
and reliable. Data was collected by qualified nutritionists and nurses who were selected on
the basis of their familiarity with IYCF indicators and trained as research assistants for
two days to ensure standardization of measurements and good probing techniques. The
two days training content included an overview of the study, introduction to IYCF

indicators, interviewing skills and pair practice..

The research instruments (the semi-structured questionnaire and focus group discussion
guide) were administered to a pilot group of 50 pregnant mothers in selected
communities of Afijio Local Government Area of Oyo State to ensure validity and

reliability.
3.14 Physical examination procedure

Anthropometric method such as length, weight and MUAC were measured to determine
the nutritional status of the children.IYCF practices assessed using early initiation of
breastfeeding, exclusive breastfeeding for children under six months, timely introduction
of solids, semi-solids or soft foods, minimum dietary diversity and minimum meal
frequency, dietary diversity information was collected using multiple pass 24-hour dietary

recall.
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3.15 Data analysis

The effect of intervention on growth was measured in terms of growth in length andweight
in relation to age and MUAC. For the calculation of z-scores, WHO Anthro software was
used.The three z-scores indicating child’s growth; the weight-for-age z-scores (WAZ),
length-for-age z-scores (HAZ) and weight-for-length z-scores (WHZ) were computed
using WHO Anthro Software. Children below -2SD were classified as either stunted,
underweight or wasted. Underweight was defined when WAZ is below <-2SD. Stunting
andwasting refer to <-2SD of HAZ and WHZ, respectively.

Data was coded, entered, and analyzed using SPSS version 20.0. Descriptive statistics was
computed to determine proportion of mothers knowledge, attitude and practice with
respect to key infant and young child feeding practices. Chi square analysis and T-Test
was used to determine significant variation in results between intervention and control
group. Qualitative data was analysed using thematic approach. The measurement of

variables for achieving specific objectives is as shown in Table 3.3

41



Table 3.3:

Measurement of variables for achieving specific objectives of the study

Objective Measurements Measurement indicators | Analysis
Infant What the mothers | Knowledge were assessed | Chi Square/ANOVA
feeding know about infant | using a 21 items
knowledge feeding knowledge scale
Infant Attitudes of mothers | Attitude were assessed | Chi Square/ANOVA
feeding toward infants feeding | using a 17 items adapted
attitude Iowa  Infant  Feeding

Attitude Scale
Infant Mothers adherence to | Breastfeeding and Chi Square/ANOVA
feeding recommended infant | complementary feeding
practices feeding practices practices
Factors Who influences and | Factors were assessed | Descriptive statistics, Chi
influencing makes using a 3 items influencing | Square and. Thematic
infant recommendation  for | scale analysis of Focus Group
feeding infant feeding Discussion
practices
Socio- Description of socio- | Age, marital status, | Descriptive statistics and
economic economic status of the | education, experience etc. | Chi square
status mothers
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3.16 Limitations of the study

Baseline information on their practice of infant feeding was on the previous children they
had before the current pregnancy at the beginning of the study.This was overcome by

asking probing questions that assisted the mothers to overcome this challenge.
.3.17Ethical considerations

Ethical approval to conduct the study was obtained from the University of
Ibadan/University College Hospital Ethics committee and the Ethical committee of the

Oyo State Ministry of Health, Ibadan and leaders of the communities involved.
3.17.1 Confidentiality

The principles of respect for autonomy, human dignity, beneficence and non-maleficence
were adhered to in the conduct of this study. Informed consent of all the respondents was
obtained and confidentiality was ensured. Participants were informed of their right to
withdraw from the study whenever they wanted. Confidentiality of all information
collected in this study was ensured as information was properly coded. The questionnaire
containing the interview would be stored for the duration of 2 years after which it would

be destroyed. Identifier would not be used in any publication or reports from this study.
3.17.2 Informed consent

Informed consent of all the respondents was obtained. Participants were informed of their
right to withdraw from the study whenever they wanted. A written informed consent

which was translated to the local language (Yoruba) was provided for the respondents.
3.17.3 Beneficence to participants

The researcher gave behavioural change communication and peer support and counseling
on Infant and Young Child Feeding (I'YCF) practices packages to the participating women
which further improved their IYCF practices with consequent improvement in their

nutritional status.
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3.17.4 Non- maleficence to participants

This study did not expose the volunteers to any risk. Full disclosure of the procedures,

benefits and most importantly confidentiality were ensured.
3.17.5 Voluntary Participation

Participation in this research was entirely voluntary. Study participants were allowed to

withdraw from the study at any time without loss of benefits.
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CHAPTER FOUR
RESULTS

4.0 Introduction

The analysis and results of data obtained from the fieldwork are presented in this chapter.
The presentation is sequentially arranged according to the study objectives as shown in
chapter one. Following these are the findings from the qualitative investigation (Focus
Group Discussions), which complemented information from the quantitative data

presented.
4.1 Socio-demographic characteristics of respondents

The mean age of respondents in both experimental and control groups were 28.3+5.5 and
29.0+4.7 years respectively. Respondents aged 20-29 years constituted 53.3 % in both
groups. In both groups, more of the respondents were of the Yoruba ethnic group, had
secondary education, ever given birth to 1-2 children who were under-5 and above and
were traders. Very few mothers were unemployed in the experimental (1.7%) and control
group (9.2%) respectively. In the experimental and control groups 45.8 % and 51.7%
practiced Christianity respectively while 53.3% and 48.3% practiced Islam (Table 4.1).
There was no significant difference in all socio-demographic characteristics of mothers in

both experimental and control groups.
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Table 4.1:

Socio-demographic and economic characteristics of mothers

Categories Groups
Experimental Control Total
Character n (%) n (%) xz p-
n (%) value
Age (years) <19 3(2.5) 2(1.7) 5(2.1) 5.553  0.136
20-29 64 (53.3) 64 (53.3) 128 (53.3)
30-39 48 (40.0) 54 (45.0) 102 (42.5)
> 40 54.2) 0 (0.0) 5(2.1)
Mean= STDs 28.34£5.5 29.0+4.7  28.745.1
Ethnicity Yoruba 116 (96.7) 117 (97.5) 233 (97.1) 0.147 1.000
group Igbo 4(3.3) 3(2.5) 7(2.9)
Religion Christianity 55 (45.8) 62 (51.7) 117 (48.8) 1.714 0.424
Islam 64 (53.3) 58 (48.3) 122 (50.8)
Traditional belief 1 (0.8) 0 (0.0) 1(0.4)
Marital Single 0 (0.0) 1(0.8) 1(0.4) 3.038 0.219
status Married 120 (100.0) 117 (97.5) 237 (98.8)
Widowed/Separated 0 (0.0) 2(1.7) 2 (0.8)
Highest level None 6 (5.0) 1(0.8) 7(2.9) 10.090 *0.018
of formal Primary 12 (10.0) 7 (5.8) 19 (7.9)
education Secondary 77 (64.2) 69 (57.5) 146 (60.8)
Tertiary 25 (20.8) 43 (35.8) 68(28.3)

*Significant difference
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Table 4.1: Socio-demographic and economic characteristics of mothers (continued).

Character Categories Groups
Experimental Control Total
n (%) n (%) VN
n (%) value
Occupation  Artisan 46 (38.3) 37 (30.8) 83(34.6) 10.985 *0.027
Trading 54 (45.0) 53 (44.2) 107 (44.6)
Farming 3(2.5) 1 (0.8) 4(1.7)
Wage earner/civil 15 (12.5) 15 (12.5) 30(12.5)
servant
Unemployed 2(1.7) 14 (11.7) 16 (6.7)
Number of 1-2 children 91 (75.8) 92 (76.7) 183 (76.3) 0.023  0.500
children per >3 children 29 (24.2) 28 (23.3) 57 (23.8)
mother Mean+SD 1.9+1.1 1.8+1.0 1.8+1.0

*Significant difference
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4.2 Demographic characteristics of the children at baseline

As shown in Table 4.2, there was no significant difference in all socio-demographic
characteristics of children in both experimental and control groups at baseline. Mean age
of index children was 37.4+17.0 months and 42.1+£21.3 months in experimental and
control groups respectively. Children aged 24 months and older at baseline constituted
87.5% and 89.2% in experimental and control groups respectively. Index children that
were first child of the family constituted 50.9% and 61.1% in experimental and control

groups respectively

4.3 Demographic Characteristics of the infants at endline
There was no significant difference in all socio-demographic characteristics of infants in
both experimental and control groups at endline. All infants at endline were aged 12

months old in both groups at the time of data collection. (Table 4.3).
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Table 4.2

Demographic characteristics of the children at baseline

Experimental Control Total
Character n (%) n (%) n (%) xz p-
value

Age of index 0-5 months 0 (0.0) 0(0.0) 0 (0.0) 1.056 0.590
child 6-11 months 1 (0.8) 0 (0.0) 1(0.4)

12-23 months 14 (11.7) 13(10.8) 27 (11.3)

> 24 months 105 (87.5) 107 (89.2) 212 (88.3)

Mean £ STD  37.4+17.0 42.1£21.3  39.7+19.3
Sex of the index Male 55 (45.8) 60 (50.0) 115(47.9) 0417 0.303
child Female 65 (54.2) 60 (50.0)  125(52.1)
Position of the First 55(50.9) 66 (61.1) 121 (56.0) 3.626 0.459
index child in Second 29 (26.9) 23 (21.3)  52(24.1)
the family Third 15 (13.9) 15(13.9)  30(13.9)
(number) Fourth 7 (6.5) 3(2.8) 10 (4.6)

Five & above 2 (1.9) 1(0.9) 3(1.4)
Total n (total) 120 (100.0) 120 240

(100.0)
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Table 4.3: Demographic characteristics of the children at Endline

Experimental Control Total

Character n (%) n (%) n (%) xz p-value
Age of index 0-5 months 0 (0.0) 0 (0.0) 0 (0.0)
child 6-11 0(0.0) 0 (0.0) 0 (0.0)

months

12-23 106 (100.0) 109 (100.0) 215 (100.0)

months

> 24 months 0 (0.0) 0 (0.0) 0 (0.0)

Mean+SD
Sex of the index Male 59 (55.7) 66 (60.6) 125 (58.1)  0.528 0.278
child Female 47 (44.3) 43 (39.4) 90 (41.9)
Position of the First 0 (0.0) 0 (0.0) 0 (0.0) 2.295 0.513
index child in Second 59 (55.7) 64 (58.7) 123 (57.2)
the family Third 32 (30.2) 35(32.1) 67 (31.2)
(number) Fourth 11(10.4) 9(8.3) 20 (9.3)

Five & 4(3.8) 1(0.9) 5(2.3)

above
Total n (total) 106 (100.0) 109 (100.0) 215 (100.0)
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4.4  Awareness of infant feeding

All mothers (100.0%) in both groups had heard of breastfeeding at endline, while at
baseline, it was 95.0% each for both control and experimental groups respectively. There
was no significant difference in the proportion of respondents who had heard about
colostrum in both groups. However, there was a significant difference in the proportion of
respondents who had heard about exclusive breastfeeding (80.8%; 89.2%) and appropriate
complementary feeding (70.0%; 83.3%) in experimental and control groups respectively.
At endline, there was no significant difference in the proportion of respondents who had
heard about exclusive breastfeeding (100.0%; 99.1%) and appropriate complementary
feeding (100%; 99.1%) (Table 4.4).
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Table 4.4: Awareness of infant feeding

Awareness Baseline (%): N=240 Endline (%): N=215

of infant Exp ControlTotal xz p- Exp  ControlTotal xz p-value
Feeding n (%)n (%) n (%) value n (%) n (%) n (%)

Ever heard of 114 114 228 0.000 0.616 106 109 215

breastfeeding (95.0)(95.0) (95.0) (100.0) (100.0) (100.0)

Ever heard of 9% 98 194 0.108 0.435 106 109 215

Colostrum (80.0)(81.7) (80.8) (100.0) (100.0) (100.0)

Ever heard of 97 107 204  3.268 0.051 106 108 214 0.977 0.507
exclusive (80.8)(89.2) (85.0) (100.0) (99.1) (99.5)

breastfeeding

Ever heard of 84 100 184 5.963 0.011 106 108 214 0.977 0.507
appropriate (70.0)(83.3) (76.7) (100.0) (99.1) (99.5)
complementary

feeding
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4.5 Knowledge on infant feeding

Majority of the respondents at baseline knew that first food for babies is breast milk;
though knowledge was significantly higher (p=0.009) among control (96.7%) compared to
experimental group (87.5%). At endline, there was no significant difference between both
groups; nevertheless, significant (p=0.011) proportion of respondents in experimental
group (99.1%) knew that breastfeeding should be initiated within the first hour of birth
compared to the control group (91.7%). Further, significant (p=0.034; p=0.001) proportion
(98.1%; 96.2%) in experimental group knew that colostrum is the yellowish secretion that
came out of the breasts within the first 3-days of delivery and that it helps to protect
infants against diseases compared to respondents in control group (91.7%; 69.9%)
respectively. However, at baseline (p=0.008) and endline (0.011) knowledge of
respondents in experimental groups on high tendency of bottle fed infants becoming sick

was significant compared to control group.
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Table 4.5: Mothers’ knowledge on infant and young child feeding

Baseline (%): N=240

Endline (%): N=215

Knowledge Exp Control p-value Exp Control o’ p-value
of mothers n (0/0) n (%) n(O/o) n (%)

Breastfeeding should be 87 80 0.965  0.326 105 100 6.481 0.011
initiated within the first ~ (72.5) (66.7) (99.1) (91.7)

hour of birth

The first food for babies 105 116 6.916  0.009 105 108 0.001 0.984
should be breast milk (87.5) (96.7) (99.1) (99.1)

Colostrum is the first 81 89 1.291  0.256 104 100 4.492 0.034
yellowish secretion of (67.5) (74.2) (98.1) (91.7)

the breast milk within

the first two to three

days of lactation

Colostrum is rich in 52 65 2.818  0.093 102 74 29.059  0.000
antibodies to promote a  (43.3) (54.2) (96.2) (67.9)

baby’s immunity

Breast milk alone 82 105 12.810  0.000 105 102 4.002 0.034
satisfies the nutritional (68.3) (87.5) (99.1) (93.6)

requirement of a baby in

the first six months of
life
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4.5 Knowledge on infant feeding (continued)

There was no significant difference in the knowledge of exclusive breastfeeding and
infants given water at age five and half months is not exclusively breastfed at baseline and
endline in both groups.However, significant (p=0.000; p=0.034) proportion (87.5%;
99.1%) of respondents in the experimental group at baseline and endline respectively
knew that breast milk only can provide the nutritional requirements for infants in the first
six months of life compared to respondents in control group. There was no significant
difference in the knowledge of respondents on breastfeeding of infants on demand in both
experimental and control groups at baseline and endline respectively. Knowledge on
having enough breastmilk for feeding infants adequately and benefits of social bonding
between mother and her infant were significantly high among control group at baseline; at
endline, respondents in experimental group had significantly higher knowledge compared
to control group. Similarly, knowledge of respondents in experimental group on health
promoting benefits of breastfeeding to mother was higher compared to control group

(Table 4.5).
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Table 4.5: Mothers’ knowledge on infant and young child feeding (continued)

Knowledge Baseline (%): N=240 Endline (%): N=215

of Mothers Exp Control xz p-value Exp  Control xz p-value
n (%) n (%) n (%) n (%)

EBF entails giving breast 92 99 1.257 0.262 104 103 3.549  0.060

milk only for 6 months (76.7)  (82.5) (98.1) (94.5)

Most women makes 74 91 5.605 0.018 103 92 10.381 0.001

enough BM to adequately (61.7)  (75.8) (97.2) (84.4)

feed their baby

BF promotes mothers 72 73 0.017 0.895 104 78 29.113 0.000

health (60.0) (60.8) (98.1) (71.6)

Breastfeeding enhances 77 98 9.305 0.002 102 73 30.370 0.000

social bonding (64.2)  (81.7) (96.2) (67.0)

A bottle fed baby is more 90 106 7.124  0.008 105 100 6.481 0.011

Prone to illness than (75.0)  (88.3) 99.1) (91.7)

breastfed babies

A child should be 103 112 3.617 0.057 104 108 0.367 0.545

breastfed on demand (85.8)  (93.3) (98.1) (99.1)

A baby given water at 59 80 7.539 0.006 101 98 2.254  0.133

age five and half month (49.2) (66.7) (95.3) (89.9)

is not exclusively

breastfed

Other foods in addition 106 113 2.557 0.110 104 108 0.367 0.545

to BM can be given to a (88.3) (94.2) (98.1) (99.1)

child after age 6 months

*BF- Breast feeding, BM — Breast milk, CF — Complementary feeding
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4.5 Knowledge on infant feeding (continued)

At baseline, respondents in control group had high level of knowledge on the need to
increase the number of times a child should eat as age increases; this knowledge was not
significant at endline when compared to experimental group. Similarly, knowledge on
inclusion of many food varieties in complementary food was high in control group at
baseline (p=0.039) but no significant difference at endline (p=0.105) compared to
experimental group. Further, no significant difference in knowledge of increasing the
quality of complementary food by adding soy bean powder, oil, blended crayfish and
groundnut at baseline (p=0.207) comparing both groups; however, at endline respondents
(99.1%) in experimental group showed a significant (p=0.000) increase in knowledge

compared to control group (81.7%) (Table 4.6).
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Table 4.5: Knowledge on infant and young child feeding( continued)

Knowledge of Baseline (%): N=240 Endline (%): N=215

Mothers Exp  Control xz p-value Exp  Control xz p-value
n (%) n (%) n (%) n (%)

Breastfeeding should 93 98 0.641 0.423 104 103 1.963 0.161

continue with (77.5) (81.7) (98.1) (94.5)

complementary foods till a

child is at least 24 months

The quantity of food a child 97 106 2.588 0.108 105 107 0.301 0.577

eats increases with age (80.8) (88.3) (99.1) (98.2)

The number of times a child 92 105 4.788 0.029 105 107 0.301  0.577

eats increases with age (76.7) (87.5) (99.1) (98.2)

The texture 79 90 2.420 0.120 105 104 2.630 0.105

(thickness/consistency) of a (65.8) (75.0) (99.1) (95.4)

child’s meal increases as the

child gets older

Feeding times must be 102 116 9.808 0.002 105 96 10.649 0.001

necessarily made enjoyable (85.0) (96.7) (99.1) (88.1)

for a child

Complementary food should 98 109 4.251 0.039 105 104 2.630  0.105

include as many food (81.7) (90.8) (99.1) (95.4)

varieties as possible

Addition of soya beans 79 88 1.595 0.207 105 89 18.427 0.000

powder, oil, blended crayfish (65.8) (73.3) (99.1) (81.7)

and groundnut can increase

the quality of complementary

food

Water should be given to a 80 83 0.172  0.678 105 105 1.758  0.185

child not earlier than six (66.7) (69.2) (99.1) (96.3)

months old

The number of times a child 92 105 4.788 0.029 105 107 0.301  0.577

eats increases with age (76.7) (87.5) (99.1) (98.2)

*BF- Breast feeding, BM-Breast milk, CF-Complementary feeding
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4.6  Knowledge score on infant feeding

At baseline, mean knowledge score in experimental group was 12.0+4.6 and control group
was 16.9+3.2. 30.0% of the respondents in the control group had adequate knowledge
compared to 0.0 % in the experimental group. At endline, mean knowledge score in
experimental group was 20.6+2.1 and control group was 18.943.2 (Table 4.6). More
respondents in experimental group (94.3%) compared to the control group 60.6%) had

adequate knowledge (Figure 4.1).
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120.0% -

100.0%
100.0% - 94.3%

80.0% - 75.0%

60.6%

60.0% - B <60% Inadequate (0-19)

H >60% Adequate (20-21)

Percentage (%)

40.0% -

20.0% -

0.0%

Exp

Baseline Endline

Figure 4.1: Categorisation of knowledge scores on infant feeding
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Table 4.6: Mothers’ mean knowledge scores for experimental and control groups
at baseline and endline

Group Knowledge scores

Baseline Endline t-value p-value Remark
Experiment 12.0+4.6 20.6+2.1 17.640 0.000 Significant
Control 16.9+3.2 18.9+3.2 4.799 0.000 Significant
t-value 9.442 4.743
Mean 4.866 1.752
difference
P-value 0.000 0.000
Remark Significant Significant
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4.7 Attitude of mothers towards infant feeding (Breast feeding) at baseline

Contradictory attitudes existed on statement of “nutritional benefits of breast milk last
only until the baby is weaned from breast milk” in both groups, where 41.7% of
respondents in experimental agreed with the statement, 40.8% in control group disagreed
.Majority of the respondents in both groups agreed that breastfeeding is more convenient
compared to formula-feeding and that breastfeeding increases mother-infant bonding

respectively.

More respondents in control group (45.0%) compared to experimental group (39.2%)
agreed that formula-fed infants are more likely to be overfed than breastfed infants.
However, 36.7% of respondents in both groups agreed that formula-feeding is the better
choice for mothers who plan to work outside home. In addition, more than half of the

respondents in experimental and control groups agreed on the following statements:
e Mothers who formula-feed miss one of the great joy of motherhood.

e Lactating mothers should not breast-feed in open/public place like market and

social gatherings
e Mothers who drink alcohol occasionally should not breastfeed their infants

Also, majority of the respondents in experimental and control groups agreed on the

following statement:
e Babies fed with breast milk are healthier than babies who are formula fed.
e Breast milk is the ideal food for babies
e Breast milk is more easily digested than formula
e Breast-feeding is more convenient and less expensive than formula feeding

However, majority of the respondents in experimental and control groups disagreed to the

following statements:
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e Breast-fed babies are more likely to be overfed than formula-fed babies.

e Fathers feel left out if a mother breast-feeds.

More than half of the respondents in experimental and control group also disagreed on the

statement “Formula is as healthy for an infant as breast milk (Table 4.7).
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Table 4.7: Attitude of mothers towards infant feeding (Breast feeding) at baseline

Attitude of mothers Exp No (%) Control No (%)

towards infant feeding SD D N A SA SD D N A SA
Nutritional benefits of BM 18 36 3 50 13 13 49 13 27 18
last only until the baby is (15.0) (30.0) (2.5 @&1.7) (10.8) (10.8) (40.8) (10.8) (22.5) (15.0)
weaned from breast milk

Formula-feeding is more 25 62 18 13 2 23 64 11 13 9
convenient than breast- (20.8) (51.7) (15.0) (10.8) (1.7) (19.2) (533) (9.2) (10.8) (7.5
feeding

Breast-feeding increases 5 4 9 84 18 0 3 3 87 27
mother-infant bonding 4.2) (3.3) (7.5 (70.0) (15.0) (0.0) (2.5 (2.5 (72.5) (22.5)
Breast-milk is lacking in 19 56 18 24 3 7 52 33 24 4
iron (15.8) (46.7) (15.0) (20.0) (2.5 (5.8) (43.3) (27.5) (20.0)0 (3.3)
Formula-fed babies are 10 34 23 47 6 9 20 20 54 17
more likely to be overfed (8.3) (28.3) (19.2) (39.2) (5.0 (7.5) (16.7) (16.7) (45.0) (14.2)
than breast-fed babies

Formula-feeding is the 7 34 23 44 12 2 36 17 44 21
better choice if a mother (5.6) (28.3) (19.2) (36.7) (10.0) (1.7)  (30.0) (14.2) (36.7) (17.5)
plans to work outside the

home

Mothers who formula-feed 7 15 29 52 17 2 19 23 60 16
miss one of the great joys of  (5.8) (12.5) (24.2) (43.3) (14.2) (1.7)  (15.8) (19.2) (50.0) (13.3)
motherhood

Women should not breast- 11 32 10 53 14 12 34 3 60 11
feed in public places suchas (9.2) (26.7) (8.3) (44.2) (11.7) (10.0) (283) (2.5) (50.0) (9.2)

market places, social
gathering or open places

SD=Strong disagree, D=Disagree, N=Neutral, A=Agree, SA=Strong agree
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Table 4.7: Attitude of mothers towards infant feeding (Breast feeding) at baseline (continued)

Attitude of mothers Exp No (%) Control No (%)

towards infant feeding SD D N A SA SD D N A SA
Babies fed with breast milk 2 4 13 79 22 2 1 8 79 30
are healthier than babies (1.7  (33) (10.8) (65.8) (18.3) (1.7) (0.8) (6.7) (65.8) (25.0)
who are formula fed

Breast-fed babies are more 6 46 19 37 12 14 55 22 20 9
likely to be overfed than (5.0) (38.3) (15.8) (30.8) (10.0) (11.7) (45.8) (18.3) (16.7) (7.5)
formula-fed babies

Fathers feel left out if a 8 49 26 24 13 17 48 26 24 5
mother breast-feeds (6.7) (40.8) (21.7) (20.0) (10.8) (14.2) (40.0) (21.7) (20.0) (4.2)
Breast milk is the ideal food 2 1 7 91 19 1 5 5 83 26
for babies (1.7)  (0.8) (5.8) (75.8) (15.8) (0.8) (4.2) 4.2) (69.2) (21.7)
Breast milk is more easily 4 9 12 77 18 2 6 19 72 21
digested than formula (3.3) (7.5 (10.0)0 (64.2) (15.0) (1.7) (5.0)0 (15.8) (60.0) (17.5)
Formula is as healthy for an 25 51 16 24 4 29 62 12 16 1
infant as breast milk (20.8) (42.5) (13.3) (20.00 (3.3) (24.2) (51.7) (10.0) (13.3) (0.8)
Breast-feeding is more 2 2 9 88 19 4 4 11 75 26
convenient than formula 1.7y 1.7y (1.5 (73.3) (15.8) (3.3) (3.3) (9.2) (62.5) (21.7)
feeding

Breast milk is less expensive 1 2 3 90 24 1 2 4 83 30
than formula 0.8) (1.7) (2.5 (75.0) (20.0) (0.8) (1.7) (3.3) (69.2) (25.0)
A mother who occasionally 7 15 14 58 26 7 11 30 54 18
drinks alcohol should not (5.8) (12.5) (11.7) (483) (21.7) (5.8) (9.2) (25.0) (45.00 (15.0)

breast-feed her baby

SD=Strong disagree, D=Disagree, N=Neutral, A=Agree, SA=Strong agree
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4.8 Attitude of mothers towards infant feeding (Breast feeding) at endline

At endline, contradictory attitude on “nutritional benefits of breast milk last only until the
baby is weaned from breast milk” in both groups disappeared where 88.7% and 76.9% of

respondents in experimental and control groups disagreed with the statement respectively.

Majority of the respondents in both groups agreed that breastfeeding is more convenient
compared to formula-feeding. In experimental and control groups, 63.2% and 78.9%

respectively agreed on breastfeeding increases mother-infant bonding.

Slightly above three quarter of the respondents in control and experimental group agreed
that formula-fed infants are more likely to be overfed than breastfed infants. Further,
58.5% and 32.1% respondents strongly disagreed and disagreed respectively in
experimental groups on formula-feeding is the better choice for mothers who plan to work
outside home while only 33.9% and 29.4% showed strong disagreement and agreement on

this statement.

In addition, 51.9% and 39.6% respondents in experimental group were strongly favorable
and favorable respectively to the statement “mothers who formula-feed miss one of the
great joys of motherhood” while only 367% and 34.9% in control group were strongly
favorable and favorable respectively. More than half of the respondents in experimental
group had strong attitude to the statement “lactating mothers should not breast-feed in
open/public place like market and social gatherings” while only 37.0% in control group
showed strong desire to the statement. Majority of the respondents in experimental and

control groups agreed on the following statements at endline:
e Babies fed with breast milk are healthier than babies who are formula fed.
e Breast milk is the ideal food for babies
e Breast milk is more easily digested than formula

e Breast-feeding is more convenient and less expensive than formula feeding
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However, more than half of the respondents in experimental and control groups disagreed

to the following statemens at endline:
e Breast-fed babies are more likely to be overfed than formula-fed babies.
o Fathers feel left out if a mother breast-feeds.

Only 60.4% respondents in experimental and 45.0% in control group strongly disagreed

on the statement “Formula is as healthy for an infant as breast milk” (Table 4.8).

67



Table 4.8:  Attitude of mothers towards infant feeding (Breast feeding) at endline

Attitude of mothers towards Exp No (%) Control No (%)
infant feeding SD D N A SA SD D N A SA
The nutritional benefits of breast 59 35 2 6 4 47 37 4 21 0
milk last only until the baby is (55.7) (33.0) (1.9 (5.7 (3.8) (43.1) (339 (3.7 (19.3) (0.0)
weaned from breast milk
Formula-feeding is more 69 33 0 4 0 46 44 5 13 1
convenient than breast-feeding (65.1) (31.1) (0.0) (3.8) (0.0) (42.2) (404 (4.6) (11.9) (0.9)
Breast-feeding increases mother- 3 3 0 34 66 1 2 20 40 46
infant bonding 2.8) (2.8) (0.0) (32.1) (62.3) (0.9 (1.8) (18.3) (36.7) (42.2)
Breast-milk is lacking in iron 66 36 0 4 0 45 42 9 12 1
(62.3) (34.0) (0.0) (3.9 (0.0) (41.3) (38.5) (8.3) (11.0) (0.9)
Formula-fed babies are more 4 8 13 53 28 4 6 8 62 29
likely to be overfed than breast- (3.8) (7.5 (12.3) (50.0)0 (264) (3.7 (5.5) (7.3) (56.9) (26.6)
fed babies
Formula-feeding is the better 62 34 2 7 1 37 32 8 29 3
choice if a mother plans to work  (58.5) (32.1) (1.9) (6.6) 09) (339 (294 (7.3) (26.6) (2.8)
outside the home
Mothers who formula-feed miss 4 2 3 55 42 3 4 24 40 38
one of the great joys of 3.8 (1.9 (2.8) (519 (39.6) (2.8 (3.7) (22.0) (36.7) (34.9)
motherhood
Women should not breast-feed 63 32 0 10 1 40 25 3 37 3
in public places such as market (594) (30.2) (0.00 (4 (09) (37.0) (23.1) (2.8) (34.3) (2.8)

places, social gathering or open
places

SD=Strong disagree, D=Disagree, N=Neutral, A=Agree, SA=Strong agree
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Table 4.8: Attitude of mothers towards infant feeding (Breast feeding) at endline (continued)

Attitude of mothers towards Exp No (%) Control No (%)

infant feeding SD D N A SA SD D N A SA
Babies fed with breast milk 1 3 2 39 61 3 5 1 57 43
are healthier than babies who 0.9) (2.8) (1.9) (36.8) (57.5) (2.8) (4.6) (0.9) (52.3) (394)
are formula fed

Breast-fed babies are more 48 42 8 7 1 40 44 8 12 3
likely to be overfed than (45.3) (39.6) (7.5 (6.6) 09 @374 @1.1H) (75 (11.2)  (2.8)
formula-fed babies

Fathers feel left out if a 42 31 21 11 1 39 32 30 5 3
mother breast-feeds (39.6) (29.2) (19.8) (10.4) (0.9) (35.8) (29.4) (27.5) (4.6) (2.8)
Breast milk is the ideal food 2 0 1 42 61 0 0 3 63 43
for babies (1.9 (0.0) (0.9) (39.6) (57.5) (0.0) (0.0) (2.8) (57.8) (39.4)
Breast milk is more easily 0 2 1 43 60 4 0 5 60 40
digested than formula (0.0) (1.9 (0.9) (40.6) (56.6) (3.7) (0.0) (4.6) (55.0) (36.7)
Formula is as healthy for an 64 37 1 2 2 49 41 5 13 1
infant as breast milk (60.4) (349) (0.9 (1.9) (1.9) (45.00 ((37.6) (4.6) (11.9) (0.9
Breast-feeding is more 6 0 1 41 58 2 1 3 59 44
convenient than formula 5.7 (0.0 (0.9) (38.7) (%4.7) (1.8) (0.9) (2.8) (54.1) (404)
feeding

Breast milk is less expensive 6 0 1 42 57 1 0 0 64 44
than formula 5.7 (0.0) (0.9) (39.6) (53.8) (0.9 (0.0) (0.0) (58.7) (40.4)
A mother who occasionally 49 20 7 27 3 46 26 5 31 1
drinks alcohol should not (46.2) (18.9) (6.6) (25.5) (2.8) (42.2) (239 (4.0) (28.4) (0.9

breast-feed her baby

SD=Strong disagree, D=Disagree, N=Neutral, A=Agree, SA=Strong agree
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4.9  Attitude score on infant feeding (Breast feeding)

At baseline, mean attitude scores in experimental group was 7.5+2.7 and control group
was 11.0£2.6, and differ significantly (p=0.000) ((Table 4.8). 28.8% of respondents in

control group had positive attitude compared to 3.3% in experimental group.

At endline, mean attitude score in experimental group was 15.1£2.1 and control group was
13.6+3.4. Significant (p=0.001) majority of respondents in experimental group (75.0%)
had positive attitude compared to 46.9% in control group (Table 4.9 and Fiure 4.2).
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Figure 4.2: Categorisation of attitude scores on infant feeding (Breast feeding)
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Table 4.9:  Mothers’ mean attitude scores (breast feeding) for experimental and
control groups at baseline and endline

Group Attitude score (breast feeding)

Baseline Endline t-value P-value Remark
Experiment 7.5£2.7 15.1+2.1 23.397 0.000 Significant
Control 11.0+£2.6 13.6+3.4 6.626 0.000 Significant
t-value 10.229 3.758
Mean 3.508 1.461
difference
P-value 0.000 0.000
Remark Significant Significant
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4.10 Attitude of mothers towards complementary feeding at baseline
As shown in Table 10 below, majority of the mothers in both groups had positive attitude
towards the following statements

3 Mothers require adequate knowledge on the foods given to children.

4 The need to consider age, frequency of feeding, amount of food, texture of
thickness of food, variety of food, responsive feeding and hygiene when
introducing complementary food.

5 Different varieties of locally available foods should be given to the baby alongside
breast milk from 6 months old.

6 Fruits and vegetables such as pear, apple, orange, water melon, tomato, eggplant,
cabbage, pumpkin, carrot, cucumber, mango, banana, pineapple, water leaf should
be given to a child at age 6 month and beyond.

7 Infant at 6 month should start consuming different variety of foods.

Mother should sit and monitor how her child eats (Table 4.10).
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Table 4.10: Attitude of mothers towards complementary feeding at baseline (N=240)

Attitude of mothers towards Exp No (%) Control No (%)
complementary feeding SA A N D SD SA A N D SD
Mothers need adequate 25 75 16 4 0 30 78 9 3 0
knowledge on the foods (83.3) (62.5) (13.3) (3.3) (0.0) (25.0) (65.0) (7.5) (2.5) (0.0)
given to children

First thing to think of when 16 56 35 13 0 18 52 31 19 0
introducing other foods to (13.3) (46.7) (29.2) (10.8) (0.0) (15.0) (43.3) (25.8) (15.8) (0.0)
the child includes; Age

group, frequency of feeding,

amount of food, texture of

thickness of food, variety of

food, responsive feeding and

hygiene.

Different varieties of locally 20 83 3 12 2 21 86 7 6 0
available foods should be (16.7) (69.2) (2.5) (10.0) (1.7) (17.5) (71.7)  (5.8) (5.0 (0.0)
given to the baby alongside

breast milk from 6 months

of age.

More fluids (water) should 15 47 14 40 4 20 52 13 29 6 (5.0)
be given to a child that has (12.5) (39.2) (11.7) (333) (3.3) (16.7) (43.3) (10.8) (24.2)

diarrhoea for rehydration

SD=Strong disagree, D=Disagree, N=Neutral, A=Agree, SA=Strong agree
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Table 4.10: Attitude of mothers towards complementary feeding at baseline (N=240) (continued)

Attitude of mothers’ towards Exp No (%) Control No (%)
complemnetary feeding SA A N D SD SA A N D SD
Fruits and vegetables (pear, 18 74 6 18 4(3.3) 21 82 6 11 0
apple, orange, water melon, (15.0) (61.7) (5.0) (15.0) (17.5) (68.3) (5.00 (9.2) (0.0)
tomato, eggplant, cabbage,

pumpkin, carrot, cucumber,

mango, banana, pineapple

and water leaf) should be

given to a child (6-24

months).

A child should eat different 15 87 6 10 2(1.7) 21 86 5 8 0
variety of foods from 6 (12.5) (72.5) (5.0) (8.3) (17.5) (71.7) @4.2) (6.7 (0.0)
months of age. S

A mother should sit and 25 86 4 5 0 29 88 1 2 0
monitor how her child eats? (20.8) (71.7) (3.3) 4.2) (0.0) (24.2) (73.3) (0.8) (1.7) (0.0)
Breastfeeding a child 20 97 1 2 0 28 90 2 0 0
alongside with other foods is (16.7) (80.8) (0.8) (1.7) (0.0) (23.3) (75.0) (1.7)  (0.0) (0.0)
good for your baby’s health.

Feeding times for the child 21 91 4 4 0 29 88 1 2 0
should be fun and a happy  (17.5) (75.8) (3.3) (3.3) (0.0) (24.2) (73.3) (0.8) (1.7) (0.0)

moment.

SA=strongly agree, A=Agree, N=Neutral, D=Disagree, SD=Strongly disagree
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4.11 Attitude of mothers towards complementary feeding at endline

At endline all mothers in experimental group compared to majority in control group had
positive attitude towards the following statements: mothers require adequate knowledge
on the foods given to children, the need to consider age, frequency of feeding, amount of
food, texture of thickness of food, variety of food, responsive feeding and hygiene when
introducing complementary food. Different varieties of locally available foods should be
given to the baby alongside breast milk from 6 months old. Also, fruits and vegetables
such as pear, apple, orange, water melon, tomato, eggplant, cabbage, pumpkin, carrot,
cucumber, mango, banana, pineapple, and water leaf should be given to a child at age 6
months and beyond. Infants at 6 months should start consuming different varieties of

foods and mother should sit to monitor how her child eats (Table 4.11).
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Table 4.11:  Attitude of mothers towards complementary feeding at endline (N=215)

Attitude of mothers Exp No (%) Control No (%)

towards infant feeding SA A N D SD SA A N D SD
Mothers needs adequate 71 35 0 0 0 48 48 9 4 0
knowledge on the foods given to (67.0) (33.0) (0.0) (0.0) (0.0) (44.0) (44.0) (8.3 3.7 (0.0
children

First thing to think of when 68 38 0 0 0 49 38 22 0 0
introducing other foods to the (64.2) (35.8) (0.0) (0.0) (0.0) (45.0) (349) (20.2) (0.0)0 (0.0
child includes; Age group,

frequency of feeding, amount of

food, texture of thickness of food,

variety of food, responsive feeding

and hygiene

Different varieties of locally 67 39 0 0 0 49 55 5 0 0
available foods should be given to (63.2) (36.8) (0.0) (0.0) (0.0) (45.0) (50.5) (4.6) (0.0)  (0.0)
the baby alongside breast milk

from 6 months of age.

More fluids (water) should be 64 41 1 0 0 43 46 19 1 0
given to a child that has diarrhoea (60.4) (38.7) (0.9) (0.0) (0.0) 394) @422) ((174) (09 (0.0
for rehydration

Fruits and vegetables (pear, apple, 68 38 0 0 0 49 55 3 2 0
orange, water melon, tomato, (64.2) (35.8) (0.0) (0.0) (0.0) (45.0) (50.5) (2.8) (1.8)  (0.0)

eggplant, cabbage, pumpKkin,
carrot, cucumber, mango,
banana, pineapple, water leaf)
should be given to a child (6-24
months).

SA=Strongly agree, A=Agree, N=Neutral, D=Disagree, SD=Strongly disagree
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Table 4.11: Attitude of mothers towards complementary feeding at endline (N=215) (continued)

Attitude of mothers Exp No (%) Control No (%)

towards infant feeding SA A N D SD SA A N D SD
A child should eat different 69 37 0 0 0 48 55 5 1 0
variety of foods from 6 months of (65.1) (34.9) (0.0) (0.0) (0.0) (44.0) (50.5) (4.6) (0.9)  (0.0)
age.

A mother should sit and monitor 67 39 0 0 0 46 49 10 0 0
how her child eats? (63.2) (36.8) (0.0) (0.0) (0.0) (42.2) (45.0) (9.2) (0.0) (0.0)
Breastfeeding a child alongside 70 36 0 0 0 47 59 2 1 0
with other foods is good for your  (66.0) (34.0) (0.0) (0.0) (0.0) (43.1) (54.1) (1.8) (0.9)  (0.0)
baby’s health.

Feeding times for the child should 70 36 0 0 0 45 54 7 3 0
be fun and a happy moment. (66.0) (34.0) (0.0) (0.0) (0.0) (41.3) (49.5) (6.4 (2.8)  (0.0)

SA=Strongly agree, A=Agree, N=Neutral, D=Disagree, SD=Strongly disagree
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4.12 Categorisation of mothers attitude score on complementary feeding

Mean attitude score at baseline was 4.3+1.6 and 7.7+1.3 in experimental and control
groups respectively while that of endline was 9.0+0.1 and 8.1+1.8 in experimental and
control groups respectively. In control group, 27.3% of mothers had positive attitude
towards complementary feeding, which differ significantly from mothers in experimental
group. However at endline, 99.1% of the mothers in experimental group had positive
attitude that differ significantly from mothers in control group, 63.3%(Table 4.12 and
Figure 4.3).
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Figure 4:3: Categorisation of mothers’ attitude scores on complementary feeding

80



Table 4.12: Mothers’ mean attitude scores (complementary feeding) for
experimental and control groups at baseline and endline

Group Attitude score (complementary feeding)

Baseline Endline t-value P-value Remark
Experiment 4.3£1.6 9.0+0.1 31.096 0.000 Significant
Control 7.7£1.3 8.1+1.8 2.209 0.028 Significant
t-value 18.532 5.277
Mean difference 3.392 0.899
P-value 0.000 0.000
Remark Significant Significant
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4.13 Breastfeeding practices
4.13.1 Ever breastfed and currently breastfeeding mothers

At baseline 93.3% of mothers in both groups reported to have ever breastfed the children
given birth to prior study. At endline, all mothers in experimental group practiced
ssbreastfeeding, while 99.1% of mothers in control group practiced breastfeeding (Figure

4.4).
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Figure 4.4: Ever breastfed and currently breast feeding mothers
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4.13.2 Breastfeeding initiation

At baseline, 38.3% and 50.8% in experimental and control groups respectively initiated
breastfeeding within 30 minutes with their previous deliveries; though, 40.8% mothers in
experimental group previously initiated breastfeeding after 1-24 hours of delivery while
27.5% mothers in control group had similar practice. At endline, 57.5% and 22.6%
mothers in experimental group initiated breastfeeding within 30 minutes and 1-24 hours
respectively. Mothers in the control group that initiated breastfeeding within 30 minutes

and 1-24 hours of delivery at endline were 42.2% and 36.7% respectively (Figure 4.5).
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4.13.3 Colostrum and prelacteal feeding

At baseline, majority of mothers in both experimental (85.0%) and control (82.5%) groups
reported feeding their previous child with colostrum. At endline, nearly all mothers in
both experimental (95.3%) and control (93.6%) groups practiced colostrum feeding after
delivery. However, 31.7% and 17.0% of mothers in experimental group practiced
prelacteal feeding at baseline and endline respectively. Also, 25.8% of mothers in control
group practiced prelacteal feeding with their previous child (baseline) while 42.2%

reported given prelacteal to their neonates at endline (Figure 4.5a and 4.5b).
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Figure 4.5a: Colostrum feeding
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4.13.4 Exclusive breastfeeding practices

At baseline, 35.8% mothers in experimental group reported not breastfeeding their
previous child exclusively, though 40% practice exclusive breastfeeding. Slightly above
half of mothers in control group breastfed their previous child exclusively. At endline,
61.3% of mothers in experimental group significantly breastfed their infants with breast
milk only for 6 months compared to 33.9% of mothers in control group practiced

exclusive breastfeeding (Figure 4.6).
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4.13.5 Intention and duration of breastfeeding

The intention for the duration of breastfeeding between 18 and 24 months at baseline was
59.2% and 45.8% in experimental and control group respectively. While at endline the
intention for the same duration of breastfeeding was 76.4% and 62.0% in experimental
and control group respectively. The proportion of infants on continued breastfeeding for

one year at endline was 97.2% and 94.5% for experimental and control group respectively

(Table 4.13)
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Table 4.13:  Infants feeding practices (continued)

Baseline (%): N=240 End line (%): N=215
Infants gy, Control Total v*  p-valueExp Control Total y*  p-value
feeding o (%) n (%) 0 (%) n(%) %) n(%)
practice
Mothers’ intended duration of breastfeed the index child (Months)?:
<12 6 3 9 8.107 0.044 2 0 2 8.369 0.015
(5.0) (2.5) (3.8) (1.9) (0.0) (0.9)
12-17 36 57 93 23 41 64
(30.0) (47.5)  (38.8) (21.7)  (38.0)  (29.9)
18-24 71 55 126 81 67 148
(59.2) (45.8)  (52.5) (76.4) (62.0)  (69.2)
>24 7 5 12 0 0 0
(5.8) (4.2) (5.0) (0.0) (0.0) (0.0)
Mean+ 41.5+18.3 28.7+13.035.1+15.8 18.1+£3.3 17.8+3.2 17.9+£3.3

SD

Status of continued breast feeding:

Yes 6 2 8 2.069 0.150 103 103 206  0.958 0.328
(5.0)  (1L.7)  (3.3) (97.2)  (94.5)  (95.8)

No 114 118 232 3 6 9
(95.0) (98.3)  (96.7) 2.8) (55 (4.2

Number 120 120 240 106 109 215

(total)  (100.0) (100.0) (100..0) (100.0) (100.0) (100.0)
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4.13.6 Introduction of solids, semi-solids or soft food

At baseline, 57.5% of the respondents in control group introduced solids, semi-solids or
soft food at 6 months while 42.5% of respondents in experimental group had similar
practices. However, at endline 62.3% respondents introduced solids, semi-solids or soft
food at 6 months in experimental group while 39.4% of the control group had similar

practice (Figure 4.7). The p-value at both baseline and endline are significant p<0.05.

93



70.0%

60.0%

50.0%

40.0%

30.0%

Percentage (%)

20.0%
10.0%

0.0%

Figure 4.7:

Baseline

62.2%

H Exp

H Control

Endline

Introduction of solids, semi-solids or soft food

94



4.13.7 Food groups consumption pattern

At baseline, 98.3% and 85.5% children consumed grains, root and tubers experimental and
control groups respectively, while at endline all children in experimental was reported to
consume grains, root and tubers and 94.5% children in control group consumed similar
food group. Eggs, animal protein and dairy products were consumed by 38.3%, 52.5% and
28.3% children respectively in experimental group at baseline, while 35%, 55.8% and
20.8% children respectively consumed similar food groups at baseline in control group. At
endline, eggs, animal protein and dairy products were consumed by 40.6%, 33% and
54.7% children respectively in experimental group, while 38.5%, 28.4% and 47.7%
children respectively consumed similar food groups in control group. Fruit and vegetable
food group was consumed by 56.7% and 48.3% children in experimental and control
groups respectively, few children (10% and 6.7%) consumed vitamin A rich food group in

the respective groups at baseline.

At endline, fruit and vegetable food group consumption were 71.7% and 45% in
experimental and control groups respectively. Vitamin A rich food group consumption in
experimental group was 61.3%, while consumption of similar food group in control was
13.8% at endline. At baseline 57.5% and 42.5% children in experimental and control
groups consumed legumes and nuts food group respectively. At endline, in experimental
group 38.7% children consumed legumes and nuts food group while 28.4% children

consumed similar food group in control group (Figures 4.8 and 4.9).
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4.13.8 Minimum dietary diversity

Mean dietary diversity score at baseline was 3.4+1.2 and 2.9+1.4 in experimental and
control group respectively. At endline, mean dietary diversity score was 4.0£1.1 in
experimental group while control group mean score was 3.0+1.1.

At baseline, 48.3% and 35.7% children had minimum dietary diversity in experimental
and control groups respectively. At endline, significant number of children (64.2%) in
experimental group had the minimum dietary diversity compared to 30.6% in control

group (Figure 4.10).
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4.13.9 Number of times child ate solid, semi-solid, other than liquids
the previous day, during the day or at night (Minimum Meal Frequency)

At baseline, 29.2% and 30.0% children ate less than 3 times solid, semi-solid, other than
liquids the previous day in experimental and control groups respectively. At end line, a
higher percentage of children, 50.9% in experimental group met the minimum no of eating

times per day, compared with 38.5 % in control group (Figure 4.11).
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4.13.10 Proportion of children who had at least the minimum dietary diversity and
minimum meal frequency- Minimum Acceptable Diet (MAD)

At baseline, 59.6% and 51.7% children had minimium acceptable diet in experimental and
control groups respectively. At endline, 56.7% in experimental group met the minimum

intake of adequate diet compared with 38.5 % in control group (Figures 4.12).
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Figure 4.12: Minimum Acceptable Diet (MAD)
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4.13.11 Practice of responsive feeding (FGD result) after intervention

Majority of the mothers had good practice of responsive or active feeding .as indicated by
their responses to the questions posed to them during the focus group discussion. Many of
the mothers said that they played, danced and sang to make the feeding times enjoyable to
the infants.
The followings were the responses given to the questions on what mothers say to their
infant/child to encourage them to eat more;

e “Ising praise songs like (child’ name) is a good boy”

o “Take, take, take” (Kamu, kamu, kamu)” a Yoruba expression meaning take ,take,

take while holding the food and demonstrating putting the food into the mouth.
e .”0O dun, gba, je “which means “it is sweet, take and eat”
e I play with the baby/child while saying praise words to him like;
o ‘My fine baby”, “good boy”, “you are doing well/great”

All these were said while trying to feed the baby with the food at hand.

With the responses on what the mothers’ do to encourage their infants or young child to
eat more, the followings were said:

e “I prepare and give the food that the baby likes”.

e “Iplay and smile with the baby”

e “I dance and sing for the baby”

e “My baby eats well, so there is no need for any act of encouragement”

e “I try to put the food into my mouth with the word expression like “Oh, it is

sweet (o dun)”
e  “Open your mouth and take”

¢  Only one mother said she gave multivitamin to encourage the baby to eat more.

The followings were the responses on what the mothers do when their infants or young
children refused to eat:
1) “I give multivitamins to make him/her eat”

2) “I play with him”
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3) “I prepare and give foods that he likes”
4) “I sing for him/her and try to offer him the already prepared food”
5) “I dance with the baby and try to eat in his presence and with the expression
that shows that the food is sweet. For example:
Hmn, it is sweet, take it, while the mother tries to feed the baby.

6) ’T offer the child different types of food™’.

Some of the things the mothers do if their infants or young children ask for more food are
as reported below:’

7 “I praise him to eat more”.

8) “If T feel it is just a comfort demand” i.e. the child is already full and not
eating to satisfy hunger, I try to move him away by distracting his or her
attention from the food.

9) “I praise him by singing, clapping, moving him around with encouraging

words”.
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4.13.12 Mothers who gave other infant/children ‘care supports’

There was no significant difference in other related-feeding practices (care supports) of
mothers in both experimental and control groups at baseline and endline. Further, nearly
all mothers in both groups at baseline and endline kept utensils used to prepare, store and
serve child’s meal clean always and wash hands before preparing, serving and feeding
their children with food. Use of iron supplement inform of pill, or syrup was common.
However, the use of mosquito nets was observed to decrease after 12 months of delivery

(Table 4.14).
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Table 4.14: Mothers who gave other infant/children ‘care supports’

Baseline (%): N=240 End line (%): N=215
Mothers who Exp Control Total p-value Exp  Control Total p-value
gave other n (%) n(%) n (%) n(%) n(%) n(%)
infant/children ‘care
supports’
Utensils used to 118 113 231 2.886  0.089 104 108 212 0.367  0.545
prepare, store and (98.3) (94.2) (96.3) (98.1)  (99.1) (98.6)
serve child’s meal were
kept clean always
Mother wash hands 111 115 226  1.214  0.271 104 109 213 2.076  0.150
before preparing, (92.5) (95.8) (94.2) (98.1) (100.0) (99.1)
serving and feeding
child’s with food
Child took drugs for 88 81 169  0.980 0.322 91 101 192 2.610 0.106
intestinal worms in the (73.3) (67.5) (70.4) (85.8) (92.7) (89.3)
past 6 months
Child took iron pill, 73 76 149  0.159  0.690 81 78 159 0.658  0.417
sprinkles with iron or (60.8) (63.3) (62.1) (76.4) (71.6) (74.0)
iron syrup in the last 7
days prior to study
Household has 72 77 149  0.443  0.506 38 28 66 2.608  0.106
mosquito nets that can (60.0) (64.2) (62.1) (35.8) (25.7) (30.7)

be used while sleeping
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4.13.13 Mothers’ practice on quantity of fluids given to a child with diarrhoea

There was no significant difference in proportion of mothers who gave more fluid to child
that presented with diarrhoea at baseline in both groups. At endline significant number of
mothers (89.6%) who gave more fluid to child that presented with diarrhea was observed

in experimental group compare to mothers in control (72.5%) group (Table 4.15).
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Table 4.15:

Mothers’ practice on quantity of drinks given to a child with diarrhea

Baseline (%): N=240

End line (%): N=215

2

Mothers’ practice on gy, Control Total » p-value Exp Control Total p-value
quantlty of drinks n (%) n (%) n (%) n (%) n (%) n (%)
given to a child with
diarrhea
More than usual 60 64 124  2.638  0.756 95 79 174 12.052 *0.017
(50.0) (53.3) (51.7) (89.6) (72.5) (80.9)
About the same 14 14 28 5 18 23
(11.7) (11.7) (11.7) 4.7) (16.5) (10.7)
Less than usual 34 30 64 3 8 11
(28.3) (25.0) (26.7) (2.8) (7.3) (5.1
Nothing in drink 3 2 5 0 1 1
2.5 (.79 (@1 (0.0) (0.9) (0.5)
Don’t know 9 8 17 3 3 6
(7.5) (6.7) (7.1) (2.8) (2.8) (2.8)
No response 0 2 2
0.0) (1.7) (0.8)

*Significant
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4.13.14 Categorisation of infants feeding practices

On 36-point Scale, mean complementary feeding practice score at baseline was 16.6+2.9
and 16.6+3.2 in experimental and control group respectively. At endline, mean infant
feeding score was 18.3£2.7 in experimental group while control group mean score was
16.4+2.6

At baseline, 19.8% and 33.0% of mothers had adequate infant feeding practices in
experimental and control groups respectively. At endline, 41.7% in experimental group
significantly had adequate infant feeding practice compared to 25.8% in control group

(Figure 4.13 and Tables 4.16).
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Figure 4.13: Categorisation of infants feeding practice scores
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Table 4.16: Mothers’ mean practice scores for experimental and control groups at
Baseline and Endline

Group Practice scores

Baseline Endline t-value p-value Remark
Experiment 16.6+2.9 18.3+2.7 4.689 0.000 Significant
Control 16.6+3.2 16.4+2.6 0.505 0.614 Not Significant
t-value 0.193 5.156
Mean difference 0.075 1.871
P-value 0.847 0.000
Remark Not Significant

Significant
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4.14  Factors influencing IYCF practices (Focus Group Discussion)

4.14.1 Introduction

Findings of the Focus Group Discussion (FGD) on factors influencing the practice of
I'YCF conducted among the selected mothers’ at both the experimental and control groups

are presented below

The FGDs complemented the information gathered from the quantitative aspect of the

study.
4.14.2 Findings from Focus Group Discussion sessions

Factors influencing infant and young child feeding practices: Generally, majority of
the selected mothers’ who constituted the primary audience said they decided on their own
on how and what to feed their babies with but due to cultural practices and beliefs, the
family members (who constituted the secondary audience) especially grandmothers,
mother-in-laws, sisters, aunts, or occasionally neighbors or friends often influence the
practice of infant feeding negatively contrary to the information given to them by the

infant and young child feeding counselors

These close family members often in a bid to give the cultural support and assistance to
newly delivered mothers, often introduced prelacteal foods like water and agbo’ (local
concussion) which conflict with the counsel and information provided by the peer
counselors. Consequently, these practices adversely contributed to the lower rates of early
initiation of breast feeding, exclusive breast feeding and timely introduction of semi-solid,

soft and solid foods.
According to the mothers, the following were the responses:
“Nobody decided for me on how to feed my baby”
“I am the owner of my baby, I decide on what to feed my baby with.”

“I feed my baby based on the information received from the counselors and health

workers during the antenatal visits”.
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“When we delivered our babies, family members like mothers’, mother-in-laws
come to assist us in taking care of the baby and without even consulting anybody,

give the baby water or ‘agbo’ (local concussion).

“There are times, if am not around, my mother, mother-in-laws gave water or other
liquids before my arrival. Often we disagree on this issue but it does not change

their negative practice”

“My mother/mother-in-law usually baths my baby and gives a handful of water or

agbo during this session on regular basis”.

“I give only breast milk only to my baby but during the time of taking care of the
baby as a means of assistance, the traditional handful of agbo alternating with

water is given to the child”.

“Even if you don’t want to give any other thing before six months, dwon iya yen o
ni gha”. This means the grandmothers will not allow you to give only breast milk

to the baby for the first six months of life.

“My neighbours and friends discouraged me that I should give water and because
of their pressure, I gave water right after the first month, though I didn’t give any

other thing apart from breast milk before the child was 6 months of age”.

“There is no way breast milk alone can be enough for a baby, so I gave water in

addition to the breast milk”.

“My baby cries often mostly at night and so, one day my sister-in-law offered him
water and he was quiet and that was how I introduced water after the eight (8™

day of delivery™’

“How I take care of my baby with respect to feeding is my personal decision with

the support of my husband”.

Another identified factor was delayed initiation of breast feeding and early ceasation of

breast feeding among mothers with caesarian section.
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According to them, the followings were the responses.

I delivered my baby through caesarian section and I was not able to put my baby to the
breast immediately. Lactation was delayed and so the baby was started on glucose water

alternated with infant formula.

I had caesarian section and and when I tried to breastfeed the baby, the breast milk coming

out was not enough to satisfy him. So, I practiced mixed feeding.

On the response to the question on the challenges that could limit mothers’ ability to

exclusively breast feed their babies. The followings were said by few of the mothers’:

“The babies are so much attached to their mothers for attention and breast feeding

which makes it somehow stressful for the mother to do other things”

“Most babies refuse complementary food at six months

“My baby cries a lot even after breast feeding but keeps quiet when given water in

addition”

“I get lean/lose weight when breast feeding and so my neighbors discouraged me

on the practice of exclusive breast feeding”™’

“My baby will not sleep without the breast in his mouth even after being fed with

complementary food”.
“It is not easy’
“It 1s stressful”.

On the benefits of breast feeding, majority of the mothers were able to list the benefits

and advantages of breastfeeding both to the baby and the mother.
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The followings were the responses given:
“It makes the child grow well”
“It makes the child strong”
“It protects the baby from illness”
“It helps the brain of the baby to be sharp”

“It helps the mother-child bonding”- The love between the mother and the child is

established and strengthened.
4.14.3 General Discussion on IYCF

Majority of mothers/respondents understood the word exclusive breast feeding to mean

“’Giving breast milk alone without giving any other food or liquid™’.

° Majority of them knew that breast feeding should be given exclusively for
six months;
o Majority of the mothers’ believed that breast feeding should continue till

one year (12 months) at most for 18 months (1'/, years);

. Majority of the respondents understood that complementary feeding should
start at six months but a few of the respondent believed it could start as
early as 4 months if the baby has a very sharp appetite ( O yannu ).

. Majority of the mothers’ understood that complementary feeding should
start with pap and water and to be followed with the family diet.

. A few of the mothers’/respondents believed that the complementary foods
should include foods like custard, indomie and some other commercially

produced or processed foods.
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Table 4.17:  Factors affecting mothers’ decision on infant feeding practices

Baseline (%): N=240 End line (%): N=215
Mothers’ decision on g, Control Total p-value Exp Control Total y*  p-value
infant feeding n(%) n(%) n(%) n(%) n(%) n(%)

practices

Influencers of mothers decision on infant feeding practices

(reported by mothers):
Personal decision 90 65 155 19.977 *0.003 81 51 132 27.269 *0.000
(75.0) (54.2) (64.6) (76.4) (46.8) (61.4)
Health Workers 3 15 18 0 0 0
(2.5) (12.5) (7.5 (0.0) (0.0) (0.0)
Mother 16 32 48 16 37 53
(13.3) (26.7) (20.0) (15.1) (33.9) (24.7)
Mother-in-Law 4 5 9 5 19 24
33) 42 (3.9 4.7y (17.4) (11.2)
Husband 5 3 8 0 1 1
4.2) (2.5 @33 (0.0) (0.9) (0.5)
Hospital 1 0 1 3 0 3
(0.8) (0.0) (0.4) (2.8) (0.0) (1.4
Medial Internet 1 0 1 0 0 0
(0.8) (0.0) (0.4) (0.0) (0.0) (0.0)
Sister-in-law 1 0 1 0 0 0
(0.8) (0.0) (0.4) (0.0) (0.0) (0.0)
Friends 0 0 0 1 1 2
(0.0) (0.0) (0.0) (0.9) (0.9) (0.9
*Significant
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Table 4.18: Factors affecting mothers’ decision on infant feeding practices (continued)

Baseline (%): N=240 End line (%): N=215
Mothers’ d.ecision on - Exp Control Total v p-value Exp Control Total 1 p-value
infant feeding practices p (o) n (%) n (%) n (%) n(%) n(%)

Reasons why infant feedings
recommendations are not practiced:

Socio-cultural beliefs 18 3 21 27.825  *0.001 1 4 5 5205  0.269
(15.0) (2.5) (8.8) 0.9) 3.7) 2.3)
Religious beliefs 4 0 3 2 0 2
3.3) (0.0) (2.5) 0.9) (0.0) 0.9)
Personal perception 62 65 127 97 100 197 (91.5)
(51.7) (54.2) (529 (91.5) 91.7)
Poverty 0 0 0 6 4 10
(0.0) (0.0) (0.0) 5.7) 3.7) 4.7)
Delay lactation 1 0 1 0 0 0
(0.8) (0.0) 0.4) (0.0) (0.0) (0.0)
Lack of time 0 5 5 0 0 0
(0.0) 4.2) 2.1) (0.0) (0.0) (0.0)
Lack of knowledge 0 1 1 0 0 0
(0.0) (0.8) 0.4) (0.0) (0.0) (0.0)
Place of work/Busy 8 7 15 0 0 0
scheduled 6.7 (5.9) (6.3) (0.0) (0.0) (0.0)
Peer influence 1 4 5 0 1 1
(0.9) 3.7 2.3) (0.0) 0.9) 0.5)
Not applicable 9 6 15 0 0 0
(7.5) (5.0 (6.3) (0.0) (0.0) (0.0)
Belonging to infant feeding peer support group:
Yes 0 0 0 106 0 106
(0.0) (0.0) (0.0) (100.0) (0.0) (49.3)
No 120 120 240 0 109 109 (50.7)
(100.0) (100.0) (100.0) (0.0) (100.0)
*Significant
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4.15 Comparison of the anthropometric measurements of children in experimental

and control group at 12 months of age

At age 12 months, prevalence of wasting (24.8%; 17.4%); stunting (11.0%; 2.8%),
underweight (18.3%; 1.8%) and overweight (6.4%; 2.8%) was significantly higher among

index children in control group compared to experimental group, respectively (fig 4.8)

119



24.8
25

17.4 18.3

20

15 11.0

10 6.4

1.8

Proportion of Nutritional Status

Wasting Stunting Under-nutrition Overweight/Obesity

B Experimental group
H Control group

Figure 4.14: Comparison of anthropometric measurements of the children in Experimentaland Control Group at 12
months of age
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4.16 Effect of peer support on the knowledge of mothers on infant feeding

A paired sample t-test was conducted to evaluate the effect of peer support groups on

infant feeding practices of mothersin the study.

Experimental group: In the experimental group the knowledge of mothers who were
exposed to the peer support intervention(20.7+2.00), was significantly higher than at
baseline (12.0+4.63)¢ (119) = 18.78, p< 0.000 (two tailed). Given an improvement of8.69
+5.07 (95% CI, 7.78 to 9.61) in the level of knowledge.

Thus this study found that peer support had significantly (p<0.05) increased the level of
knowledge on infant feeding among the mothers.
The magnitude of the mean difference (effect size) using Eta squared statistics £
4+ (N -1)
Effect size (Eta squared) = 18.78° =0.75
18.78%+ (119)

.According to Cohen (1988) classification (0.2 = small effect; 0.5 = medium effect, 0.8 =

large effect). The intervention had a medium (0.75) effect on the selected mothers in the

study

Control group: For the control group there was also a significant increase in the
knowledge of mothers on infant feeding at end line. The knowledge of mothers at endline
was significantly higher (Mean = 18.89+3.17) than baseline (Mean=16.89+3.11), ¢ (119) =
4.58, p< 0.005 (two tailed). However the improvement in mean score of 2.00+4.55 at 95%
CI (1.13 to 2.87) was lower compared to the experimental group of 8.69+5.06at 95% CI
(7.78 t0 9.61)
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Table 4.19: Effect of peer support on the knowledge of mothers on infant feeding

Effect of intervention

Descriptive Statistics

Paired Differences

95% CI

on mothers level of knowledge N Mean SD MeantSD Lower  Upper t-value  Sig.
Level of knowledge 106 20.68 2.00
(Endline)

Experimental group 8.69+5.06 7.78 9.61 18.78 *0.000
Level of knowledge 120 11.99 4.63
(Baseline)
Level of knowledge 109 18.89 3.17
(Endline)

Control group 2.00+4.55 1.13 2.87 4.58 *0.000
Level of knowledge 120 16.89 3.11
(Baseline)

*Significant
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4.17 Effect of peer support on the attitude of mothers on infant feeding
(Breastfeeding)

A paired sample t-test was conducted to evaluate the effect of peer support groups on the

attitude of mothers on infant feeding (breast feeding)in the study.

For experimental group: The study revealed a statistically significant improvement in
the attitude of mothers after exposure to the peer support intervention(15.2+2.1) over their
attitude at baseline (7.5+£2.7) (t (119) =25.32, p= 0.000) (two tailed). The attitude of
mothers improved by 7.6743.32 (95%CI, 7.07 to 8.28).

Thus this study found that peer support had significantly impacted the attitude of mothers

on infant feeding (breast feeding).

Calculating the magnitude of mean difference (effect size) using Eta squared statistics

The magnitude of the mean difference (effect size) using Eta squared statistics £

2+ (N -1)
Effect size (Eta squared) = 25.32° =0.84
25.327+(119)

The intervention had a large effect (0.84) on the attitude of mothers on infant feeding.

Control group: For the control group there was also a significant improvement in the
attitude of mothers. The attitude of mothers significantly improved at end line (Mean =
13.63+£3.41) than baseline (Mean=11.0£2.5), ¢ (108) = 6.11, p< 0.005 (two tailed).
However, the improvement in mean score of 2.6+4.4 at 95% CI (1.75 to 3.44) was lower

to the experimental group of 7.7+3.3 (95%CI, 7.07 to 8.28).
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Table 4.20:  Effect of peer support on the attitude of mothers on infant feeding (Breastfeeding)

Descriptive Paired Differences
Effect of peer support group on mothers’ Statistics 95% CI
attitude N Mean SD MeantSD Lower Upper t-value  Sig.
Attitude infant feeding 106  15.15 2.08
(Endline)
Experimental group 7.7£3.3 7.07 8.28 25.32 *0.000
Attitude infant feeding 120 7.48 2.69
(Baseline)

Attitude infant feeding 109 13.63 3.41
(Endline)
Control group 2.6+4.4 1.75 3.44 6.11 *0.000
Attitude infant feeding 120  11.04 247
(Baseline)

*Significant

124



4.18: Effect of peer support on the attitude of mothers on infant feeding
(Complementary feeding)

A paired sample t-test was conducted to evaluate the effect of peer support groups on the

attitude of mothers on infant feeding (complementary feeding)in the study.

For experimental group: the study revealed a statistically significant improvement in the
attitude of mothers after exposure to the peer support intervention (9.0+0.1) over their
attitude at baseline (4.3+£1.6) (t (119) =33.48, p= 0.000) (two tailed). The attitude of
mothers improved by 4.7+1.6 (95% CI, 4.45 to 5.01).

Thus this study found that peer support had statistically significantly increased the

attitude of mothers on complementary feeding.

Calculating the magnitude of mean difference (effect size) using Eta squared statistics
The magnitude of the mean difference (effect size) using Eta squared statistics £

4+ (N -1)
Effect size (Eta squared) = 33.48° =0.90

33.48%+ (119)

The intervention had a large effect (0.90) on the attitude of mothers on infant feeding.
According to Cohen (1988) classification (0.2 = small effect; 0.5 = medium effect, 0.8 =

large effect). The intervention had a large effect on the selected mothers in the study

Control group: For the control group there was also a significant improvement in the
attitude of mothers. The attitude of mothers significantly improved at end line (Mean =

8.1+1.8) than baseline (Mean=7.7+1.3), ¢ (108) = 1.99, p< 0.05 (two tailed).

However, the improvement in the control group (0.42+2.22 at 95% CI (0.01 to 0.84)) is
minimal compared with 4.73+1.55 at 95% CI (4.45 to 5.02) in the experimental group.
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Table 4.21:  Effect of peer support on the attitude of mothers on infant feeding (Complementary feeding)

Descriptive Statistics Paired Differences
Effect of peer group on mothers 95% CI
attitude complementary feeding N Mean SD Mean+SD Lower Upper t-value Sig.

Attitude on 106 8.99 0.09
complementary
feeding (Endline)
Experimental group 4.7+1.6 4.45 5.01 33.47 *0.000
Attitude on 120 426 1.56
complementary
feeding (Baseline)

Attitude on 109 809 1.75
complementary
feeding (Endline)
Control group 0.4£2.2 0.00 0.84 1.99 *0.049
Attitude on 120 7.67 1.28
complementary
feeding (Baseline)

*Significant
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4.19 Effect of peer support on the infant feeding practices of mothers

A paired sample t-test was conducted to evaluate the effect of peer support groups on the

attitude of mothers on infant feeding (breast feeding)in the study.

For experimental group: the study revealed a statistically significant improvement in
mothers infant feeding practices after exposure to the peer support intervention
(18.0742.78) as compared to mothers practices at baseline (16.55+£2.86), (t (119) =3.94,
p=0.000) (two tailed). The infant feeding practices of mothers improved by 1.52+4.22
(95% CI, 0.75 to 2.27).

Thus this study found that peer support had statistically significant effect on mothers’
infant feeding practices.

Calculating the magnitude of mean difference (effect size) using Eta squared statistics

The magnitude of the mean difference (effect size) using Eta squared statistics £

? + (N -
1)
Effect size (Eta squared) = 3.94° =0.12

3.94°+ (119)

The intervention had a small effect (0.12) on mothers infant feeding practices.

According to Cohen (1988) classification (0.2 = small effect; 0.5 = medium effect, 0.8 =
large effect). The intervention had a small effect on the infant feeding practices of the
selected mothers in the study

Control group: In the control group,there was no statistically significant (p=0.530)
improvement in mothers’ infant feeding practices.
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Table 4.22:  Effect of peer support on the infant feeding practices of mothers

Descriptive Paired Differences
Effect of intervention Statistics 95% CI
on mothers level of practice N Mean SD MeantSD Lower Upper t-value  Sig.
Infant feeding practices 106  18.07 2.78
(Endline)
Experimental group 1.5+4.2 0.754 2.28 3.94 *0.000
Infant feeding practices 120  16.55 2.86
(Baseline)
Infant feeding practices 109  16.43  2.59
(Endline)
Control group -0.2+£3.5 -0.874 0.45 -0.63 0.530
Infant feeding practices 120  16.64 3.17

(Baseline)

*Significant
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4.20 Independent t-test comparing the mean scores of mothers at endline between
experimental and control groups

Independent t-test with 95% confidence interval (CI) for the mean difference was
performed to compare the mean scores of mothers at endline between experimental and
control groups. For the knowledge of mothers on infant feeding, there was a significant
difference in the mean knowledge score of mothers on infant feeding between the

experimental group after the intervention and the control group at endline (#8957 =

4.768, p <.001).

For the attitude of mothers on infant feeding (breast feeding), there was a significant
difference between the experimental group after the intervention and the control group at
endline (¢181.801 = 3.78, p <.001). On the attitude of mothers on infant feeding with regards
to complementary feeding, there was a significant difference between the experimental

group after the intervention and the control group at endline (#108.6s33 = 5.351, p <.001).

For the practices of mothers on infant feeding, there was a significant difference in the
mean score between the experimental group after the intervention and the control group at
the end of the study (#;;3 = 5.156, p < .001). Therefore, this study found that peer support
significantly (p<0.05) increased the knowledge, attitude and practices of mothers on infant

feeding in the study area.
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Table 4.23: Independent T-test comparing the mean scores of mothers at endline between experimental and control

groups
Descriptive Statistics Paired Differences
95% CI
N Mean=SD Lower  Upper t-value Sig.
Knowledge Experimental 106 20.6+2.1 1.03 2.48 4.768 0.000
Group
Control Group 109 18.9+£3.2
Attitude (Breast Experimental 106 15.1£2.2 0.70 2.22 3.782 0.000
feeding) Group
Control Group 109 13.6£3.4
Attitude Experimental 106 9.0+0.1 0.57 1.23 5.351 0.000
(con}plementary Group
feeding) Control Group 109  8.1+1.8
) Experimental 106 18.3+2.7 115 2.59 5.156 0.000
Practice
Group
Control Group 109 16.4£2.6
*Significant
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CHAPTER FIVE
DISCUSSION, CONCLUSION AND RECOMMENDATION
5.1 Introduction

This chapter discusses the results in chapter four which revealed that the peer support
group intervention had a positive effect on the key infant and young child feeding

practices of mothers in the study.

5.1.1 Socio demographic characteristics of mothersThe mean age of mothers in both
experimental and control groups were 28.3+5.5 and 29.0+4.7 years respectively. In both
groups, more of the respondents were married, from Yoruba ethnic group and had
secondary education. Very few mothers were unemployed in experimental group and
control group respectively. The demographic characteristics of mothers correspond to the
findings of NDHS (2018) which reported a comparatively young age structure of the
population in Nigeria. Majority of the women in south west were married and employed.
It is also similar to Adah et al., (2018) who reported that most mothers in their study were
within 21 to 30 years of age with a large proportion of the mothers having secondary

education.
5.1.2 Demographic characteristics of the children at baseline

Majority of the index children at baseline were older than 24 months in both groups (the
mean age were 37.4+£17.0 and 42.1£21.3 months in experimental and control groups
respectively). The findings indicated that more than half of the children were the first in
their respective families. This is lower than that of Adah et al., (2018) who reported that
34% of children in their study were the first born in their respective families. The study

also shows that almost all the infant were on continued breast feeding at 12 months which
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proves that the implementation of the peer support intervention improves the duration of

breast feeding.
5.1.3 Mothers’ awareness on infant feeding

There was a significant improvement in the level of awareness on the practice of optimal
breast feeding and appropriate complementary feeding practices among the mothers after
their exposure to the intervention. The improvement in the level of awareness in this
report corresponds with the report of Sholeye et al.,, (2016) which reported same in

exclusive breastfeeding and complementary feeding practices.

Furthermore, it reveals a high level of awareness about the benefits of optimal
breastfeeding and appropriate complementary feeding practices (vis a vis putting the baby
to breast within one hour of birth, breastfeed infants exclusively for the first six months
and continued breastfeeding till two years of age and beyond, together with nutritionally
adequate, safe, age appropriate, responsive feeding of solid, semi-solid and soft foods
starting in the sixth month). This is similar to the report of Adah et al., (2018) on
awareness of mothers about the benefits of breastfeeding and its practices. They noted that

awareness of mothers was one of the factors influencing optimal breastfeeding practices.
5.1.4 Mothers Knowledge on Infant Feeding

The study shows an improvement in mothers’ knowledge on infant feeding at both the
control and experimental groups. This improvement in knowledge of the two groups
might suggest their exposure to conventional antenatal information. Though there was an
improvement in the knowledge of mothers in the control group, it did not translate to the
practice of optimal breastfeeding and appropriate complementary feeding practices as
compared to those in the experimental group with improved knowledge and practices after
the exposure to the intervention. Thus, revealing that peer support intervention greatly

increased the level of mothers’ knowledge on infant feeding.

This finding is in agreement with that of Hanne et al, (2011) in a randomized study
carried out in Denmark which revealed that the proportion of mothers with sufficient

knowledge about breastfeeding was significantly higher in the intervention group post-
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partum and it was associated with longer breastfeeding duration. They further reported
that antenatal training was noted to equip women with sufficient knowledge about
breastfeeding after birth but not sufficient to increase the duration of breastfeeding. Hence,

they suggested the need to follow up with postnatal support.

However, this study is not in agreement with the report of Olatona et al., (2017) which
reported a low knowledge (14.9%) of complementary feeding among mothers of under-

five.
5.1.5 Mothers’ Attitude on Infant Feeding

This study reveals a significant improvement in the attitude of mothers on infant feeding
practices at both the control and experimental groups. However, the improvement in the
control group was minimal compared to the experimental group. This corresponds to the
findings of Mostafa et al., (2019) of a statistically significant improvement on mothers’
breastfeeding attitude and knowledge immediately after and 3 months after the
educational intervention was given. Other studies in agreement was that of Sabharwal et
al., (2014) which indicated that it is possible to promote optimal complementary feeding

practices through adequately trained and motivated counsellors.
5.1.6 Infant Feeding practices of mothers

The infant feeding practices of mothers in this study are discussed based on the key
indicators. This study shows that peer support group counseling had a positive effect on
infant feeding practices of mothers in the intervention group. There were statistically
significant improvement recorded in all the key indicators in the intervention group viz-a-
viz early initiation of breast feeding, exclusive breastfeeding, continued breastfeeding at
one year, introduction of solid, semi-solid and soft food, frequency of complementary
foods i.e. the number of times the child was fed with solid and semi-solid foods and

minimum dietary diversity.
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5.1.7 Breastfeeding Initiation

There is a significant increase in the rate of breastfeeding initiation following the exposure
to peer support intervention compared to the findings in the control group. Several studies
have revealed similar findings. The use of multiple peer support groups was significant in
the early initiation of breastfeeding where 77% of the mothers initiated breastfeeding
within one hour of delivery (Lewkycka, 2013). In a study carried out in Bangladesh by
Ara et al (2018), the early initiation of breastfeeding was also noted to significantly
improve in the intervention group (89.1%) than in the control group (77.4%). Campbell
(2013) reported similar findings of mothers who had peer conunsellor support during
pregnancy with consequent improvement in early initiation of breastfeeding. Also, one-
on-one breastfeeding peer support service targeted at young mothers in the antenatal and
postnatal routine care was recorded to be beneficial in increasing the early initiation of
breastfeeding among mothers in the United Kingdom. Further study in agreement is that
of Kushwaha (2014) who reported that the initiation of breastfeeding within one hour of
delivery was spurred by mothers’ support group and it was noted that early initiation of
breastfeeding within one hour of delivery was 11% at baseline and 71% at post
intervention. All these findings point to the importance of peer support group intervention
in improving early initiation of breastfeeding. This increase is worthy of note as early
initiation of breastfeeding has been proven to reduce the rate of neonatal mortality among

infants and improves child survival.

5.1.8 Colostrum and prelacteal feeding

The study indicates improvement in the proportion of mothers who fed their children with
colostrum within the first three days of delivery. However, a higher proportion of mothers
gave prelacteal foods in the control group compared with the experimental group. This
lower rates of prelacteal feeding (17%) in the intervention group is lower than the findings
of the National Demographic Health Survey (NDHS, 2019) which revealed 39.0%, 4.0%,
4.0% and 22.0% respectively of infants aged one month and below who have received
water, non-milk liquids, other milk and complementary foods respectively. The prelacteal

foods reported in this study are mainly in form of water and local concoction (agbo). The
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high proportion of mothers who introduce prelacteal foods might be suggestive of the low

rate of exclusive breastfeeding especially among the control group.
5.1.9 Exclusive breastfeeding

The intervention (peer support counseling) has a positive effect on the practice of
exclusive breastfeeding (EBF) among mothers. The EBF rate (61.3%) in the intervention
group is higher than the NPC and ICF Macro (2019) with 29.0% and NBS and NPopC
(2018) with 27.2%. The improvement in the rate of EBF is in agreement with the reports
of the available evidences of how effective peer support intervention for mothers can be
used to improve early initiation of breastfeeding and exclusive breastfeeding (Komal et
al., 2014; Shakya et al., 2017; Ara et al., 2018). Similar studies in agreement with these
findings are those of: Lewkeya (2013); Ekisa (2013); Vandara (2014) and Kushawa
(2014).

5.1.10 Continued breastfeeding at 1 year

The proportion of infants on continued breastfeeding at 1 year reveals 97.2% and 94.5%
for experimental and control groups respectively. The improvement over the proportion
obtained at baseline is higher than the National Nutrition and Health Survey, (2018)
average of 84.1%. The study also reveals that the intention rates for the duration of
breastfeeding between 18 and 24 months is higher in the experimental group. The
intention rates for the duration of breastfeeding between 18 and 24 months was obtained
because the study ended with the mothers under this study at 12 months of the children’s

age in both experimental and control groups.

5.1.11 Food groups’ consumption pattern

The study indicates a higher percentage in the food groups’ consumption pattern at
endline for the experimental group. Though there is an improvement in the rate of
consumption pattern in the experimental group after the exposure to the intervention, the
results revealed lower percentages in the consumption of animal protein, legumes and
nuts. The finding in this study is similar to the report of Ogunba (2010) which revealed
that fewer than 50% of the children consumed meat, fish, egg and legumes. Although the
consumption of grains, roots and tubers, vitamin A rich foods and other fruits and

135



vegetables among the intervention group are higher than the control group after exposure
to the intervention. The low rate of consumption of animal proteins calls for intensified
nutrition education among mothers and other care givers, on the need to improve on the
consumption of animal protein alongside other food groups in order to improve on the
appropriateness of complementary feeding with consequent positive effect on the

nutritional status and survival of under-5 children.
5.1.12 Minimum dietary diversity

This research work reveals that higher proportion of children in the experimental group
(64.2%) has the minimum dietary diversity compared to the control group (30.6 %). This
finding is higher than the figure (16.0%) reported by Olatona (2019). Though there is
improvement in the practice of minimum dietary diversity among mothers in the
intervention group, the percentage obtained in this study calls for increased effort to
improve mothers and care givers practices on improved quality of complementary foods

for proper growth, development and survival of children.
5.1.13 Minimum meal frequency

The study indicates an improvement in the minimum number of times that complementary
foods were consumed per day in addition to breast milk. Though, there is improvement in
the intervention group over the control group at endline, efforts in the area of nutrition
education, using the appropriate communication strategy towards a change in behavior to
improve the rate of meal frequency should be enhanced among mothers and other
caregivers to meet up with the age appropriate recommended minimum number of times a

child must be fed to enhance proper growth, development and survival.
5.1.14 Minimium acceptable diet

A higher proportion of children (56.7%) in the experimental group received the minimium
acceptable diet after the exposure to the peer support intervention, compared with 38.5%
in the control group. This percentage recorded in this study is greater than the report of the

National Nutrition and Health Survey (2018) which revealed 17.0%
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5.1.15 Timely introduction of solid, semi-solid or soft food

The study shows a significant improvement in the practice of timely introduction of solids,
semi solids or soft foods at six months. This is not in agreement with the study of Owais et
al., (2019) who reported that improved maternal knowledge or favourable attitude towards
complementary feeding were not associated with timely introduction of complementary

foods.

5.2 Nutritional Status of Infants

5.2.1 Comparison of Nutritional Status of Infants at 12 months between
experimental and control group

The anthropometric measurements of weight and length of the children at 12 months
revealed higher rates of malnutrition among the control group, with wasting, stunting,
undernutrition overweight put at; 17.4%, 2.8%, 1.8%, 2.8% for experimental group and
24.8%, 11.0%, 18.3% 6.4% for control group respectively. The rates of wasting, stunting
and underweight among the intervention group in this study are lower than the findings in
the study of Ogunba (2010) with 7.8%, 58.2%, and 23.8% for wasting, stunting and
underweight respectively and also lower than the rates for stunting and underweight
reported in NPC and ICF Macro (2019) while wasting in this study shows a higher rates
than that of NPC and ICF Macro (2019). The high rate of wasting reported in this study
could be suggestive of an inappropriate consumption of complementary food after the
period of exclusive breast feeding. This therefore calls for enhanced efforts to identify the
probable barriers to appropriate complementary feeding and to enhance that
mothers/caregivers are equipped with adequate information and skills necessary for
appropriate complementary feeding after six months of exclusive breast feeding so as not

to lose the benefits of the period of exclusive breastfeeding.
5.3 Focus Group Discussion

5.3.1 Introduction
Findings of the Focus Group Discussion (FGD) on the factors affecting the practice of
I'YCF and responsive feeding conducted among selected mothers’ at both the experimental

and control groups are discussed below:
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5.3.2 Factors influencing infant and young child feeding practices:

Majority of the mothers’ who constituted the primary audience said they decided on their
own on how and what to feed their babies with but due to cultural practices, the extended
family members especially grandmothers, mother-in-laws, sisters, aunts, or occasionally
neighbors or friends often influence the practice of infant feeding negatively contrary to
the information given to them by health workers and the infant and young child feeding

counsellors.

These close family members often in a bid to give the cultural support and assistance to
newly delivered mothers, often introduced prelacteal foods like water and agbo’ (local
concoction) which conflict with the counsel and information provided by the peer
counsellors. Consequently, these practices adversely contributed to the lower rates of early
initiation of breast feeding, exclusive breast feeding and timely introduction of semi-solid,

soft and solid foods.

Though the practice of infant feeding was influenced by extended family members who
came to give the socio-cultural support to the newly delivered mothers, there was
reduction in the percentage of prelacteal feeds in the experimental group. This was similar
to the findings of peer support counselling results from studies conducted in Bangladesh,

Mexico (Gulshan Ara, 2018, Chapman,; Haider, Ash, worth, kabir & Hutty 2000)
5.3.3. Mothers’ Practice of responsive feeding

Majority of the mothers had good practice of responsive or active feeding as indicated by
their responses to the questions posed to them during the discussion. Many of the mothers
said that they played, danced and sang to make the feeding times enjoyable and interesting

to the infants.
5.3.4. General Discussion on IYCF:

A high proportion of mothers understood the word exclusive breast feeding to mean

‘giving breast milk alone without giving any other food or liquid™’.
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o Majority of them knew that breast feeding should be given exclusively for
six months;

J A large proportion of the mothers’ believed that breast feeding should
continue till one year (12 months) at most for 18 months (1'/, years);

J Majority of the respondents understood that complementary feeding should
start at six months but a few of the respondenst believed it could start as
early as 4 months if the baby has a very sharp appetite (O yannu in Yoruba
language).

o Most mothers’ understood that complementary feeding should start with
pap and water and to be followed with the family diet.

o Few mothers believed that the complementary foods should include foods

like custard, indomie and some other commercially produced or processed

foods.

5.3.5 Effect of group support intervention on mothers’ infant feeding practice at

endline.

The study shows that support group intervention has a positive effect on the knowledge,
attitude and practice of mothers on infant feeding. This therefore, indicates that peer
support intervention has significantly (p<0.05) increased the knowledge, attitude and
practices of mothers on infant feeding in the study area. The effect of the intervention on
the mothers was in line with the studies of Ara et al., (2018), Shakya et al., (2017) and
Kushawaha (2014) which demonstated improvement in the practice of IYCF after
exposure to community-based peer support intervention for mothers on infant feeding

practices.

54 Conclusion

This study has proven that community-based intervention using the peer support
counselling increased I'YCF knowledge and attitude positively with a positive effect on the
practice of the key IYCF indicators. These include early initiation, exclusive
breastfeeding, colostrum feeding, continued breastfeeding, responsive or active feeding,

introduction of semi-solid, soft food and solid food. Among other improved infant feeding
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practices in this study are: minimum dietary diversity, minimum meal frequency and

hygiene practices.

Though the decision of mothers on IYCF was majorly personal, the practice was
influenced by cultural practices by extended family members, mostly grandmothers,
mother-in-laws, opinion leaders in the family who came around to render their socio-
cultural support to mothers after delivery. The cultural practices of giving prelacteal foods,
mainly water and local concoction (agbo) has been observed to negatively influence infant

feeding practices in the communities.

The nutritional status of the children at 12 months in both experimental and control groups
revealed a higher prevalence of wasting, stunting, underweight and overweight among the

control group.

5.5 Recommendations

The following recommendations were made based on the findings of this study;

1. Efforts to promote IYCF practices could be suggested to include the use of peer
support group intervention and I'YCF education using the action—oriented group
discussion targeted at opinion leaders, fathers, grandmothers and mother in-laws
who might influence the decision and practice of [YCF. The involvement of the
above mentioned members, who constitute the secondary audience/participant, is
highly recommended as factors at multiple levels affect behaviour and individual
will not change if barriers at higher levels are not removed

2. Establishment of Infant feeding support groups at the community levels, and
mothers to be referred to them on discharge from the health facilities after
delivery. This community support groups should be linked to the primary health
care facilities to enhance counselling, follow up and home visiting by trained
counsellors where necessary.This is in compliance with the ‘Ten Steps to
Successful Breastfeeding’.

3. Regular supportive supervision of the community workers and monitoring and
supervision of the mothers support groups to ensure compiace to the IYCF

guidelines and pracices.
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4. Provision of IEC materials on Infant and Young Child Feeding practices for the
mothers/caregivers (as take home bronchures). This complements the information
that mothers receive from the health facilities and the support group meetings and
further enhances the process of behavioural change and sustainance of IYCF
practice.

5. Interventions should address all or as many levels as possible, of the socio-
ecological system, using the appropriate medium of communication as factors
influencing individuals’ change in behaviour with respect to infant feeding include
the fact that no individual exists alone and individuals are from a larger
community.

6. Training of community IYCF counsellors to provide group or one to one
counselling, home visits, and other supports on infant feeding to mothers and other
care givers is recommended. This will assist the health/nutrition professionals at
the various health facilities and sustain the [YCF practices at the community

levels.

5.6 Contribution to knowledge

This study has established the effectiveness of peer support counselling to promote and
sustain infant feeding practices in the rural communities. It has therefore contributed
positively to the efforts of the health/ nutrition professionals to improve and sustain IYCF

practices at the community levels.

The implementation of peer support group intervention using the action oriented group
discussion approach in this study has been proven to improve knowledge, attitude and

practice of infant feeding in the selected rural communities.

The use of trained peer counsellors improved the skill for group and one-on-one
communication of the IYCF key messages to mothers and other care givers, using the

pictoral counselling cards booklet. This enhanced the process of behavioural change
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The rates of optimal breastfeeding and appropriate complementary feding practices
improved as a result of the exposure to the peer support intervention as revealed in the

results of this study.
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APPENDIX Ia

UNIVERSITY OF IBADAN
DEPARTMENT OF HUMAN NUTRITION
UNIVERSITY OF IBADAN

EFFECT OF PEER SUPPORT GROUPS ON INFANT FEEDING PRACTICES OF
MOTHERS IN SELECTED RURAL ARAES OF OYO STATE

Local Government: Community: Ward:
House No: Household No: Questionnaire No:

SOCIO-DEMOGRAPHIC CHARACTERISTICS OF MOTHER AND INDEX
CHILD
1. Age of mother as at last birthday (years): ..........coovviiiiiiii e
2. Ethnic group: (a) Hausa 3 (b) Igbo O (c) Yoruba [ (d) Others specity...
3. Religion: (a) Christianity[] (b) Islam[] (c) Traditional[] (d) Others specity...
4. Marital status: (a) Single [ (b) Married 0O (c) Widow(er) O
(d) Separated [] (e) Divorced O

5. Highest Education: (a) None O (b) Primary O (c) Secondary []
(d) Tertiary (e) Others
6. Primary occupation of mother (a) Artisan [ (b) Trading [ (c) Farming []

(d) wage earner 3 (e) Unemployed [ (f) others specify......

7. Number of children in the family ...............................
8. Date of Birth of index child .........................l
9. Sex of the index child: (a) Male [ (b) Female (I
10. Position of the index child among the child(ren) in the family .............................
11. AWARENESS AND KNOWLEDGE OF INFANT FEEDING

a. Have you ever heard of breastfeeding? l.Yes [0 2.No [

b. Have you ever heard of Colostrum? 1.Yes [1 2.No [

c. Have you ever heard of exclusive breastfeeding?1.Yes [J] 2.No []
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12.

Knowledge Questions: Please tick the appropriate column that is applicable to

you

S/N KNOWLEDGE QUESTIONS Yes | No

1 Breastfeeding should be initiated within the first hour of birth

2 The first food for babies should be breastmilk

3 Colostrum is the first yellowish secretion of the breast milk within the first
two to three days of lactation

4 Colostrum is rich in antibodies to promote a baby’s immunity

5 Breastmilk alone satisfies the nutritional requirement of a baby in the first
six months of life

6 Exclusive breastfeeding entails breastfeeding for the first six months
without giving water/supplementary feeds/herbal remedies

7 Most women can make enough breastmilk to adequately feed their baby

8 Breastfeeding may promote the health of the mother

9 Breastfeeding enhances social bonding between a mother and her baby

10 A bottle fed baby is more prone to illness than breastfed babies

11 A child should be breastfed regularly and on demand

12 A baby given water at age five and half month is not exclusively breastfed

13 Other foods in addition to breastmilk can be given to a child after age 6
months

14 Breastfeeding should continue with complementary foods till a child is at
least 24 months

15 The quantity of food a child eats increases with age

16 The number of times a child eats increases with age

17 The texture (thickness/consistency) of a child’s meal increases as the child
gets older

18 Feeding times must be necessarily made enjoyable for a child

19 Complementary food should include as many food varieties as possible

20 Addition of soya beans powder, oil, blended crayfish and groundnut can
increase the quality of complementary food

21 Water should be given to a child not earlier than six months old

13a.For each of the following statements, please indicate how much you agree or disagree
by ticking the number that most closely corresponds to your opinion (l=strong
disagreement (SD), 2=disagreement (D), 3=neutral (N), 4 = agreement (A), 5=strong
agreement (SA)). You may choose any number from 1 to 5.

ATTITUDE QUESTIONS (BREASTFEEDING) SD|D |N |A|SA
*1 | The nutritional benefits of breast milk last only until the baby is
weaned from breast milk
*2 | Formula-feeding is more convenient than breast-feeding
3 Breast-feeding increases mother-infant bonding
*4 | Breast-milk is lacking in iron
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5 Formula-fed babies are more likely to be overfed than breast-fed
babies

*6 | Formula-feeding is the better choice if a mother plans to work
outside the home

7 Mothers who formula-feed miss one of the great joys of
motherhood

*8 | Women should not breast-feed in public places such as market
places, social gathering or open places

9 Babies fed with breast milk are healthier than babies who are
formula fed

*10 | Breast-fed babies are more likely to be overfed than formula-fed
babies

*11 | Fathers feel left out if a mother breast-feeds

12 | Breast milk is the ideal food for babies

13 | Breast milk is more easily digested than formula

*14 | Formula is as healthy for an infant as breast milk

15 | Breast-feeding is more convenient than formula feeding

16 | Breast milk is less expensive than formula

*17 | A mother who occasionally drinks alcohol should not breast-feed
her baby

Note. Items marked with asterisks (*) are reverse-scored and the scores for each are then
summed. Higher scores indicate more positive attitudes towards breast feeding

13b. Please tick as appropriate(SA-strongly agree, A-agree, N-neutral, DA-Disagree,SD-
strongly disagree)

S/N | ATTITUDE QUESTIONS (COMPLEMENTARY |[SA[A [N [DA][SD
FEEDING)

1 M others need adequate knowledge on the foods
given to children.

2 First thing to think of when introducing other foods
to the child includes; Age group, Frequency o
feeding, Amount of food, Texture of thickness of
food, Variety of food, Responsive feeding and
hygiene.

3 Different varieties of locally available foods should
be given to the baby alongside breast milk from 6
months of age.

4 More fluids (water) should be given to a child that
has diarrhea for rehydration.

5 Fruits and vegetables (pear, apple, orange, water
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melon, tomato, eggplan

t, cabbage, pumpkin, carrot, cucumber, mango,
banana, pineapple, water leaf) should be given to a
child (6-24months).

6 A child should eat different variety of foods from 6
months of age.
7 A mother should sit and monitor how her child
eats?
8 Breastfeeding a child along side with other foods is
good for your baby’s health.
9 Feeding times for the child should be fun and a 14.
happy moment. Ple
ase
indicate whether the following statements about Practice are Yes orNo
S/N PRACTICE QUESTIONS
1 Did you ever breastfeed the index child? Yes No
How long after birth did you first put the index child to the breast?
If <1 Hour, Record ‘00’ Hours.
If <24 Hours, Record Hours. Otherwise,Record Days. | ...
3 During the first three days after delivery, did you give the index child the | Yes No
liquid that came from your breasts?
4 In the first three days after delivery, was the child givenanything to drink | Yes No
other than breast milk?
5 What was the index child given to drink? Anything else?
Do not read the listrecord all mentioned by circling letter foreach one
mentioned
a. Milk (other than Breastmilk) ..........cccccovviieiniiiiiiieiice e 01
D. PIAIN WALET ..ottt e 02
C. Sugar or GIUC0SE WaALeT........covivieieiiieiie e 03
. GIIPE WALET ..ottt ettt e e eaeeas 04
e. Sugar/Salt/Water SOIUtION .......ccccveeeriiieiiieciee e 05
£ FIUIE JUICE .ottt 06
g Infant Formula ... 07
h. Tea/INTUSIONS ..c..veviiiniiiiiiieierieeeree et 08
LU 5 (0] 1 1<) 2SR PPSRRR 09
J- Herbal MIXTUIE .....viiiiiiiiiiciee e 10
X.Other (SPECITY) ..ovviiiiiiiiii et e 11
6 Are you still breastfeeding the index child? Yes ‘ No
7 For how many months did you exclusively breastfeed the index child?
If<1 Month, Record “00” Otherwise Record Actual Months...
8 For how many months did you breastfeed the index child?
If<1 Month, Record “00” Otherwise Record Actual Months...
9 Did the child drink anything from a bottle with a nippleyesterday or last | Yes No

night?
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Liquids or foods the child hadyesterday during the day or at night.Did the child

drink/eat:
a. Breast milk? Yes No
b. | Juice or juice drinks Yes No
C. Plain water? Yes No
d. | Commercially produced infant formula? Yes No
e. Yoghurt Yes No
f. Clear broth (liquid derived from cooking meat, fish, and vegtables)? Yes No
11 | Any fortified, commercially available infantand young child food e.g.

NAN, Cerelac, SMA Gold, My Boy, Friso, Peak Milk 123, Cow and Gate

Lactogen?

If YES: How many times did your child take the mentioned infant

formula?
12 | Any (other) porridge or gruel? Yes | No
13 | Other liquids or foods the child had yesterday during the day or atnight even if it

was combined with other foods.Did the index child drink/eat:
a. Milk: tinned, powdered, or fresh animal milk? Yes No
b. Tea or coffee? Yes No
c. | Any other liquids? Yes No
d. Bread, rice, noodles, or other grain foods? Yes No
e. | Pumpkin, carrots, squash, or yellow or orange sweet potatoes? Yes No
f. White potatoes, white yams, manioc, cassava, or roots and tubers? Yes No
g. | Any dark green leafy vegetables? Yes No
h. | Ripe mangoes, papayas or vitamin A rich fruits Yes No
1. Any other fruits or vegetables? Yes No
j. Liver, kidney, heart or other organ meats? Yes No
k. Meat: beef, pork, lamb, goat, chicken, or duck? Yes No
1. Eggs? Yes No
m. | Fresh or dried fish or shellfish? Yes No
n. Legumes: beans, peas, lentils, or nuts? Yes No
0. | Cheese, yogurt, or other milk products? Yes No
p. Fats, oils, butter, or such foods? Yes No
q. | Foods with red palm oil, palm nuts, palm nut sauce etc Yes No
. Small protein foods, edible insects, snails etc Yes No
14 | Any sugary foods such as chocolates, sweets, candies,pastries, cakes, or | Yes No

biscuits?
15 | How many times did the child eat solid, semi-solid, or softfoods other

than liquids yesterday during the day or at night? Please indicate numbers |  ........
16 | Has the child ever received a vitamin A dose Yes No
17 | Did the child receive a vitamin A dose within the last 6months? Yes No
18 | In the last seven days, did the child take iron pills, sprinkleswith iron, or | Yes No

iron syrup?
19 | Has the child taken any drug for intestinal worms in the past6 months? Yes No
20 | Do you regularly wash your hands before preparing, serving and feeding | Yes No

your child’s food
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21 | Are the utensils to prepare, store and serve child’s meal kept clean always | Yes | No
22 | When a child has diarrhea, how much should he or she be given to drink?
a. More than usual 1
b. About the same 2
c. Less than usual 3
d. Nothing to drink 4
e. Don't know 8
23 | Does your household have any mosquito nets thatcan be used while | Yes No
sleeping?
15.1. Who influences your decision on how to feed your infants?
(a) Personal decision ] (b) Husband (c) Mother |
(d) Mother-in-Law [ (d) Friends [ (e) Others specify......
2. What are the reasons why infant feedings recommendations are not practiced?
(a) Socio-cultural beliefs [ (b) Religious beliefs
(c) Personal perception [] (d) Poverty [ (e) Others specify.....
3. Do you belong to any infant feeding peer support group? (a) Yes[3 (b) No [

Anthropometric measurement at endline

Weight kg  Length cm  MUAC cm
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APPENDIX Ib
QUESTIONNAIRE YORUBA VERSION

UNIVERSITY OF IBADAN
EKAOUNJEEDA ENIYAN
IPA ATI ETO IRANWO ELEGBEJEGBE FUN AWON IYA NIPA YIYAN OUNJE
AWON IKOKO NI IGBERIKO EKUN OYO STATE

Eka Ijoba: Agbegbe Iu: Woodu

Nomba ile Nomba idile: Nomba foomu Ibeere

SOCIO-DEMOGRAPHIC CHARACTERISTICS OF MOTHER AND INDEX
CHILD

2. Eya Egbe:  (a) Hausa (b) Igbo (c) Yoruba (d) Awon miran ni pato ...
3. Esin:: (a) Kristieniti(b) Islam (c) Ibile (d) Awon miran ni pato
4. Ipo igbeyawo: (a) Apon (b) Eniti gbe ighéyawé (c) Opd (D) Awon to ti pinya

(e)Awon to ti korasile

5. Eko to Gaju: (a) Ko si (b) Alakobere (c) Iwe girama (D) Iwe giga (€) Awon miran
6. Ise ayo ti iya: (a) Onise-owo (b) Oun taja (c)Ise- ogbin (D) Onise- oya (e) alaini-se (f)
Awon miran nipato
7.Iye awon omo ninu ebi ..........oiiiiiiiini
8 Qjo IBT HOMO e e,
9.Iru Iwé omo: (a) Okunrin (b) Obirin
10.Ipo ti omo wa larin awon omo ninuebi.......................
11.  AKIYESI ATI IMO NIPA OUNJE OMO IKOKO
a. Nje o ti gbonipa fun fomo loyanri? 1.Beeni 2.Beko
b. Nje o ti gbo nkan ti a npe ni omi-oyan akoko riColostrum)?1.Beeni2.Beko

c.Nje o ti gbo nipa fifomo loyan lailabula ri?1. Beeni 2.Beko
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12.  Ibéeére nipa Imo: Jowo fala sieyi ti se gbogi si o ju lo

S/N | IBEERE NIPA IMO Beeni | Beko

1 Fifomo loyan ye ki o bere laarin wakatikan akoko ti ibi

2 Ounje akoko ti ye fun ikoko ni omi oyan

3 Colostrum je omi oyan akoko alawo esuru ti o koko jade laarin ojo meji
si meta ti a bere si nfomo loyan

4 Omi oyan ti a npe ni colostrum o kun fun orisirisi nipa sise igbelaruge
fun ajesara omo

5 Omi oyan nikan nse itelorun ounje ibere fun omo ni osu mefaakoko aye
re

6 Oyan alailabula ni fifomo loyan fun osu mefa akoko lai fun un ni omi /
onjemiran/egbo-igi-ibile

7 Opolopo awon obirin le se fifomo loyan lekun rere lati fi bo omo

8 Fifomo loyan le se igbelaruge fun ilera ti awon iya

9 Fifomo loyan ma se igbelaruge isopo ati ajosepo laarin iya ati omore

10 Awon omo ti a fun lounje lati inu fida sese lati lugbadi aisan ju awon ti a
fun loyan lo

11 O ye ki a ma fun omoloyan deede ati nigba ti won ba fe

12 Omo ti a fun ni omi larin osu- marun ati aabo osu ti kuna oyan lailabula

13 Afikun ounje miiran pelu oyanle waye lehin ti omo ba ti rekoja osu mefa

14 Fifomo loyan ye ki o tesiwaju pelu afikun ounje miran titi di nigba omo
na o pe omo osu-merinlelogun

15 Opolopo ounje ti omgQ 0 ma je ma nposi bi won se dagba pelu ojo-ori e

16 Iye igba ti omo jeun n posi pelu 0jo-ori e

17 Ounjeafikunomo gbodo maa ki si i bi omo ba se ndagba si

18 Akoko ounje fun omo gbodo je akoko igbadun

19 Afikun ounje leyin osu mefa ye ki o je ounje orisirisi

20 Afikun ti ewa lubulubu soya, epo, ede lilo ati epa lilo le se afikun didara
fun ounje leyin osu-mefa

21 Fifomo lomi ko ye ki o waye lai pe osu mefa.

13.Fun okangkan ninu awon wonyi gboloéhun, jowo fihan bi o ti gba tabi okogba nipa yigika

awon nomba ti feran julg ni pekipeki ni ibamu si re ero (1 = nmogba to lagbara (SD), 2 =
Ngba (D), 3 danfo (N) , 4 = Mogba (A), 5 =Mogba to lagbara (SA). O le yan eyikeyi

nomba lati okan si marun.

IBEERE NIPA IWA SD|D|N[A[SA

*1 | Okun ohun anfani ti o wa ninu fifomo loyan nikanse
titi tt omo o fi ja lenu oyan mimu

*2 | Fifun omo ni ounje alagolo (formula) je rorun ju
fifomo loyan lo

3 Fifomo loyan mu ki iya-ikdéko6 ati omo re ni isopo ati
ajosepo to lagbara

*4 | Omi oyan ko ni eroja ayonu ( iron)

5 Omo ti a fi ounje formula bo ma n yo ju omo ti a fun
loyan nikan lo
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*6 | Fifun omo ni ounje alagolo (formula) je ona abayoto
dara ni yiyan ti iya ba ngbero lati sise ni ita ile

7 Iya ti o fi ounje formula bo omo padanu ¢kan ninu
awon ayo abiyamo

*8 | Awon abiyamo ko ye ki won ma a fun omo loyan nita
gbangba bi apere oja,ibi ayeye,ita gbangba.

9 Omo ikoko ti a fi oyan bo ji pepe ju ju ikoko egbe reti
a fi ounje formula bo lo

*10 | Omo ikoko ti a fi oyan bo a ma yo ju omo ikoko ti a fi
ounje formula bo lo

*11 | Awon baba maa nlerope won ti pa awon ti ti iya ba
nfun omo loyan lowo.

12 | Omi oyan ni ounje ti o dara julo fun awon omo ikoko

13 | Omi oyan maa ntete da ju ounje formula lo

*14 | Ounje formula dara fun ilera omo gege bi omi oyan na
a se dara.

15 | Fifomo loyanrorun ju fifomo lounje formula lo

16 | Fifomo loyan ko gbowolori rara biounje formula

*17 | Iya ti oba nmu oti leekookan ko ye ki o maa fun omo

loyan

SECTION C- Ibeere ihunwasi  (Attitude Questions);

SA- mo fi ara mo gan-an, A —mo fi ara mo, N —mo duro laarin mejeeji, DA — mo ko/

mi ko fara mo
SD — mo ko pelu gbogbo ona

S/N | Ibeere ihunwasi SA|A |N|DA|SD

1 Awon iya nilo imo kikun lori ounje ti won fun omo.

2 Orisirisi ounje ibile pelu wara oyan ni o oye ka ma fun omo lati osu
mefa

3 Igbese kini ti oye ki o wasi okan ni igba ti a o bere si fun omo ni ounje
miran; ojo ori, iye igba ti a bo 0 mo, iwon ounje, bi ounje na yio se ki
si ,orisirisi ounje/ itewogba ounje ati imototo.

4 Opo omi lo gbodo fun omo to ya igbe sisan ki omi ara lee tete bo sipo

5 Eeso ati ewebe (ope oyinbo,osan, tomato,ogede, mangoro, ati bebelo)
loye ki a ma fun omo osu mefa si odun meji.

6 Orisirisi oni ruru awon isori ounje loye ki a ma fifun omo lati osu
mefa.

8 Fifun omo loyan pelu awon ounje miran dara fun ilera omo.

9 Akoko ounje ye ki o je igba idunnu fun omo.
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14.Jowo fihan boya awon gbo6lohiin wonyi je Beeni tabi Beeko

S/N

IBEERE NIPA ASA

1

Nje o fun omo o re loyan ri?

Beeni

Beeko

2

O to akoko wo leyin ibimo, ni o to gboyan somo lenu ?
Ko to wakati kan<1,'00'.
Wakati merinlelogun Wakati <24,bi beeko so pato iye wakati.

Laarin 9jo meta aakoko ibimo, nje o fun omo ikoko na ani omi ti o wa
lati int oyan re?

Beeni

Beeko

Laarin 9jo meta Iehin ibimo, nje a fun omg na ni ohunkohun lati mu
yato si omi oyan?

Beeni

Beeko

Ki ni a fun omo ikoko lati mu?Nkan miran?
Ma se ka awon akojo wonyi funun, fala si leta kookan ti a daruko

a. Miliki (yato S1 OMI OYAN) cc.ueeevuiieriieeciieeiieeeieeeeiee s ceerveesveeenns
b, Omi NIKAN......eiiiiiiiciieece e
C. Suga tabi OMI1 ONISUZA.......ccecveieririeeiieeeieeerieeetreeeree e e eeeeeree e
AoOMIL OSAMN ..oeveiniiieieee e

O] ST« PSS
g.0unje formula...... ..o

01
02
03
04
05
06
07
08
09
10
11

Nje o sin fun omo re lomu

Beeni

| Beeko

Osu melo lo fin fun omo re ni omu alailabula ?
Ko to osu kan <1 "00" Tabi Ki o koi ye igba osu na a

Bi osu melolo fi fomo owo na loyan ?
ko to osu kan <1 "00" Tabi ki o ko iye igha osu na

o)

Sé omo na a mu ohunkohun lati inu fida ni ana tabi ni ale ana.?

Beeni

Beeko

ounje olomi tabi ounje gidi ti omo na je ni oju ojo tabi ni ale. Nje o je
tabi mu;

Beeni

Beeko

Omi oyan

Beeni

Beeko

O un mimu aladun (juice)

Beeni

Beeko

omi lasan?

Beeni

Beeko

g|Q|w| >

Ounje alagolo( formula)?

Beeni

Beeko

Yoghurt(wara agbele se )

Beeni

Beeko

Omi toro eja, eran ati efo..?

=7

Eyikeyi ounje ti won nta fun awon omo weere, bi apeere e.g.NAN,
Cerelac, SMA Gold, My Boy, Friso, Miliki Alagolo 123, Cowand Gate
Lactogen?Ti o ba je pe BEENI:daruko iye igba ti omo re ti je awon
ounje wonyi

12

Eyikeyi (miiran) bi asaro tabiegbo.?

Beeni

[ Becko

13

miran.Nje omo ikoko na a je tabi mu;

Awon ounje miran tabi oun mimu ti omo na a je lana tabi lale .Boya adaapo pelu ounje
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a. Miliki: alagolo, onilubulubu, tabi miliki eranko ti asese se? Beeni Beeko
b. . Tii tabi kofi? Beeni Beeko
c. Eyikeyi miiran ounje olomi? Beeni Beeko
d. Buredi, iresi, nudulu, tabi awon ounje miran.? Beeni Beeko
e. Elegede, Karooti, oun mimu elerin dodo, tabi anamo? Beeni Beeko
f. Anamo funfun ,isu funfun,, paki/ege tabi isu miran .? Beeni Beeko
g. Eyikeyi alawo ewegirini? Beeni Beeko
h. Mangoro pipon , ibepe tabi awon eeso ti oni vitamin | Beeni Beeko
A
1. Eyikeyieso tabi awon ¢fo miiran? Beeni Beeko
] Edo, kidirin, okan tabi awon nkan inu eran.? Beeni Beeko
k. eran malu, eran elede, eran-agutan,eran- ewure, adie, tabi pepeye? Beeni Beeko
L. Eyin Beeni Beeko
m. | Eja tuntun tabi eja gbigbe tabi eja odo.? Beeni Beeko
n. Awon ewa lorisirisi ati epa? Beeni Beeko
0. Wara, yogurt, tabi awon miran ti afi miliki se. Beeni Beeko
p. Ounje bi ora, epo, bota, tabi iru ounje bee. Beeni Beeko
qg. Onje pelu epo pupa, eso ope, eyin ope ati be be lo Beeni Beeko
. Ounje amaradagba bi I monimoni,esusu, ati | Beeni Beeko
igbin.amuaradagba(protein) ounjekekere, kokoro ji je, igbin ati be be lo
14 | Eyikeyi ounje didun bi chocolates, suti, candies, pastries, akara oyinbo, | Beeni Beeko
tabi bisikiti?
15 | Iye igba melo le fun omo yin ni ounje owe je yato si ounje olomi ni ana
nigba owuro tabi ale. Jowo ko iye igba
16 | Nje omo ti gba ajesara Vitamin A ri.. Beeni Beeko
17 | Nje omo re ti gba ajesara eroja Vitamin A ni aarin osu mefa si isinyi. ? | Beeni
18 | Larin 0jo meje seyin, nje omo re yii lo ogun atejese bi iron yala | Beeni Beeko
onikoro tabi olomi?
19 | Nje omo yi ti lo ogun aran ri niwon igba osu mefa seyin? Beeni Beeko
20 | Nje o we owo re saaju ki o to ngbaradi lati se ounje tabi fun omo ni | Beeni Beeko
ounje?
21 Se awon ohun ¢l10 lati fun omo lounje,bi awo,sibi ati bebe lo, maanwa | Beeni Beeko
ni mimo nigbagbogbo
22 | Nigbati a omg ba ni aisan igbe gbuuru, bi igha meloni o ye ki omu nkanmimu?
a. Ju bi otiyelo 1
b. Nigba kanna 2
c. Igba to kere ju 3
d. Ko ye lati mu ohun mimu 4
e. Emi ko mo 8
23 Se idilé re ni apo efon ti 0 maa ndena efon nigba ti e ba fe sun? Beeni | Beeko

15.
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1. Talo nipalori re nipa ipinnu lori yiyan ounje omode?
(a)ipinnumini 1 (b)Oko mi[J (d)lya mi —

(e)lya-okomi [] (f)Ore mi [J (g) Awon miran (ko nipato)

2. Kini ohun ti o faidi re ti awon ounje ikoko ti abuwolu se di nkan ti a ko sile?
(a)igbagbo ninu asa [] (b) igbagbo ninu esin[_]
(d) ero ngba temi ni [ (e) Osi tabi aini[] (f) Awon miran nifdo

3. Se o waninu eyikeyi egbe ka fomo ikoko lounje?(a) Beer 1 (b) Beeko [
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APPENDIX II
FOCUS GROUP DISCUSSION GUIDE

1. What does infant feeding mean to you? Probe for the womens’ understanding of

exclusive breastfeeding, duration, complementary feeding, ideal starting time etc.

2. Do you think all mothers should exclusively breastfeed their babies? Why or why not?
For how long should this last.

3. Do you think all mothers would want to exclusively breastfeed their babies? Why or why

not?

4. What are some of the benefits mothers could derive when they exclusively breastfeed

their babies? Probe for the benefits for both the baby and the mother/family.

5. What are the challenges that could limit mothers ability to exclusively breastfeed their

babies?

6. What makes it easier for mothers to exclusively breastfeed their babies?Probe for
resources like commitment of mothers, husband, in-laws, community people, knowledge
and experience about exclusive breastfeeding, time to exclusively breastfeed the baby
etc.Probe for socio-cultural issues such as cultural practices associated with childcare and
feeding.Probe for systems factors such as commitment of health care providers, consistency
in type of information provided to mothers about exclusive breastfeeding, and
communication and continuity of support when the mother is discharged from the maternity

unit.

7. What makes it harder for mothers to exclusively breastfeed their babies?Probe for
resources like commitment of mothers, knowledge and experience about exclusive
breastfeeding, time to exclusively breastfeed the baby, adequacy of breast milk, etc.Probe
for socio-cultural issues such as cultural practices associated with childcare and feeding,
adequacy and appropriateness of breast milk during different maternal health
conditions.Probe for systems factors such as commitment of health care providers,

consistency in type of information provided to mothers about exclusive breastfeeding, and
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communication and continuity of support when the mother is discharged from the maternity

unit.

8. Who would approve of mothers to exclusively breastfeed their babies?Probe for decision

makers on issues concerning childcare and feeding.

9. Who would disapprove of mothers to exclusively breastfeed their babies?Probe for

decision makers on issues concerning childcare and feeding.
10. Who else would influence mothers to exclusively breastfeed their babies?

11. Are there any other thoughts you have about exclusive breastfeeding that I haven’t

asked you?

12. Are you aware of any infant feeding support group in this community? Probe for names

and type of activities? Size of such groups, if existing?

PRACTICE OF RESPONSIVE FEEDIING

1. What do you say to encourage your infant or young child to eat more?
2. What do you do to encourage your infant or young child to eat more?
3. What do you do when your infant or young child refuses to eat?

4. What do you do if your infant or young child asks for more food?
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APPENDIX III

Topics of IYCF in SupportGroups

Pregnant women in the Ilasttrimesterand Lactating mothers and caregiverswith
lactating mothers withinfants under 6 children from 6 up to 24 monthsold
monthsold

10) Nutrition during pregnancyand 7)  Feeding  children, according

breastfeeding toage,with a sufficient frequency
ofmeals and sufficient amount
11) Importance of early initiation of andthickness of food eachday
breastfeeding

8) Feeding children diverse foodsat
3a) Exclusive breastfeeding during  the each meal (4 foodgroups)

first 6 months

9) Feeding the sick baby less than 6
3b) Dangers of mixed feeding during the months

first 6 months
10) Feeding the sick child more
4) Positioning and attachment of a baby at than 6 months
breast

11) Nutrition care for child withdiarrhoea
5a) Breastfeeding and working mothers

12) Responsive feeding — helping achild
5b) How to hand-express and cup-feed. to eatwell

6a)Preparation for complementary feeding 13) Regular growth monitoring.

6b) Good hygiene practices
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APPENDIX IV
INFORMED CONSENT FORM

IRB Research approval number:

Title of the research: Effect of Peer support groups on infant feeding practices of mothers

in selected rural areas of Oyo State.

Name and affiliation(s) of researcher(s) of applicant(s): This study is being conducted by
Olusa, Rachael Funmilayo a PhD student from the department of Human Nutrition, Faculty
of Public Health, College of Medicine, University of Ibadan. And supervised by Dr. Folake

O Samuel..

Sponsor(s) of research: the research is self-sponsored by the Student.

Procedure of the research, what shall be required of each participants and
approximate number of participants: A total of 240 participants will be recruited into the
study. Three staged sampling techniques will be used in selecting the participants from
various communities. This study will require you to answer the questionnaire which seeks
information about yourself and your under-five children after which there will be teachings
/discussions on Infant feeding practices, monitoring of your infant till 12 months of age, and

taking anthropometric measurements of your infant.

Expected duration of research and of participant(s) involvement: In total we expect you

to be involved in this research for a maximum of 15 months.
Risk: there is no risk involved in this research

Cost to the participants for joining the research: Your participation in this research will

not cost you anything.
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Benefit: The researcher will give behavioural change information on Infant feeding
practices to enhance good nutritional status, growth, development and survival of under five
children.

Confidentiality: all information collected in this study will be given code numbers and no

names will be recorded

Voluntariness: Your participation in this research is entirely voluntary

Alternatives to participation: You are free not to participate or withdraw from this
research at any time you want to.

Due inducement: You will not be paid anything for participating in this research however
the health education and Behavioral change communication materials given to you will be

given freely.

Consequence of participants’ decision to withdraw from research and procedure for
orderly termination of participation: you can also choose to withdraw from the research
at any time. Please note that some of the information that has been obtained about you
before you chose to withdraw may have been modified or used in reports and cannot be
removed anymore. However the researcher promises to make effort to comply with your

wishes as is practicable.

Modality of providing treatments and action(s) to be taken in case of injury or adverse
event(s): you will not suffer any injury as a result of participating in this research.

What happens to research participants and communities when the research is over:
the researcher will inform you of the outcome of the research

Any apparent or potential conflicts of interest: there is no conflict of interest.

Statement of person obtaining informed consent
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I have fully explained this research to - -

---and have given sufficient information, including about risks and benefits, to make an

informed decision.

DATE: SIGNATURE

NAME:

Statement of person giving consent:

I have read the description of the research and have also discussed with the researcher to my
satisfaction. I understand that my participation is voluntary. I understand that I may freely
stop being part of this study at any time. [ have received a copy of this consent form and
additional information sheet to keep with me.

DATE: SIGNATURE

NAME:

WITNESS’ SIGNATURE (IF APPLICABLE):

WITNESS’ NAME (IF APPLICABLE):

This research has been approved by the Ethics committee of the University of Ibadan and
the chairman of this committee can be contacted at Biode Buiding, room 210, ond floor,
Institute for Advanced Medical Research and Training, College of Medicine, University of
Ibadan, E-mail uiuchirc@yahoo.comanduiuchec@gmail.com

In addition, if you have any question about your participation in this research, you can

contact the principal investigator,
NAIMC. ..o

Department

.............................................................. phone......ccoeeiieeieeeieeiee e,

E-mail

Address

PLEASE KEEP A COPY OF THE SIGNED INFORMED CONSENT.
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APPENDIX IVa
FOOMU TI OBI OMO FOWO SI

IRB Research approval number:

AKkori iwadi:.

Oruko Olusewadi yi: Olusewadi yi ni Olusa, Rachael Funmilayo. Olukeko niile eko giga

yunifasiti Ibadan.
Onigbowo Isewadi yi: Olusewadi eko ni o se onigbowo isewadi na a

Ilana Isewadi yi: Ogorun meji, o le ogoji (240) olukopa ni a o gba lati se iwadi yi. A o yan
awon olukopa naa kaakiri agbegbe ilu ti a ti yan. A n fe ki o dahun ibeere ti a o beere nipa
iwo tikalara re ati omo re ti ko ti pe odun marun, lehin eyi ni ao se idanileko nipa eto ati

ilanaa fifun omo ikoko ni ounje ao si ma a wo iwon omo re titi yio fi pe omo osu mejila.
Akoko ti iwadi na a yi o gba olukopa: Lapapo iwadi naa yi o gba o ni osu meedogun
Ewu to wa ninu iwadi na a: Iwadi yi ko mu ewu Kankan lowo

Idiyele: Kikopa re ninu iwadi yi, ko lee na o ni owo kankan

Anfaani: Olusewadia fun olukopa ninu iwadi yii ni eko nipa eto fifun awon omode ni ounje
funilera pipi ati idagbasoke ti o peye, won a si pese awon oun ikeko tabi ilera ti a 0 maa kaa

lati le tele eko naa.

Pipa asiri mo: Idaun ti a ba gbo lenu re fun iwadi yi ni a o fi koodu si, a ko si ni fi oruko re

sii tabi ba enikeni so.

Atinuwa (Voluntariness): Kikopa re ninu iwadi yi ni a ko fi agbara mu e.
Bi enikeni ko ba fe kopa ninun isewadi yi O leto lati pinnu lati ma kopa ninun isewadi yi

tabi lati fopin si idaun re lasiko ti o wu e.
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Ififuni (Due inducements): A ko ni san owo Kankan fun kikopa re ninu isewadi yi, awon

oun ikeko tabi ilera ti a ba si ko fun o ni a ko ni gba pada.

Ere idi ipinu olukopa lati ma kopa ninu eto iwadi yi mo (Consequence of participants’
decision to withdraw from research): Niwon igba ti o ti lee pinnu lati ma kopa mo ninu
isewadi yi, sugbon awon idaun re si ibeere ti a ti ko sile, ki o topinnu lati ma te siwaju mo ni

a ko lee pare mo. Sugbon olusewadi yi se ileri lati se bi e ti fe gege bi ise wa.
Oun ti 0 ma sele ti ipalara Kankan ba sele nitori iwadi yii: E ko ni ni ininu isewadi yi.

Ki ni a sele si olukopa ati ilu ti oun kopa nigbati eto iwadi yi ba pari: A o fi abajade

iwadi yi to yin leti ti a ba pari iwadi naa.

Any apparent or potential conflicts of interest: Oniwadi ko ni se ounkankan ti o le ko ba

olukopa ninu iwadi yi.

Akosile oro olusewadi:
Mo ti salaye isewadi yi ni kikun fun

ati pe mo si ti so gbogbo oun ti o ro

mo isewadi naa ni kikun fun olukopa yi lati lee je ki o se ipinnu fun ra re.

Deeti:

Ibowolu:

Oruko:

Akosileoro Olukopa:
Mo ti ka alaye olusewadi yi daradara, mo si ti ba olusewadi naa soro to te mi lorun- Mo mo
pe kikopa mi wa latokan mi. O si ye mi pe mo le yan lati pinnu lati ma kopa ninu isewadi

naa ni igbakugba ti mo ba fe-Mo ti gba eda iwe ati awon iwe alaye miran sowo.

Deeti Ibowolu
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Oruko

Ibowolu eleri

Oruko eleri

Isewadi yi ti gba oore-ofe igbimo oluwadi ti ile eko giga yunifasiti Ibadan, Alaga Igbimo yi
ni a le ri ni yara igba-o-le-mewa, ti 0 wa ni aja keji, ile Biode, ti o wa ni oriko isewadi imo
isegun, ti ile eko isegun oyinbo, ni yunifasiti Ibadan. Ero ifiweranse

niuiuchirc(@yahoo.comatiuiuchec@gmail.com

Siwaju si, ti e ba ni ibeere nipa oun koun ti o ba ru o loju lori kikopa re ninu isewadi yi, o le
kan si oga agba isewadi yi ni,

Oruko

Oriko ikeko

Nomba ibara eni soro

Nomba ero ifiwe ranse

Alaye
Ibugbe,

EJOWO E MU EDA IWE TI E FOWO SI LOWO
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APPENDIX VI

TAKE HOME BRONCHURES FOR MOTHERS

Safe preparation of food Nutrition and HIV care

ot Ko your HIV status. To ke yiur HIV status

it tike 2 st Nu : i
- trition
% gou are HIV-infected, conslt our heath care

prcvider on yiour care and treatrent, and on how During nanq
bt 1o feed your baby.
and Breastfeeding

# Cood Fygiene cesnbress) s important
to avoid larthosa and ather linesses,

o Use chean utensils and store foods na
tlaan place.

* Cookmeat, fish, and eggs until they are
wel done.

4 Wash vegetables, cook immediately
for ashart time and eat immediately to
preserve nutrients.

 \Wash raw fruits and vegetables before
cutfing and eating,

% Weash your Fands it soap and water

béoeprugbbindteury | i
b hewltmdwhngbibybotom, | [

Other important tips

* fest more and avoud heavy work,
especialy during the Last three

o [t you are HIV:nfected, you needt extra ood to give

manths of pregnancy and thefirt | Y el ey,
A Protect yourselt and your baby from HIV
% : 4 Protect yourself and your baby from
* To prevent malara, tleep under an o e et
'”‘““‘F”;”“‘“ T during preqnancy and whdle you are
i bresitheedig by praciicig sale s
o In case of fever, seek treatment at
TRk b , ¥ Usecondoms contenty and ol
+ Takedevarmgblestotrat | Conwulta family planning counsefior

. v - T o i gt st o GNRCE N Tk o e ey
worms and help prevenl ansemia “\ Uy R s, LLE s, Ky, Mo sl et
* Donot use alcohol, narotics or “J( | ik s Sl .

tobaeo products. | i) @2t A Quate § oy s
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Energy-giving fuodsincluding
grais such as malze, ice millt and
sorghurn and ool ane ubers such
ascausava and pataloes,

What you

5

need to know

,I" ..'lf

Body protecting, itamin A ich
frults and vegetables uch
NG, pawpa, passion
oranges, darkeareen eaves, camts,
yelkiv et potal, e purmpkin
and other ruitsand vegetables
such 15 banara, pineappl, svocada,
pialermieon, fomloe, egolant
andeablisge,

Body-buling legumes such &
bin, el peas, groundhis, and
s sueh a5 sesame,

1 Durig your preuancy, eat ties meals esch dy pls o

extra small meal o “smack” (oo tahen in between maim
4 ] oy bl e s
1 During breasteeding e three measesch day pls o e i :m ‘hmﬂm Win
sl mieets o “sacks”, g d o,
+ Ealdfferent types of localy avalable foods each gy
i ; Ol ant Fatsuch as ol e
Mo special food s required to proclce breastmik, R~
© Adnlesrent miothare need mire el mxira Fare, and mien o mprove e abrcption of some
et vitaming anc provide exira energy.

Dk plety o s,

Protect Your Health
Pregnant and

breastfeeding
women need to:

© Attond antonatal earo af eact
fourtienes during pregmancy;
begirming during e it
three month,

Dk ley o e e
wy

* ot o coffee cring
PIEGRARCY,

What supplementsdoyouneed? ¢

* Yourneed iron and folc acc iblets durng
pregrancy i fo ot st thee monchy

afteryour bay's birh,

¥ Toeion abits with mealto
intease alasurplon,

+ Awaysuselodised salt 1o prevent
aming i, e
develgprest,ind pocr hyial
arowithin the baby; and aitre n
the ket

# Tabevitamn A supplements
ot e bt o i i
wicks after debvery b engure (hat
your by receves the viarmin A
your breastml,
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Feedmoreasthebabygrows ~ Things to remember

Begintored ot menthy * Between the age of § months and Hnw to
vk 2y, achid needs 1 continge
7 Solgrue, wellmashed ood b
How otes: asifeeding, % a a
mm:m il + Fyou e notbreasteeding,food your
Tiototve ablepoortechmed byt cas 500 ) of il me 6 Months
divided throughout the day.
Fram 6 up to § months
Type of food + Avoid gving  babytea, coffee sods,
Msherd foad and othersugary o coloured itk
How often:
Twolo e imesexchdyand 102+ Limtamountofheshjuces o
s accommadite the medl. Giveyour by
How uch clean wate,
Tiio o three cablaspoons up b bk
(112 oap theach mea * by oo the by g a e, open
From 9upto 12 manths cup, Do nokuse hottls, teats, or cup with
f of food: amauthplece
thopped of mashedfood and
oo that by can pickup with s o
het fingers
How aften:
Three ttfour times dach deyand 1 to
Linicks
" Howmueh; '
At hat (1) up ech e + Continue o take your chl for qrowth manitaring and
From 12.up to 24 manths promalion mmunizations, nd to the el or wel-baby
Typeal food: checkups
Farrily oods, chopped or mashed
i necessary + During s e the aby sml,frequent meals and more
Haw oftu: N, ncuin breasml ofothe i, Encourage he

mﬁmm:mmﬂlb! o e a varity of (s o her) ouritesotfoods. After

Hewmuc: s, e e oo an or et gl or et
w0 s,
: I:\Ir:h-qu;dm(yﬂuphmfullmp N bl i e

U s, L i g, a3l b e
ol s, A ot s 710 0000 ey 194

At e oodbevesnonss g 2501 i @22 A Qe § vov sl
e
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What you need to know

! For e first6 monih,
aicluely reasfeed your
baby (o ofher milk, foods or
g, ot v s of v,

¢ Whan your haby rmsches § monlhy heoin b slsoduce e

foodsandl continue breastieeding on demand both day and
gt

* Brestmileconinges 1 bean importan partof th e undl
he by latleast 2 yeats.

¢ When feeding a baby between 8 and 12 months o avays
give treastl  first before giving ather foods,

* Ater§monthsofage, chicken o recelve vtamin A
supplements twice 2 year, Tney lso need de-warming
meslcne bvice e, begining at 12 manths. Consull our
health care provides.

When your baby firststarts to eat

i your baby one or w0 tablespoons of soft fooe three fimes
each day, Cradually increase the frequency, amount, thickness

and varity of foad.
x Toa thin f/ﬂdﬂﬁn

* Erichthe baby' poride (orgum, maize, mllet, wheat.
angfwith breastmal, amimal miks, mashed groundnuts, or oy
flowt s bestto i v o hreetypes offlours, Mase sure the
roundnuts and soy beans are wel pre-caoke,

* Your by needs mare than breastmilk ind porriae, Offera
virelyoffoods ke mashed il vegeiables, and b and

animal-source foodt
¥ Sfart anialsource faodh s ey and s oten as possble,

* Al veggetabde od can be adle (o the bay'
poridge ormashec foods.Infants only needa
ey smalameuntof ol (o more thn h [ 1]
Hspoan per i)
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Hygiene, safe preparation, and
storage of foods

* Wt your hands with clean,
fuing vater and s6ap belore
prepiing ood,and foveeecing
i by, Baby' hards hould b
vlshet o, Vash yurfans afior
changing happies of qong o the
folet,

¢ W al bows, cups, and utenl
with clean water and soap,Dry o
rock i e coveiel befre Lsing.

* Prapare fooul ina clean area and
K i o, A baby should he

Fis o e o cap and bl

* Servefond immediatel after
repssion

* Thoroughly reheat any lood that has
bieen heptfor more than an haur,

" Babls gy o o eed
thermselyes. An adult o i olfer
thid should encourage the by o
aatenough frod and ensure thatthe
fee s cean,

¢ Parentsshoul ensure tht te Baby
Hasrecefvee the food that b or she

eeds e3ch day




How to prevent common

breastfeeding difficulties

Poslton and atach your baby comecty o theaeas o prevent
engargemnt and ¢racked nipples, Breastfesding
ihauld mot urt,

¢ I you divelop cracked mipples, put some breastnil o them,
Dol ustreams o onmentsexceptwhen precribed by a
health care provide
Feed frequenly o prevent o breasty
fram becomeng swollen

I e by s  feed o ot hreats
Fevery ul,you sould express sme

ikt hegp your breasts ol

¢ You can hesg exprassed breastmil
ool place, bt notfor longer than
i toelght hiars,

W om0 both ofyaur reaits ecome |
il o¢ ok t touh, seea
hieall care provider

Check for sores anel rush i your

baby's mouth, o fnd any seea
g Cae piovie

¢ [Fyou have trouble practicing
exculvebreaitoeding, ducuss
your siturtion with 3
{raned counsely

Things to remember

Breastieesion b gl ot youd heaty

anvyour baby's health, an s alo oo
for yout milyand he bright utureof ag
Niggr '

Exclvebreasteecing during thert
f monthi prolects you frem gelfing
DGR a5 o a5 Yot o hae
o et ol a b ipaaing
consellor & 3000 as possibl afte gling
birth

When your baby i & manths old, cantinue
breditesding ind begh gling othes
food.

¢ Watchor sigrs of diarhoes fever,
difcuy in breathing o refsaltofoed
bacause these need promyp attention,

Wy e am HV- bt womam, you showid ik feee youe

by from a nipple th s cracked or bleeding Instead, feed

I the ol breast ane express and dlscard the il bom

thebreast thatis affected.

* Deting infecied or ednfected wilh HV
hil breastfeeding increases the iskof
mother-tochild transmision, Practe
safi sy ueing condoms conslstently
aind el

Toprotectyour aby, know your HIV
s,

Th bisih pbed s UNLREN
Nebuurth € LU

(g, 21

gpor e ong G o (1K
LS

e @2 AT O § o sl
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Breastfeeding
What you need to know

i very important bo pt the
baby 10 your breast within the
frst 30 minutes after bith to

simlate el prodacton.
ke sure you e your baby

e ik el il v
15 colostrum. Colostrum
prolectsyous baby from
many diegsts,

| ewtm poices alhe
food arid walet Tt your
baby reed during thefirst 6

| misniha ol e

Exduswe reatfeeding
medns qiving brestmilk anly,
and nothing el o other
milks, oo, o iauids, not
e ips of wate), eacept
for meficites prescribéd by a
doctor or .

Wbing breastmilk with
cbe ik, o, nd
Feuids bre 6 months s
it el fof yiout by, 1
reetires the amnunt of mil
thatyou produce ind ci
make your baby sick.

Il yoi e to be away ram

Yo Baly, you Can express
same breastimile for
i or b,

Help haby attach to your breast

= MﬂtmeUWMMM

Immediateyater brth, it th et

]t}mlmtu

| Good attachment helpsto e hat
|| your by scies el

| & Conefattarhrsnt bty tn

| produce lnty o reasmil.

| Condatachment heps o prevent sore

- v cracked gl

|+ Tomake sure your baby i attached
wll

i Touch baby's Bswith your nipple

+ Wt U your By s e
i e,

4 Chichly bring ot your breast
from el 2iming your nipple
wp towares the rool of the
Baby's moth

Ry |+ Babyshouldtakea big mouthfu of

breast

4 The s s of gonnd facvmen are

1 abs o cpe,

2. You can see moreof the darkes skin

(oreata) bove the baby's mouth
san v,

S 3. by ower s mes ot
|4 Baby's chim s ouching your breast

| ¢ You by sl ol ale, deep
ks while brastfed g, somelimes

o puin,
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How often should | breastfeed?

Breaotfeed your baby on
demiand, both duy and nigh,

atleat 1o 12 fimes each dly,

Freguent feecing vl Frelp your
bosy o prodce breasil,

+ Continue 1 Teed unfl yout baly
emptis the breast anel comnes o

onhisr herown, Offe heckher
breast and lel your baby decide

hie o shi ik ot o .

< Your vl kncw 1 yoar by b taing encugh breastml i he or b

she pasies lighl-colowred urine f et si Umes & iy and i
faining wesght.

Tt i oF oy o o broaifond, and pay atlantion o
your baby, Keep your by clase to you, dqandmght




APPENDIX VII

FIELD PICTURES
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APPENDIXES VIII

Definition of infant and young child feeding indicators according to
World Health Organization in 1991 and 2008

Indicator

1991 guideline

2008 guideline

Early initiation of
breastfeeding

Proportion of infants <12 months

who first suckled within one hour
of birth.

Proportion of children born in the
last 24 months who were put to
the breast within one hour of birth.

Ever breastfed

rate

Proportion of infants <12 months
who were ever breastfed.

Proportion of children born in the
last 24 months who were ever
breastfed.

Exclusive
breastfeeding

Proportion of infants <4 months

who are fed exclusively on breast
milk

Proportion of infants 0-5 months
of age who are fed exclusively
with breast milk.

Predominant
breastfeeding™®

Proportion of infants <4 months
whose main source of nourishment

1s breast milk but receive other
fluids.

Proportion of infants 0-5 months
of age who receive breast milk as
the predominant source of
nourishment but also receive other
fluids except non-human milk and
food-based fluids.

Introduction  of
complementary
foods**

Proportion of infants 6-9 months
who are receiving complementary
foods in addition to breast milk.

Proportion of infants 6-8 months
of age who receive soft, semi-
solid or solid foods.

Minimum dietary
diversity

Proportion of children 6-23
months of age who receive foods
from 4 or more food groups

Minimum meal
frequency**

Proportion of breastfed and non-
breastfed children 6-23 months of
age who receive soft, semi-solid
or solid foods but including milk
feeds for non-breastfed children)
the minimum number of times or
more.

Minimum
acceptable diet**

Proportion of children 6-23
months of age who receive a
minimum acceptable diet apart
from breast milk.

Continued Proportion of children 12-15 | Proportion of children 12-15
breastfeeding at 1 | months who are breastfed. months of age who are fed breast
year milk.

Continued Proportion of children 20-23 | Proportion of children 20-23

breastfeeding at 2

months who are breastfed.

months of age who are fed breast
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years

milk.

Bottle feeding

Proportion of infants <12 months
who are

receiving any food or drink from a
bottle.

Proportion of children 0-23
months of age who are fed with
bottle.

Consumption of
iron-rich or iron-
fortified

Foods

Proportion of children 6-23
months of age who receive an
iron-rich food or iron-fortified
food that is designed for infants
and young children, or that is
fortified in the home.

Age-appropriate Proportion of children 0-23

breastfeeding months of age who are
appropriately breastfed

Exclusive Proportion of infants up to 4

breastfeeding rate | months who are exclusively

by mothers breastfed by their natural mother
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10.

APPENDIX IX

3.
TEN STEPS TO SUCCESSFUL BREAST FEEDING

Have a written breast feeding policy that is routinely communicated to all health
care staff.

Train all health care staff in skills necessary to implement this policy.

Inform all pregnant women about the benefits and management of breast feeding.
Help mothers initiate breast feeding within half hour of birth...

Show, mothers how to breast feed andhow to maintain lactation even if they should
be separated from their infants

Give new born infants no food or drink other than breast milk unless medically
indicated.

Practice rooming-in, (bedding-in; matting-in) allow mothers and infants to remain
together 24 hours a day.

Encourage breast feeding on demand.

Give no artificial teats or pacifiers (also called dommies or soothers) to breast
feeding infants.

Foster the establishment of breast feeding support groups and refer mothers to them

on discharge from the hospital or clinic.
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