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DEFINITIONS OF TERMS

Exclusive Breastfeeding: Means that the baby takes no other food or drinks but breast

milk-not even water; with exception of prescribed vitamins,

oral rehydration solution, minerals and medicine (WHO,

2014).

Breastfeeding where mothers breastfeed their childrenPartial Breast-feeding:

sometimes but also give them some form of feed e.g.

formula milk or diluted cereals, tea, fruit juice or other

fluids (WHO, 2005).

Initiation of Breast-feeding: Refers to putting the baby on the breast and assisting it to

start sucking to get milk.

Mother-to-Mother Support Groups: These are support groups composed of mothers

(pregnant OT lactating or care givers) of different ages who

come together to support one another as well as learn more

on issues of nutrition and health care for children below 2

Pre-Lacteal Feeds:

years.

Feeds that are given to the baby before the breastfeeding is

started.
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OPERA TIONAL DEFINITIONS

Cumulative exclusive breastfeeding: Defined as breastfeeding rates reported on 24 hour

recall based interviews for all months from first month to

sixth month. In this study, the rates were determined by

analyzing proportions of infants breastfed continuously at

months I to 6.

Cross-sectional exclusive breastfeeding: Defined as breastfeeding rates based on

reported infant breastfeeding practices during the preceding

24 hours without considering infant feeding practices

during the other months. In this study, the proportion of

infants exclusively breastfed each month was determined

by 24-hour recall.

Income Generating Activity: An activity other than promotion of exclusive

breastfeeding practice introduced to ensure sustainabil ity of

MTMSGs by motivating the mothers to consistently attend

the MTMSG meetings. The activity was intended to

motivate the participants to attend the meetings regularly

because of the additional income generation benefit

accrued from the income generating activity.
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ABSTRACT
Exclusive breast-feeding (EBF) is recognized globally as the best way of ensuring child
survival, growth and development because it reduces infant morbidity, mortality and
ensures better nutrition outcomes. The major challenge has been the low rates of EBF
globally (36%) despite the gradual increase in EBF rates in recent years. Prevalence of
EBF is 32% and 18.6% in Kenya and Igembe South Sub-County the study site,
respectively. Mother-to-mother support groups (MTMSGs) is a strategy used in Kenya
and other countries to promote of EBF. There is scarcity of data on the effectiveness of
MTMSGs in promotion of EBF in Kenya. The aim of this study was to assess the
effectiveness of MTMSGs in promoting EBF in Igembe South Sub-County, Meru
County, Kenya. The study adopted a cluster randomized controlled trial design in which
the 3 health centres were randomly allocated on a 1:1:1 ratio to 3 study groups: 2
treatment groups and one control group (CG). In one treatment group (MES), the
mothers in the MTMSGs received education support whereas in the second treatment
group (MESIGA) the mothers were engaged in an income generating activity (lGAs) in
addition to receiving education support. In both groups, the mothers held 7 monthly
meetings, one pre-natally and six post-natally. The mothers in the control group received
no education support from the research team but followed the usual irregular
nutritionlhealth education at the health centre. The sample sizes for each group were:
MES 88; MESIGA 82; and the control group 79 mothers. The determination of infant
feeding practices was done on a monthly basis from months 1 to 6. Observations of infant
feeding practices were carried out on a1O% of the study sample to verify maternal self-
reported information at the interviews. Data on infant morbidity and weight
measurements was collected on a monthly basis. Six focus group discussions were held to
collect in-depth information on the rationale for maternal choices of infant feeding
methods. The study outcome was EBF prevalence at 6 months as defined by cross-
sectional data based on 24-hour recall and cumulative or continuous EBF to six months.
Data was entered using Epi-Enfo 3.5 software (CDC), cleaned using SPSS software
Version 17.0 and analysed using SAS 9.3 software. Mothers in MESIGA and MES were
two times more likely to exclusively breastfeed at 6 months compared to mothers in CG
{RR=2.42; CI(1.36-4.28); (p=0.004}and {RR=1.89; CI(1.02-3.49); (p=O.033)}
respectively using cross-sectional 24-hr recall data. There was no significant difference
between EBF rates at 6 months in MES and MESIGA. The median duration of
cumulative EBF for the CG was significantly lower at 0.68 months as compared with
MES at 2.8 months and MESIGA at 3.36 months (p=O.OOl). IGAs significantly
(p<O.OOl) improved the rates of attendance to MTMSG meetings. The predictors of EBF
were: not giving infants post-lacteal feeds (OR=O.17(O.05-0.55); (p=O.003)}, infants not
falling sick {OR=O.27(O.12-0.63); (p=O.002) and receiving breastfeeding information
from a health facility {OR=2.45(1.24-4.87); (p=O.OlO)}. The major barriers to EBF were:
pressure from partners/relatives, cultural infant feeding practices such as giving of pre-
and post-lacteal feeds, heavy maternal workload, and maternal separation from infants for
long periods. The study findings show that MTMSGs, a community-based intervention is
an effective strategy in promoting EBF and should therefore be strengthened in the
promotion of EBF programmes by Ministry of Health (Kenya) and its partners.
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CHAPTER ONE: INTRODUCTIO

1.1 Background of the study

Breastfeeding is the single most effective intervention for growth, health, development

and survival of infants. Exclusive breastfeeding (EBF) provides iufants with optimal

uutrition requirements. Furthermore, EBF protects infants against respiratory diseases,

gastrointestinal problems such as diarrhoea, allergies, asthma and other chronic diseases

such as obesity and HIV infection (UNICEF, 2013). Exclusive breastfeeding intervention

alone can help in reducing under-five child mortality by up to 13%. Early initiation to

breastfeeding within one hour of birth, which is a critical indicator of EBF, saves 22% of

infants from neonatal deaths. Combined with EBF, they would reduce neonatal mortality

by 35% (Lauer, 2005; WHO, 2014).

Recent evaluation of Millennium Development Goals (MDGs) highlighted that timely

initiation of breastfeeding within the first 30 minutes of birth and EBF for the first six

months of life as the two most effective ways of achieving MDG-4. The fourth

Millennium Development Goal (MDG4) aims at improving the lives of children across

the world. Specifically, it targets reduction of mortality rate by two thirds for children

below five years between 1990 and 2015 (United Nations, 2011). WHO recommends

initiation ofbreastfeeding within the first one hour of infant's birth (WHO, 2014).

Globally the rates ofEBF have been increasing over the last few years to the current 36%

according to the Status of the World Children Report (UNICEF, 2014b). Currently,

according to the UNICEF Progress Report on the breastfeeding status of children, 38% of
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the world's newborns are exclusively breastfed for six months. This is a 20% global

increase from 1995 to 2011 (UNICEF, 2014a). Exclusive breastfeeding rates in

developing countries increased by an impressive nearly 100% during the same period

from 22% to 41% according to UNICEF analysis of Demographic Health Survey (DHS)

and Multi Indicator Cluster Survey (MICS) reports (UNICEF, 2012).

Kenya is among the countries with the lowest EBF rates in Sub-Saharan Africa. The

most recent national survey in Kenya indicated an EBF rate of 32% which is lower than

the world average rate of 38% and that of Sub-Saharan Africa (36%) (UNICEF, 2014b).

Nevertheless, this has been a great improvement following a widespread campaign by the

Kenyan Government and WHO to promote breastfeeding. This led to an increase from

13% to 32% between 2003 and 2007 (Kenya National Bureau of Statistics & rCF Marco,

2010). Exclusive breastfeeding provides protection to the infants against illnesses and

death (Kramer & Kakuma, 2004). Exclusive breastfeeding is one of the cardinal

components of the Baby Friendly Hospital Initiative (Bf'Hl) aimed at protecting,

promoting and supporting breastfeeding for optimal maternal and child health globally.

Several studies show that there are a number of short-term and long-term nutrition,

health, economic and social benefits associated with breastfeeding. Children who have

been breastfed exclusively have less risk of obesity than those who are not (Singhal,

2006). Besides, Kramer (2009) demonstrated that there is a direct relationship between

obesity, overweight and chronic illnesses and the duration of EBF. Other health benefits

of EBF include; low incidences of respiratory diseases, higher cognitive ability and less
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diarrhoea cases in children. In a study to promote breastfeedingin Belarus by Kramer and

others, showed that children who were exclusively breastfed for between three to six

months of life were found to have fewer episodes of diarrhoea, respiratory tract infections

and atopic eczema in their first 12 months oflife than those who were not (Kramer et aI.,

2001).

Exclusive breastfeeding offers some health benefits to the mother too. Women who

exclusively breastfeed have delayed onset of menstrual periods hence better child

spacing. In addition, they are at less risk of breast and ovarian cancer and many

experience better self-confidence and bonding with their children (Brown, 20 11). Also,

exclusive breastfeeding helps in reducing maternal postpartum haemorrhage which is a

common cause of matemal deaths (LINKAGES, 2003; Bhandari et al., 2003). Benefits of

EBF to the family include: less economic stress, low birth rates and overall better

nutrition status for all members. A direct economic gain is less cost in feeding of the

infants as artificial milk is expensive to most mothers especially in third world countries

. where there are no government subsidies (Dyson, McCormick &Renfrew 2005). In a

study carried out in USA to evaluate the benefits of optimal breastfeeding, it was

demonstrated that medical expenditure was less by 20% for fully breastfed children than

those who were not (Hoey &Ware, 1997). Similarly, the Department of Agriculture's

Economic Research Services estimates that at least $3.1 billion could be saved if the

infants were optimally breastfed (Weimer, 2001).
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Despite these numerous benefits, the rates of exclusive breast-feeding are very low in

most communities. In Gambia for instance, a study carried out by Semega-Janneh (200 I)

found out that there was widespread delay in initiation of breastfeeding, use of pre-

lacteals and promotion of bottle feeding. In Kenya, some mothers have reported that

breast milk is insufficient to satisfy their infants, while others claim it does not have

enough nutrients to meet their nutrition demands hence the infant should learn to feed on

other foods (Ochola et al., 2012). This situation is brought by lack of knowledge on

optimal breastfeeding which is a major barrier to exclusive breastfeeding (Cherop et a\.,

2009). Lack of knowledge on benefits of exclusive breastfeeding, inadequacy of breast

milk to the infant, heavy maternal workload and maternal health have been reported as

some other reasons for low breastfeeding rates (Ochola et aI., 2012).

Different approaches have been used in promotion of EBF. Mother-to-Mother Support

Groups (MTMSGs) is one of the community-based approaches to improving optimal

breastfeeding rates. Community-based approaches are cited as the 10tll step of Baby

. Friendly Hospital Initiative-(BFHI) which has been widely promoted across the world

(WHOIUNICEF, 2009a). MTMSGs like other community-based interventions, improve

the rates of EBF by increasing the length of maternal support before delivery and after

delivery. MTMSGs are composed of pregnant, lactating mothers as well as care-givers

who come together to support one another as well as learn more on infant and young

child feeding practices. Grandmothers and partners are also encouraged to participate in

the meetings. Usually a professional facilitator or one member of the group is trained to

facilitate group activities. All group members interact at both group and individual levels
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as they discuss their problems in a participatory manner in a peer group approach.

Members of the group share their experiences, doubts, difficulties, popular beliefs, myths

as well as information on optimal breastfeeding usually in an atmosphere of trust and

respect among the members (LINKAGES, 2004).

In Kenya, there is paucity of information on the role breastfeeding MTMSGs in

improving infant and young child feeding despite the fact that the Ministry of Health

(MOH) and UNICEF are promoting their use (Child, 2011). The MOH and many non-

Governmental Organizations are implementing breastfeeding MTMSGs with support

from UNICEF in several places in Kenya. However, no scientific study, to the knowledge

of the researcher has investigated the effectiveness of the MTMSGs in promoting

exclusive breastfeeding in Kenya.

1.2 Statement of the problem

Baby Friendly Hospital Initiative is initially successful in improving the rates of

exclusive breastfeeding at hospital level for those who deliver in health facilities.

However, only 39% of the health facilities in Kenya have 'ever been certified as baby-

friendly' (Labbok, 2012). According to Kenya Health Demographic Survey of 2008-9,

only 43% of the Kenyan women deliver in health facilities (Kenya National Bureau of

Statistics & ICF Marco, 2010). Therefore, the majority of women in Kenya do not benefit

from the services provided by these health facilities. Even for those who benefit, drop

outs from exclusive breastfeeding is high. In any case, BFHI has been demonstrated not

to promote or support exclusive breastfeeding beyond the hospital set-up (Ochola et aI.,
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2012). Community-based strategies are interventions that target- promotion of

breastfeeding at community level by improving maternal support before and after

delivery.

Community-based strategies by peer-counselling have demonstrated that the frequency of

the counselling sessions received from trained breastfeeding counsellor significantly

influences the length of exclusive breastfeeding. In Kenya, a study in an informal

settlement in Nairobi demonstrated the positive impact of using trained peer counsellors

to promote EBF (Ochola et at, 2012). In a study in Ghana, the intervention group with the

longest period of EBF maternal support pre-, peri- and post-natally was found to have

the highest rate of EBF at 6 months (90.4%) followed by the intervention group who

received EBF maternal support pre- and peri-natally only (74.4%) (Aidam, 2005).

The goal of the community-based approaches is to increase the length of infant breast-

feeding support the mother gets before and after delivery. In spite of the fact that there

are several MTMSGs in Kenya; no studies have been conducted to test their impact on

EBF in the country. However, some studies have shown the effectiveness of similar

community groups in improving the rates of exclusive breast-feeding (Muruka & Ekisa,

2013; Dearden, 2002; LINKAGES, 2004. In Ghana, the intervention communities

recorded a significant improvement in exclusive breast-feeding rates from 68% to 79% in

intervention areas; but the study did not have a control group (LINKAGES, 2004). These

community-based interventions however did not follow the MTMSG approach. In a case

study of MTMSGs conducted by Muruka and Ekisa (2013) on impact of mother-to-

mother support groups (MTMSGs) on maternal, infant and child nutrition (MIYCN) in
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Wajir and Habaswein districts in Kenya, exclusive breastfeeding rate .improved from

21.1% to 53.7% while initiation to breastfeed.ing within one hour improved from 45.3%

to 67.3% after one year intervention period. The study, unlike the current one, used

multiple approaches to improve EBF including IGAs, hygiene and sanitation activities as

well as mass breastfeeding campaigns in the study area. Furthermore, the design of this

study neither had a control group nor was it randomized.

One of the major challenges identified in M,TMSGs is the sustainability of such groups.

Therefore, it has been suggested that there may be need to introduce an activity or

activities other than promotion of appropriate infant young child nutrition (IYCN)

practices to motivate women to consistently attend the meetings (Cotrell, 2012). In the

study area (Igembe South Sub-County) there were no breastfeeding MTMSGs as

evidenced by a preliminary study to the area by the researcher in 2011. The rate of

exclusive breastfeeding in the study area was 18.6% (Kenya National Bureau of

Statistics, 2009) which was much lower than the national average of 32% (Kenya

National Bureau of Statistics and ICF Marco, 2010). There was need therefore, to

introduce and investigate the impact of MTMSGs (with and without IGA) in improving

the practice of EBF in the study area.

1.3 Purpose of the study

The purpose of the study was to assess the effectiveness of community-based Mother-to-

Mother Support Groups (MTMSGs) with and without income generating activity in

promoting exclusive breastfeeding in Igembe South Sub-County in Meru County, Kenya.
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1.4 Specific objectives

I. To determine the effectiveness of MTMSGs (with IGAs and without IGAs

component) on the prevalence and duration of EBF among mothers of infants aged 0-6

months in Igembe South Sub-County, Meru County.

2. To evaluate the effectiveness of income generating activities in increasing the

attendance of MTMSG meetings by MTMSG members in Igembe South Sub-County,

Meru County.

3. To establish the effectiveness of MTMSGs (with IGAs and without JGAs

component) on nutrition outcomes (weight gain) of infants aged 0-6 months whose

mothers are members of these groups Igembe South Sub-County, Meru County.

4. To identify the barriers to exclusive breastfeeding in Igembe South Sub-County,

Meru County.

1.5 Study hypotheses

Hol: There is no significant difference in the prevalence of exclusive breastfeeding

among mothers in MTMSGs with a IGAs component and those in MfMSGs without

IGAs.

Ho2: There is no significant difference in attendance of meetings between mothers in

MTMSGs with IGAs and those without IGAs.

Ho3: There is no significant difference between nutrition outcomes of infants aged <6

months in MTMSGs with IGAs and those without IGAs.
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1.6 Significance of the study

The study provides information that may be useful to the Ministry of Health and NGOs

on the implementation of MTMSGs for the support and promotion of breastfeeding

practices. The results of this study will also contnbute to the ongoing research efforts on

the promotion of EBF.

1.7 Delimitation of the study

Only mothers attending ante-natal clinics CANCs) in three health facilities participated in

the study hence the results of the study can only be generalized to mothers attending

ANCs in similar circumstances as those in the study site.

1.8 Limitations of the study

The findings may be different for those mothers who do not attend ANC clinic since such

mothers are likely to hear the messages on EBF less frequently and may also be under

more cultural influence from relatives and friends.
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1.9 Conceptual framework

Figure L 1 shows the conceptual framework for this study adapted from Lutter, 1997.

Exclusive Breastfeeding Practices
(Initiation, prevalence and length of exclusive breastfeeding)

/
I' Opportunities to act on theseMaternal choices for infant

young child feeding e.g. choices e.g. employment,

exclusive breastfeeding or family support

mixed feeding,
./ -,

••• •
Exclusive breastfeeding information and support from mother-to-mother

support groups.

i
"Physical and emotional support during pregnancy, childbirth and postpartum

Maternal health and nutrition status
Infant's health and nutrition status

Educational background of the mother

-,
t

"Familial, medical, cultural, norms
Demographic and socio-economic background

Commercial pressures from promotions and advertisements
National and international policies and norms which have not been

successfully implemented
../

Figure 1.1: Conceptual framework of EBF and complementary feeding practices
Source: Adaptedfrom Lutter, 1997)

This study was based on the conceptual framework adopted from Lutter (1997). In the

framework, factors affecting the mother's breastfeeding options are stipulated. Exclusive

breastfeeding may be influenced by maternal choices to infant feeding, information

received 011 infant feeding, education; maternal support, infant nutrition status, cultural



11

and familial norms. This study therefore sought to investigate the effectiveness of

MTMSGs on promotion of exclusive breastfeeding in the study area. Maternal choice of

infant feeding is influenced by her knowledge as well as her occupation status. The

educational level of the mother and the economic status of the mother also determine the

kind of information available to the mother and hence ability to make informed decisions

on whether to exclusively breastfeed or not. Equally, the quality of family and peer

support or counselling the mother gets before and after delivery greatly influences the

mother choice to exclusively breastfeed.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Importance of breastfeeding to the infant

World Health Organisation (WHO) and Unit d Nations Children Fund (UNICI~F)

recommend that children be breastfed exclusively until they reach the age of six months

(w110IUNICEF, 2013). It is recommended that at the age of six months the child should

be given appropriate complementary foods accompanied by continuation or breastfeerling

up to 24 months and beyond. This stand by the two major United Nations organs is

supported by a detailed body of evidence whi.ch has been derived from extensive research

studies by various institutions, governments and individuals (WHOfUNTCEfo,200%).

Exclusive breastfeeding for the first six months and introduction of complementary foods

with continued breastfeeding up to two years is recognised globally a the best way of

ensuring child survival. This preventive intervention alone can help reduce child

mortality rate by up to 13% (Jones et aI., 2003) hence greatly contributing to the

Millennium Development Goal 4 (MDG4). Improvement of breastfeeding is one of the

major infant young child feeding (IYCF) strategies that greatly help in achieving this goal

given that over 60% of child deaths are attributable to poor infant and young child

feeding practices (Lomazzi et aI., 2014).

The Human Development Index (HDI) is a composite measure of life expectancy, adult

literacy education and standard of living indicators. Countries with high I lOl have lower

rates of infant young child mortality rate (UNDP, 2013). Therefore, breastfeeding

increase' the overall human development in different aspects. It's tlie most important
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indicator of child care practice because of its impact on child survival, morbidity and

nutritional outcomes (UNICEF, 2010). Even with these known benefits ofbreastfeeding,

many more women continue to start complementary feeding as early as the first month of

the infant's life (Ochola et al., 2012).

2.2 Prevalence of exclusive breastfeeding

Globally, exclusive breastfeeding rates are extremely low. Nonetheless, there has been a

modest improvement from 34% to 43% in global exclusive breastfeeding between 1995

and 2011(UNICEF, 2013). In the developing world, only 25% of the babies are

exclusively breastfed up to six months hence exposing them to high risks of infections

and mortality (Hall, 2011) (Figure 2.1) .

• Around 19 5 • Around 2011

Figure 2.1: Regional exclusive breastfeeding rates (%)
**Excluding China due to lack of data
Source: UNICEF global databases 20ll,/rom MICS, DHS and other national surveys.
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III Sub-Saharan countries, the increase in exclusive breasrfceding rate was nearly 100%

within the same period pushing the rate from 22% to 41 % (UNICEF, 2013). Currently,

sub-Saharan Africa has exclusive breastfeeding rate of 36% which is slightly lower than

the global figure or 38%. These rates are still far below the 90% recommended by WHO

(WHO/UNiCEF, 2009b) as well as lower than 80% target for 2017 set by the MOR in

Kenya (Republic or Kenya, 20 l2). This notwithstanding, exclusive breasrfeeding rate in

Kenya has improved from 13% in 2003 to 32% in 2009 (Kenya National Bureau of

Statistics & ICF Marco, 2010). Eastern and Southern Africa have a higher (52%) EBF

Iate .ompared to rest or the global rates. In East and Central Africa, the rates are slightly

higher (47%) but Kenya is among the countries with the lowest national rare (32%) in the

region (UNICEF, 2014b) Cfable 2.1).



Table 2.1: Global exclusive breastfeeding rates

----.- .-
Countries or regions

World Sub- East and
Indicators (%) Saharan Southern Kenya Tanzania Uganda Burundi Rwanda ORe Ethiopia

Africa Africa

Early Initiation to 43 45 60 58 49 53 74 71 43 52
Breastfeeding

EBF for <6 months 38 36 52 32 50 63 69 85 37 52

Breastfeeding at Age 2 58 50 6] 54 51 46 79 84 53 82
years

Source: UNICEF,2014b
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2.3 Health benefits of exclusive breastfeeding

Infants who are exclusively breastfed for six months have far more health and nutrition

advantages than those exclnsively brea=tfed for 3-4 months (WHO, 20] I). Exclusive

breastfeeding is the best way t·) reduce· icidences of diarrhoeal diseases among infants

aged less than six months. Several studies have shewn thai exclusi vely breastfed babies

have lower incidences of diarrhoea than non-exclusively led infants (UNKAGES, 200\

Bhandari et al., 2003). In a study carried out ill Dhaka, Bangladesh to investigate the

association between neonatal morta it)' risks arising from acute resp iratory infections

(ART) and diarrhea in exclusively breastfed and non-exclusively breastfed infants

indicates this clearly. Compared with exclusively breastfed infants, non-exclusively

breastfed or partially breastfed infants had a 2.40 and 3.04-fold high risk of infant death

from ART and diarrhoea respectively at six months (Arifcen et aI., 200 I).

Exclusive breastfeeding has been shown to protect infants from many immune related

diseases. Several studies and meta-analysis of morbidity among exclusive breasrfed

babies and non-exclusive breast fed babies showed that the latter has higher rates of

bronchial asthma, type 1 diabetes mellitu .'. allergic rhinitis, colitis and atopic dermatitis

(Benn et al., 2004 &KJement et al., 2004). This may be explained by tJ e presence of

immunological factors in human breast milk (Figure 2.2).
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16 15.13 14.4
14

"1 10.53 • Exclusive
breastfeeding

10
Predominant

8 breastfeeding
6 4.6

3.043.65 Partial
4

~.4 l.fii48 2.07 2.8 breastfeeding
2.28 1.1

11.26 11.42 1 1 1 • Not

0 breastfeeding

Diarrhoea Pneumonia Pneumonia All cause
mortality mortality in idencc mortality

Figure 2.2: Relative risk of not breastfeeding for infections and mortality compared to
EBF from 0-5 months. Source: WHO, 2014

Furthermore, breast milk promotes growth of beneficial microflora (bifidobacteria and

lactobacillus) in human gastro-intestinal system due to presence of oligo saccharides in

the milk which reduces growth of harmful bacteria in the infant's gut (GronLund et al.,

2007). Exclusively breastfed babies have been shown to have greater growth rates from

6-12 months when compared to non-exclusively breastfed babies (Kramer et al., 2003 &

Gunnarsdottir, et al., 2010). Predominant breastfeeding has been shown to reduce the

rates of gastro-intestinal infections in infants 0-6 month old (18%) compared to non-

predominantly breastfed (partially breastfed) infants combined with those who are

formula fed (33%) (Monterrosa, 2008). Infants who have been exclusively breastfed for

longer duration have greater mental (motor) development than those who have been

exclusively breastfed for shorter periods (Dewey et al., 2001).

Besides, exclusive breastfeeding for six months protects infants from risk of maternal

transmission of HIV. In three large studies done separately in Africa, the risk of infection
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was reduced by 3-4 times as compared to mixed reeding (Coovadia et al., 1007; Becquet

et at, 2005; iliff et al., 2005). Shortening the duration of breastfeeding reduces the

cumulative risk of HIV transmission, but this cannot overcome the benefits of reduced

mortality, morbidity and malnutritio associated with cessation of exclusive

breastfeeding before six months (WHO, 2008)

On-the other hand, exclusive breastfeeding is beneficial to the mother. Mothers who

exclusively breastfeed are less likely to resume their menstrual periods before six months

due to lactation amenorrhea. This allows them to have better child spacing; less risk of

breast and ovarian cancer and many experience better self-confidence and bonding with

their children (Brown, 2011). In addition, EBF helps in reducing postpauurn hemorrhage

which is a common cause of maternal deaths (LNKAGES, 2uOJ~ Bhandari et al., 20(3)

and postpartum depression (Chung et al., 2007). Maternal weight reduction has also been

shown to be higher in mothers who exclusively breastfeed than for mothers who practice

mixed feeding (Dewey et at. 200l).

Furthermore, exclusive breastfeeding is pot only beneficial to theinfant and the mother

but also to the other family members. Benefits of exclusive breastfeeding to the family

, includes: less economic stress, low birth rates and overall better nutrition statns for all
t

members. According to a study carried out in the USA to compare the benefits of optimal

breastfeeding, medical expenditure was less by 20(10 for fully breasrfed children than

those who were not (Hoey & Ware, 19(7). Similarly, the Departrueut of Agriculture's
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Economic Research Services estimates that at least $3.! billion COil d be saved if infants

were optimally breastfed (Weimer, 2001) (Figure 2.3).

Benefits of breastfeeding
12~mTHE BABY] I!Ilmproved .growth and nutrttlon status

Less likely to die Increased bonding

t e ss diarrhoea and
re splret orv infections ---- \.~JW\.
Less ee r lnfections /'1 't ( '\

GI disor de rs, skin conditions. r:~r.~~'
andSms ~~!

I FOf? THE MOTHEf?; ~- -- -)

lower riS.ll ot chronic
diie.j'fsi:!~ tdilib~te,;, he~rt
dlsee se, a sthrna, sorne
1A'I nee r s)

~l()t..vcr r i k Of
{),Jerwt:i~ht/obes.itv

Improved ccgnitlve
and mot or
rlc:lj~I,:,pn H:: 11~

Mother less likely to become
pregnant in early months.

!li!f".;J)ter TlliJt.:rtl.Ji t ecoverv
<ilnd weight lus~ rw~i pdrtlHli

Lower risk of maternal cancer s
(ovarian and breast cancer )

1dle~s post"p.f.IrtllrYl depression

Figure 2.3: Summary of the benefits ofbreastti ediug.
Source: WHO/UNICEF Integrated 1ye'};: 2008.

2.4 Benefits of early initiation of breastfeeding

Breastfeeding should be started within one hour of birth (Wf 10, 20 t 4). Exceptions to this

case are women who are T:UV/AIDS positive who do 11,-)( wish 10 breastfeed (Muchina,

2010). However, the time between birth a d initiation of breastfeeding is also influenced

by type of birth. Time to initiate breastfexling can vary between mothers who undergo

t

vaginal to those of caesarean deliveries (Boccolini et al., 20(8). In Kenya, an urban study

on patterns and determinants of breastfeeding in Nairobi, found that only 37% of the

babies were initiated to breastfeeding within the first one hour of birth :£1·001 a sample of
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4299 infants (Kimani-Murage et al., 20] I). Early initiauon increases chances of

breastfeeding success and generally lengthens the duration of breastfeeding (Ochola et

al.,20 2 and Mullany et al., 2008).

In a study carried out in Nepal to determine neonatal mortality risks associated with

timely initiation of breastfeeding showed that delayed initiation to breastfeeding

increased the risk of infant death. Compared to the infants initiated to breasrfeeding

within one hour of birth, those who we .; initiated after day I, 2 and 3 after birth had

mortality risk of 2.80, 4.08, and 4.J9 times higher respectively. Late initiators to

breastfeeding (2:24 hours) were 1.74 (at 95%, confidence. interval (Cl) "--1.39, 2.l9) more

likely to die during infanthood than those started early «.24 jlOlIIS). The s. me sind)' in

Nepal, demonstrated that about 19% and 17% of infant deaths could be avoided by

initiation of breastfeeding within one hour and Jay one a flel delivery in that order

(Mullany et al., 2008)_

2.5 Exclusive breastfeeding and nutrition status of infnuts

Acute malnutrition in children is a global public health issue especially in developing

countries and may lead to serio us health and socio-economic consequences to indrvidnals

and communities. Globally, using the WHO standards, it is estin ated that there are about

3 million infants under six months of age who are severely malnourished and an

additional 2.5 million who are moderar-Iy malnourished (Manary & Sandige, 2008;

Victora et al., 2008). Under-nutrition is said to be associated with aboul J5% of the more

than 10 million deaths annually among children under ,Jge or five years in the developing
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countries. It is one of the direct factors of mortality aud lack of optimal development and

performance from surviving children (Quin, 2005)

There have been a lot of efforts in identification and treatment of malnourished children

from 6 months to less than 5years old as well as community-based strategies to address

the problem. However, malnutrition among the infa Its (infants less than 6 months of age)

has been often neglected by both researchers and policy makers (Schulz, Altman

&Moher, 2010). Therefore there is paucity of data and information on the prevalence of

acute malnutrition among infants less than 6 months 01" age. Underweight i detinet! as

weight-for-age indicator expressed as standard deviation (z-scores) from the -nean of

intemational reference population according to WHO standards. Any child with a z-score

from -2.0 to -3.0 is classified as moderately underweight vlule those with z-sc rres below

-3.0 are classified as severely underweight. Infants with z-score of b tween -2.0 and 2.0

are classified as well nourished and those with z-score 01" 2 and above as over-weight

(WHO/ UNlCEF, 2009c).

Studies have shown that exclu ively breast-fed in lauts gain weight rapidly fW1I1 first to

third month and then the rate of weight gain slows down at the nth and sixth moi ths

(Ochola, 2008~ Hautvast et al., 2000). In the study by !!aotvil$t et al. (2000) the ate' of

underweight remained constant from 1 to 3 months (190/..) and th n suddenly dropped and

continued to decline up to 6 months (2W'lo). This trend of weight does not negatively

affect the infant's growth and developmeu, in later years as observed by (Skugarevsky et

, al., 2014).



A recent review of studies involving effects of exclusive breastfeeding up to six months

by the WHO found no clearly demonstrated adverse effects in later stages of

development (Horta & Victora, 2013),. A review of literature on nutrition status of

exclusively breastfed infants shows that there is direct effect of:EBF CHI weight gain. In a

study by Hunsberger et al. ( 2013) which showed that EBF has protective effect against

overweight at 4-5 months with increased protection 'at 6 months. While another study

found that protective effect against overweight was only significaur at 5 months

(Gunnarsdottir, Schack-Nielsen & Thorsdottir, 2010).

Additionally, Kramer and Kakuma (2007 found that there is no significant relationship

between EBF and body mass index (BMf) or any other form of a.hposity in children at

6.5 years as a result of exclusive breastfeeding. However, in a cross-sectional study

carried out i~ Nairobi, Kenya by Muchiua and Waithaka (2010), discontinnauon of EBP

before six months was found to be significantly related with underweight PS.OS (odds

ratio 4.5).

2.6 Factors influencing exclusive brcastfeeding rates

Exclusive breastfeeding rate in Kenya bas improved from 13% in 2003 to 32% in 2009

(Kenya National Bureau of Statistics & TCF Marco, 20 I0). Ilowev r, Kenya still has the

lowest levels of EBF (32%) compared to Tanzania (50%) and the entire East Africa

region which has an overall prevalence of 47% (UN1CI:~F, 20! I). Worse still, this rate is

short of 90% set by UNICEF and 74% set by MOH (Keuya). Nearly l.WO thirds of
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Kenyan babies do not receive optima] EBF, This is despite various efforts by the

government to improve infant young child feeding through introduction ofInfant Young

Child Feeding Guidelines, Breast Milk Substitute Law of Kenya [Hid implementation of

the Baby Friendly Hospital Initiative in Kenyan ho spitals The various factors affecting

EBF are discussed in the following sub-sections:
,

l

2.6.1 Maternal knowledge on exclusive brcastfeeding

Various studies have found out that mother's knowledge Oil breastfeeding positively

influences her infant feeding practices related to exclusive breastfeeding (Mauricio et a1.,

2008; Shirima et al., 2001; Damstra, 2012; Barria, Santander, & Victoriano, 2008;

Mututho, 20l3). However, some other studies (Ertern, Vorto, & Leventhal, 2001 .Velpuri,

2004; Kimwele, 20]4; Ochola, 2008) did not find any association, Unfortunately, it has

been established that most mothers do not have adequate knowledge on optimum

breastfeeding (Subedi et al., 2012), A study in Kenya (Ochola, 200S) report d that

maternal knowledge about breastfeeding, culture of infant young child leedn g as well as

work and other family responsibilities affected rates 01' exclusive breastfeeding but no

association was found to exist between maternal knowledge and duration of excl,sj~e

breastfeeding.

2.6.2 Maternal attitudes

Several studies have found that breastfeeding practices are influenced by maternal

attitude (Chezem, Friesen, & Boettcher, 2003; Dennis, )002; I !,liclel', Ashworth & Huttly,

2000; Holbrook, White & Wojcicki, 2013; Sikorski, 20lJ3). MI)lhC1S who 11<1\10 breastted

previous infants are more likely to breastfeed. In a (;uitOlt study or Latina mothers by
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Holbrooke White and WOJcicki, (2013), previously breastfeediug an infant was

associated with breastfeeding initiation (OR 8.29 [95% Cl J .00, 68.40] p = 0.05) and

continuous exclusive breastfeeding up to 6 months (OR 18.34 [95%. Cf 2.(H, 167.24] P =

0.01). Other studies have found that mothers who decide to exclusively breastfeed their

infants sometime before delivery are more likely to practise exclusive breastfeeding

(Chezem, Friesen, & Boettcher, 2003; Dennis, 2002 ).
r

Early initiation to breastfeeding (within first hour of birth) has been associated with

exclusive breastfeeding as found earlier by Haider and others (Haider, Ashworth

&Huttly, 2000). It has also been reported that mothers who initiated their infants to

breastfeeding within the first one hour of birth are more likely to exclusively breastfeed

than those who did so later. There has been a lot of emphasis on the role played by the

health officials on the success of breastfeeding (Sikorski, 2003). Health care staff usually

makes the first contact with mothers when they get pregnant during the ANC clinics.

However, the health professionals have beeu shown to have insufficient skills to provide

breastfeeding support to nursing mothers to change their attitudes (Whelan, 20 I0).

2.6.3 Cultural and religious practices

Scientific evidence demonstrates an association between cultural practices and the

practice of exclusive breastfeeding (Hizel et al., 2006; Kakute et at, 2005; Lipika, 2009;

Ochola et al., 2012). A study carried out in Turkey found that 23.4~~) of the mothers'

believed that babies should start breastfceding at least after three prayer sessions (12

hours). The aforementioned authors, also reported that 10'% of the uothers believed in

discarding colostrum because it was watery or unclean (.-l.izel .:.1 al., !006). Elsewhere,
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family support has been shown to have a significant positive relationship with quality and

length of exclusive breastfeeding. Mothers who hr d better family support e. elusively

breastfed for longer duration (Lipika, 2009).

In Kenya, the perception of insufficient breast milk has been cited by mothers as one of

the reasons for discontinuing exclusive breastfeeding. Excessive family and community

pressure to start complementary feeding, competing household demands for maternal

, time as well as mothers being away from infants for long hours are some of the reasons
l

cited by mothers for discontinuation of EBF (Ochola et al., 2012). Similarly, Kakute and

others (2005) in another study in Camero all, reported that mothers cited cultural pressure

from relatives and friends to tart mixed feeding; the cultural belief th: t breast milk is

inadequate food to increase the weight of an infant. The role of culture was further

demonstrated by Mututho (2013) in a stUGYconducted at Molo, Kenya. She reported that

traditional birth attendants who perform d majority of the deliveries in the rural areas

believed that a mother should not breastfeed for six months without oth r feeds and that it

is a taboo to express human milk. Cessation to breastfeeding has also been related to

mothers' ethnicity (Kimani-Murage et al., 20 11). However, II.'S study did not CatTYout a

qualitative analysis of the various cultural factors affecting breastfeeding since it was a

quantitative study.

2.6.4 Infants' characteristics

Infant's age has .also been shown to influence exclusive breastfce.ling (Desalegn et al.,

2012; Seidu, 2007; Wciqi, 2010). In a study on the lactors influencir g breastfeeding

patterns in China, it was found that at four months 75.'1% of the mothers were still
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breastfeeding. Only 6.2% of the infants who were being breastfed were being

exclusively breastfed and this rate feU to 2.2% by 6rnonths (Weiqi, 20 I0). As the infant

grows older the~e is less likelihood of association with exclusive breastfeeding practices

(Kristiansen et al., 2010; Ochola, 2008). In a study carried out in Norway, exclusive

breastfeeding at 5.5 months was fOWId to be positively associated with maternal age but it

was not positive at 6 months (Kristiansen et al., 2010).

2.6.5 Mothers' socio-economic status

A review of several studies has shown that mother's marital status, education,

, employment and family economic background affects exclusive breastfeeding outcomes
l

(Kristiansen et al., 2010; Mauricio et at, 2008; Ochola et aI., 2012; Weiqi, 2010;

Wuthrich-Reggio, 2007). In a related study in Chile (Mauricio et al., 2008), single

maternalmarital status has been positively associated (OR: 2.49) with withdrawal from

EBF. Maternal education beyond eight years of schooling was also found to have a

significant effect on length of exclusive br astfeeding (Mauricio et al., 2008). Tn a related

study by Wuthrich-Reggio in Utah USA, breastfeeding support effect 011 breastfeeding

was found to be significantly different across different age groups of the breasrfeediug

mothers (Wuthrich-Reggio, 2007).

2.7 Interventions to promote exclusive breastfeeding

2.7.1 Baby friendly hospital initiative (BFHI)

The Baby Friendly Hospital Initiative is a global effort spearheaded by UNlCEF and

WHO (WHOfUNICEF, 2009a) to improve the role of m: ternity services to enable
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mothers to exclusively breastfeed babies for the first six months after birth and thereafter

continue breastfeeding for 2 years after they introduce complementary foods. The goal of

BFHI is improving the care of newborns, mothers, and pregnant women at health

facilities that provide health and mate Lllty Ser\1CeS for promoting, supporting, and

protecting breastfeeding (Pilloton, 2012).

World governments and organizations also need to adhere to the International Code of

Marketing of Breast Milk Substitutes to strengthen breastfeeding regulation (DiGiralamo

et al., 2001). They need to educate all the hospital staff on promotion and support for

breastfeeding, inform all pregnant women about ihe benefits and management of
l

breastfeeding, supporting early initiation of breastfeeding within the first hour, show

mothers how to breastfeed and how to maintain lactation even if they should be separated

from their infants. The ten steps of BFHJ (Fii:,'11rC2A) have been shown to increase the

rate ofbreastfeeding. Termination to EBF has been shown to be 8 times more for mothers

who do not experience equally similar services to BFHI (Difliralamo et al., 2008)
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Ten steps to successful breastfeeding

Ten steps to successful breastfeeding
• Have a written breastfeeding policy that is routinely communicated to all heatth care

staff.
• Train all health care staff in skzl!« nece .•.•sury to implement this policy.
• Inform all pregnant women about the benefits find management of breastfeeding.
• Help mothers initiate breastfeedlng within a half hour of birth.
• Show mothers how to breastfeed, and how to maintain lactation even if/hey should

be separated from their infants.
• Give newborn infants 110 food and drink other than breast-milk, unless medically

indicated.
• Practise rooming-in by allowing mothers and infants to remain together 24 hours a

day.
• Encourage breastfeedlng on demand.
• Give no artificial teats or pacifiers (a/so called dummies Of soothers) to

breastfeeding infants.
• Foster the establishment of breastfeedlng .upport groups and refer mothers to them

on discharge from the hospital or clinic.

Figure 2.4: Ten steps to successful breastfeeding.
, Source: Baby Friendly Hospital Initiative-Bl-Hl (Wf!OIUNfCHF, 20090).

Several studies have shown the effectiveness of hospital-based interventions vhether they

are singly implemented or as part of the Baby Friendly Hospital Initiative-Bl-Hl CKr mer,

2001; Philip, 2001; Merten et al., 2005; Taveras et al., 2004). III a national survey in

. Switzerland on effectiveness of BFHI at national level carried out by Merten and others;

the rates of exclusive breastfeeding were round to be greater (42%) 10 BFHI implem nled

hospitals than in those hospitals not implementing BFHl (34%) (Merten, Dratva

&Ackerrnann-Liebrich, 2005). Mothers usually iudentify themselves with the early

assistance or help received from the health professionals as th sin ~le most importan

intervention that could have offered them help during breastfeeding (Taveras et al.,

2004).



29

Despite the potential to positively influence EBF, many health professionals are not

trained in lactation management and hence they are poorly equipped to perform this role

(Khoury &HJnton, 2002). In a study by Coutinho et al. (2005) in Brazil, a significant

increase in early initiation of breastfeeding as well as EilF was realized in BFl-Uhealth

facilities. Coutinho and others also noted that the hospital based initiatives need to be

supported by community-based mother support to foster exclusive breastfeeding.

According to KHDS (Kenya National Bureau of Statistics & rCF Marco, 2014), 61% of

the women delivered in health facilities in Kenya and therefore, 29% of the mothers do

not benefit from BFI-ll hospital based initiatives. Hence, there is need to support

community-based initiatives to prolong the period of maternal support. These are the care

practices which are related to the intra-parium stay of the mother at the hospital. They

include care given to the mother during: pre-natal, labour, delivery and post-partum

periods. Hospital stay is usually short but it makes a lasting impression on the mother and

thus it is a critical period in breastfeeding.

2.7.2 Coinmunity-based interventions to promote e elusive breastfeediug

Community-based interventions have been shown to increase prevalence and duration of

EBF in low and middle income countries especially in developing countries. In a

systematic review of randomized controlled trials or community-based interventions

involving breastfeeding by Sikorski and ethers (2003), It was shown that extra maternal

support was beneficial in reducing the cessation of any breastfeeding before six. months

(RR [95% Cl] 0.88 [0.81,0.95]; 15 trials). The risk to stopping FBI' was greatly reduced

than any breastfeeding (RR 0.78 [0:69,0.89]; II trials). In studies involving profession.al

support the risk of any breastfeeding stoppage was significantly reduced (RR 0.89 [0.81,
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0.97]; 10 trials) but not in the case of cessation to exclusive breastfeeding (RR 0.90 [0.8t,

1.01L 6 trials). Community-based interventions with lay support for breastfeeding

mothers are shown to lower the risk of cessation of exclusive breast feeding (RR 0.66

[0.49,0.89]; five trials) (Sikorsi et al., 2003).

In a mother support group (MSG) stud; in Lalitpur in India by Kushwaha and others

(2014), the prevalence of exclusive breastfeeding at six months significantly improved in

intervention group compared to the control group {(50% vs 7%) AOR: 13.6(Cl: 7.6-25.0),

p=<O.OOOl)} at the in the second evaluation within one year {(60'Yo vs 7%) AOR: 20.5

(Cl: ]1.3-37.2), p=<O.OOOI)}. In this study, the Mother Support Group (MSG) members

visited mothers at home to promote and support optimal infant and young child fe ding.

The MSG made - 10 visits in the first 6 months, 6 in next 6 months and 3 in 2nd year.

This was a quasi-experimental study involving a mother support group (MSG) with three

, trained memberf (a traditional birth attendant (TBA), community health/nutrition worker

and an experienced mother) who gave one-to-one peer counselling to mothers at their

households (Kushwaha et al., 2014).

Moreover, a study by Anderson and others (2005) in LOW-ll1COmepredominantly Latina

community in USA showed that intens-ve community-based peer counselling has a

significant effect on the rates and duration of exclusive breastfeeding. Mothers in the

control group had a significantly higher risk (RR = 1.24; 95% CT, 1.09-1.41) of non-

exclusive breastfeeding at 3 months compared to mothers in the intervention group

(Anderson, 2005). In a different cluster randomized controlled trial 11 Belarus by Kramer
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and others (2009), lactation support was given to mothers both pre- and post-natal period

to promote exclusivebreastfeeding. 1t was demonstrated that mothers in intervention

clusters were more likely to exclusively breastfeed up to 3 months (43.3% vs 6.4%;

P<.OOJ) and up to 6 months (7.9% vs 0.6%; P = .01). The infants of mothers in

intervention clusters were at significantly lower odds to suffer from 'gastro-intestinal

infections compared to mothers in the control group (9. I % vs 13.2%; adjusted OR, 0.60;

95% CI, 0.40-0.91) (Kramer et al; 2001).

In another study done in Dhaka, Bangladesh by Ha ider and others ( 2000), 'it was shown

that 70% of the mothers in the intervention groups exclusively breastfed their infants up

to 5 months as compared to only 6% in control group. A study based on WHOlUNrCEF

Baby Friendly Hospital Initiatives by Kramer and others ill Belarus (2009), a

significantly (p<.OOl) higher prevalence (43.3%) of infants in th intervention group

were exclusively breastfed compared to 6.4% in the control g oup at 3 mouths and the

trend continued throughout infancy.

In a separate study done by Tylleskar and others in Burkina Faso and using a community-

based randomized controlled trial, at six months, intervention clusters had 73% EBF rate

while the control cluster had 22(YoEBF rate in Burkina fa SO, 59% in intervention group

and 15% in control group in Uganda (Tylleskar et at, 20 II) using 24-hour recall method.

In a related study in Malawi intervention groups with women groups and peer counsellors

had a significant increase ill EBF with infants having 5 times odds of being exclusively

breastfed (5-02,2'67-9'44) compared to the control groups (Lewycka et al., 2013) .



32

However, a systematic review of the impact of peer support using randomized cluster

controlled trials has been shown to have a significantly greater effect on reduction of the

risk of non-exclusive breastfeeding in low or middle income countries than in high

income countries; 37% (0.63, 0.52 to 0.78) compared with 10% (0.90, 0.85 to 0.97)

P=0.01 (Jolly et al., 2012). In a study conducted in Kibera informal settlement, Kenya;

Ochola et al. (2012) established that mothers in the home-based intensive counselling

group had a fourfold increased likelihood of exclusively breastfeeding I eir infant than

those in the control group at six months after delivery.

2.7.3 Breastfeeding mother-to-mother support groups (M' MSGs)

A breastfeeding MTMSG is a peer support group composed of breastfeeding or pregnant

mothers who meet on regular basis to 'provide emotional, appraisal and informational

assistance by a created social network of members who possess experiential knowledge

of a specific behaviour or stressor and has similar characteristics as the target

population' (Dennis, 2002). These groups may havethe support of trained mothers or

\

nutrition/health professionals. The] Oth step ofBFHT which is endorsed by WHO/UNCEf

(2009a), recommends the formation and support of such breastfeeding support groups or

peer support groups where mothers are referred to Cor breastfeeding support upon

discharge from the hospital. This step fonns a crucial link between initiation of

breastfeeding at the hospital and continuation at the community (Kushwaha et aI., 20 14).
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The goal of breastfeeding MTMSGs is to SUpP01!" pregna tt and lactating mothers at the

work place and at the community level. Intensive peer support implemented through

individual or group counselling at prenatal stage with extension to postpartum through

community counsellors and support groups has been shown to be effective in increasing

rates of optimal initiation, exclusive breastfeeding and sustenance of breastfeeding

(Chapman, 2004; Anderson, 2005). The support is usually given by pregnant or lactating

mothers or those who have had earlier experience in breastfeeding. The support is usually

provided in form of individual counselling or mother-to-mother support linkages.

Breastfeeding MTMSGs provides platform through which mothers can share experiences,

learn from others as well receive counselling on breastfe ding, advantages of EBF and

how to handle day to day challenges. In case ofMTMSGs fo lHV positive breastfeeding

mothers, they help them fight stigma as a group (UNICEF, 20 L3). Th . facilitators for the

MTMSGs should be trained so as to work individually or in groups through telephone,

clinics, hospitals or institutions. They provide psycho-emotio al SUpjJOH, encouragement,

·lessons on breastfeeding and help the mothers when they encounter problems related to

breastfeeding. This has proved to be an efficient method as mothers usually rely on other

\

mothers for information on breastfeeding and bringing up of die children (Shields, 2004).

In a case study conducted by Muruka and Ekisa (2013) 011 the impact of mother-to-

mother support groups on maternal, infant and child nutrition (MJYCN) in Wajir and

Habaswein districts ill Kenya showed improvement in EBF. Exclusive breastfeeding rate

in this study improved from 2J .J% to 53.7% while initiation to breastfeeding within one
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hour improved from 45.3% to 67.3% after one year' intervention period. However, this

study did not have a control group and it was not randomized. enerally, a review of

available scientific literature on randomized controlled tnals shows that so far no study of

this kind has been done in promotion of EBF using MTMSGs in combination with IGAs

and trained facilitators in Kenya. Given the importance of breastfeedingMTMSG

interventions currently being advocated by UNICEF, NGOs and the MOH, lack of

research in this field warranted this study (Republic of Kenya, 2012).

2.8 Summary of literature review

There has been slow progress in the improvement of the rates of e elusive breastfeeding

worldwide despite various efforts to address the low rates. Even in the best performing

countries, the rates fall short of the WHO recommendation of 90% exclusive

breastfeeding rate. Studies have shown that BFHT has greater success at the hospital but

not at the community level. Hence the need for community based initiatives such as

breastfeeding MTMSGs. Despite the fact that studies have shown that community-based

. approaches are effective in increasing EBl' rates, there is paucity of in formation on the

impact ofMTMSG in Kenya and elsewhere in the world. In addition, there is paucity of

data on the effectiveness of MTMSG$ in improving EBF rates. There is also no

documentation 'on the effectiveness of IGAs in improving breastfeeding MTMSG

attendance. This study therefore, investigated the effectiveness of the MTMSGs with

IGAs and those without IGAs in promoting e 'elusive breastfeeding in Tgembe South

Sub-County, Meru County, Kenya.
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CHAPTER THR i E: METHODOLOGY

3.1 Research design

A cluster randomized controlled trial research design (Schulz et al., 2010) was used to

assess the effectiveness of community-based MTMSGs in promoting excl isive breast-

feeding. Randomization of clusters (health facilities) rather than individual participants

was chosen to reduce the risk of contamination of information between mothers from

different study groups because of close proximity to one another. The study adopted both

qualitative and quantitative approaches to achieve its objectives. The study duration was

13months with each participant being followed for a period of seven months.

3.2 Study variables

Dependent variable:

• Primary outcome: EBF during tile first six nonths as determined by cross-

sectional data (based on 24-hour recall) on a monthly basis and EBF determined

by continuous/ cumulative EBF from birth to 6 month').

• Secondary outcome: MTMSG meetings attenda ce by members

Independent variab les:

• Maternal age was determined by the numb r of completed years since birth of the

mother. l

• Maternal membership to mother-to-mother support groups (MTMSGs).

• Maternal parity was determined by the number: of children born before the index

infant.

• Infant and maternal morbidity status was determined by two-week recall period.
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Educatibnlevel of the mother was determined by highest education level attained

Socio-economic status was detern.ined by occupation, in orne sources, and size of

land or animals owned or household items such as Television, cell pbo res or

radio.

Infant's nutrition status was determined based OJ] weight-far-age index.

•

•

3.3 Location of the study

The study was conducted in Igembe South Sub-County in Meru County, Kenya. The

Sub-County has mixed climatic conditions; highland' and arid zones. The Sub-County is

part of the former Men! North District which suffers from periodic famine and has high

malnutrition rate of 21 % underweight and a high childhood mortality of 35 deaths per

1000 live births. The area has low levels of education with 86.9% of the people having

only primary education or none at all. Majority of the people are peasant farmers

according to Multi-Indicator Cluster Survey- MICS (Kenya National Bureau' of Statistics,

2009).

There are two hospitals; Mana Methodist Hospital which IS a mission hospital and

Nyambene District Hospital which serves the fo 'mer Meru North District. In Kenyan

health system, a level 4 hospital (district ho pital) is a health facility which provides

curative and preventative health care services as well-as being a referral hospital. for all

Kenya Primary \Health (KEPI-I) care institutions such C\:; health centre, dispensaries or

private clinics. All the three health centres in the Ige. ibe South Sub-County (Kangeta,

Kanuni u?d Kiegoi) were involved in the study. III he Kenya, ,\ health centre is a primary
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health facility which mainly deaJs with preventive and promotive health care but it also

carries out SOUlecurative, maternity and referral services to district hospital (Republic of

Kenya, 2010). Before this study started, a field visit to the Sub-County by the researcher

established that there were no breastfeeding MTMSGs (It the 3 study sites or elsewhere in

Igembe South Sub-County.

3.4 Sample size determination

The sample size for this study was derived using the following formulae by Kelsey and

others (1996) and Fleiss (1997)

:D. -I.

and

Where lit =Number in control grOUT):.

J!:! =Nurnber in the intervention groups

Z_n = Standard normal deviate for two-tailed test based on alpha level

(relates to the confidence interval level)

Z.IJ = Standard normal deviate for one-tail d test based on beta level (relates 'to

the power level)
... ,

r = ratio of intervention groups *0 control group
."

PI = proportion of infants in-control-group being exclusively breast-fed and q.= l-PI



38

P2 = proportion of infants in intervention groups being exclusively breast-fed and

q2 = I-Pz

- Pi +Ip2!
P = 1 - 1 .-r- -f- And q= '-.'

The sample size formula without the correction factor by Heiss is:

For the Fleiss method with the correction factor, take the sample S1:!,\:: from th . uncorrected,

sample size formula and place into the following fOJ mula:

n.:2n.: = lr RIo:

In-putting the parameters in Ole Table J.1 into this formula using a sample size calculator

(StatCalc, CDC) yielded a sample size of 180 participants (Table 3.1)

1.
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Table 3.1: Sample size determination for the randomized controlled trial

Two-sided significance levelf l-alpha): 95

Power (I-beta, % chance of detecting): 80

Ratio of sample size, intervention/control rat:02

Percent with control EBF outcome: 19

Percent of intervention expected with EBF outcome: '10

Odds Ratio: 2.8

Risk/Prevalence Ratio 2. t

Risk/Prevalence difference: 21

Kelsey Fleiss

(1996)· (1981)
Fleiss with CC

Sample Size - control 52 51 60

120Sample Size- intervention (2 groups) l03 .lOn

Total sample size: 159 180iS5



40

Thetotal sample was inflated by 2JC.~'Oto take care of possible attrition, giving a total of 222

subjects with 74 in each of the three study groups (the control group and the two interventions

groups).

3.5 Randomization

Three health centres were randomly assigned into the tlrree study group~:mother-to-

mother support groups (MTMSG) with education support (MES), MI'M G with

education nutrition/health education support and income generating activity (tv1ES1GA)

and control group (CG). Health centres rather than the pregnant women were

randomized. This type of randomization minimized contamination of the xpected

results if mothers from the same health centre were assigned different study groups.

Randomization was computer generated on a l : l: I ratio using Micro-soft Excel 2003

, software and it was done by the researcher assisted by all independent biosrastician
I

without knowledge of the study area. The researcher provided the biostast ician with a list

of3 health centres and the 3 treatment groups:

3.6 Target population

The target population was pregnant mothers in their thirJ trirnes er (33··37 weeks)

gestation age, registered at ANC· clinics at any of the three health centres. The total

number of mothers was estimated LO be 300 mothers (from hospital records) in the three

study sites (average for a 3 month period retrospectively) from the field visit carried out

in April, 2011.
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3.6.1 Inclusion criteria

Mothers who were in their third trimester of pregnancy (33-37 weeks gestation) and HlV

negative were included in the study. The gestation age and HIV status were determined

from their mother and child health booklets and hospital records respectively. Another

inclusion criterion was that one ought to have been resident in the ,t idy areas for at least

SL'\. months before the study and planned to stay in the study site [or at least seven months

from the time of recruitment into the study.

3.6.2 Exclusion criteria

Mothers with a history of pregnancy complications such as diabetes, eclampsia,

hypertension or hyperemesis gravidum based on medical records were excluded from the

study.

, 3,7 Recruitme~t of mothers into the study grOHlJ5

Mothers were recruited and registered into the study groups based on the health fa ility

attended during ANC clinics. The researcher explained to the MCHI ANCnurses the

purpose of the study, the procedures as well as their role in the study. Their role was

essentially to assist the researcher in recruitment and registration of the mothers who met

the inclusion criteria into the various tudy groups. Before registration, the nurses

explained the procedures of tile study. to the mothers. The researcher together with a

nurse carried out the registration of the mothers for the first J days at each station to

ensure consistency in the process. Thereafter, the nurses registered all the women who

met the inclusion criteria and gave them a meeting date with the researcher.



The researcher assisted by the nurse-in-charge, verified tl at all the women met the

inclusion criteria by checking their mother and child booklets. The information was

verified with the mothers before the researcher recruited them by requesting them to sign

the consent forms (Appendix B). After recruitment, mothers were grouped into six

MTMSG groups of up to 15 mothers each to allow for easy facilitation according 'to

MTMSG Facilitators' Manual (PATH/UNICEF, 2011). The above "procedure was

repeated on a weekly basis for the three study groups until the sample size was achieved.

All lvITMSG meetings by the two treatment groups were scheduled 011 monthly basis at

respective health centres on different dates to allow the researcher to attend them. No

MTMSGs were formed in the control group. Mothers in this group were assigned a return

date for MCH clinic and data collection by Ole researcher

3.8 Blinding of the study

The nurses at the three health centres involved '11 the study and mothers were blil ded to
\

the study hypotheses but not to the inte ention at their sites. The mothers and the nurses

were :informed that the objective or the study was to promote breastfeeding in Igernbe

South Sub-County in Meru County. The enumerators whose responsibility was data

collection at the three study sites were also blinded. to the study hypotheses. There was no

interaction between the enumerators and the MTrvlSG facilitators to avoid bias during

data collection. The MTMSG facilitators were aware of the interventions in each

treatment group because they were supporxl to promote and support EBF. The researcher

alone was aware of the study hypotheses.
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3.9 Description of the interventions

Control Group (eG) Mothers in thi study group received the standard infant and young

child nutrition/health education offered at the three 1ealth facilities. These were

composed of nutrition/health education sessions usually given at the ANC/MCH clinics

by the nurse-in-charge of ANC. Each session lasted 40 minutes with about] 0 minutes

spent on nutrition issues, sometimes nothing was mentioned on exclusive breastfeeding.

The sessions were conducted at the same time to all present mothers and due to under-

staffing in most health facilities, the education sessions were not conducted regularly but

inconsistently depending on availability of health staff and time. The schematic flow

chart (Figure 3.1) shows the details of recruitment, MTMSGs formation and the

interventions carried out during the study. Mothers in tlu: study group did HO receiv any

support from the study team.

Treatment Group 1: (MTMSG with education sup] on only- MES) received exclusive

breastfeeding education and support from the research team. The treatment group was

composed of si~ MTMSGs to facilitate easy sharing of breast-feeding ii formation and

support for each other. Each MTMSG was composed of up to 15 mothers for easy

interaction and coordination. Groups were formed according to where the members

resided with women from same or neighbouring villages joining one group for easy

sharing of information, support and mobilization for meetings. All MTMSG groups chose

health facility where they were recruited 'as their meeting venue. The date of each

MTMSG meeting was arranged to coillc~de with tIle MCf~clinic day so that mothers

were able to attend to the two activities en the same day. Mothers attended the meetings
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after the clinic. The duration of the m etings was one hour as per session and the

MTMSG Facilitator's Manual was used as a standard for all MTMSGs (PATH/UNICEF,

2011). The MTMSGs groups met on a monthly basis; once during prenatal period and

during postnatal period up to the sixth month after delivery.

During the MTMSGs meetings, members sat in a semi-circle facing one another to allow

for eye contact and facial expressions among mothers. The facilitator moderated the

meetings to ensure each mother freely contributed to the breastfeeding topic being

discussed. Each opinion was considered by the others and none of the .mothers dominated

the meeting. During the different me .ings a different topic on infant young child

feeding was introduced by the facilitator and discussed by the mothers. The topics

covered various aspects of exclusive breastfeeding SIH.:h as: advantages of exclusive

breastfeeding, breastfeeding myths, early initiation and sustenance of oreastf eding,

breastfeeding techniques-proper positioning and attachn ent or the infant to the breast.

The mothers also discussed prevent ion, symptoms and management of common

breasrfeeding difficulties such as breast engorgement, low milk output, en eked/sore

\

nipples, mastitis and breast milk expression (Appendix S).

The members of the group with specific problems such as lack of breastfeeding

confidence received individual support from the group members as well as the facilitator.

The members interacted freely and shared experiences OIL exclusive breasrfeeding and

their coping strategies to the challenges they faced. The meetings and the content of the

discussions were more specific to exv usive breastfeeding and tailored to ensure
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maximum support for breastfeeding unlike the genera! health/nutrition talks giv n to

mothers in CG. Unlike the health/nutrition talks offered in control group, mothers in the

two treatment groups sought clarification on pertinent issues affecting their breastfeeding,

supported one another after the meetings and sought the assistance of the facilitator

whenever it was necessary, AU mothers in a MTMSG shared their mobile phone contacts.

Mothers who did not have a phone gave a phone number of their closest neighbour. The

mothers were thus able to communicate with the facilitator for urgent assistance. The

researcher attended each of the MTMSG meetings and followed the proceedings 'to

ensure the MTMSG facilitation guidelines (PATH/UNICEF, 2011) were followed and

clarified issues on the topic of discussion raised by the n others concerning exclusive

breastfeeding.

Treatment Group 2 (MESIGA- MTMSGs with breastfeeding education support and

income generating activities). The recruitment and formation of MTMSGs in this study

group was carried out in the same way as the MTMSGs in treatment group I. The study

group bad 6 MTMSGs made up of up to 15 members who originated from same

neighbourhoods .. AJ.l MTMSGs were formed during ·the first month after recruitment
\

before mothers delivered. The participants decided on their meeting dates and venues (IS

health facility closest to them. They conducted their meetings with trained facilitators

moderating in a similar fashion and for a similar duration as in MES. The content of each

session was similar to that in MES. They conducted their meetings for the same number

of times and duration as their colleagues in Treatment Group 1. The researcher attended

each of the meeting with the facilitator to ensure ...tandard ization of frequency, content
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and duration of meetings in the two study groups. Mothers in this study group received

the same education support (Appendix S) including regular and close interaction with

peers at community level; close and individualized attention from peers and facilitator for

specific breastfeeding challenges. Like in MES, mothers in this study group shared their

phone numbers for regular communication and support from peers and the facilitator.

Unlike their counterparts in MES, mothers in MESJGA had longer meetings. After the

stipulated one hour meeting was over, mothers in this study group carried out an income

generating activity (IGA). Initial capital for rGA was provided by the researcher with

funding from National Council of Science and Innovation (NACOSTl) which supports

research activities in Kenya. All MTMSGs in MESICA took another one hour after their

breastfeeding discussion to make liquid soap which had earlier been identified as their

preferred income generating activity. Di ring the second month, a-one day training for

liquid soap making was carried out in the G MTMSGs in MESIGA study group by the

researcher. The content of the training involved practical mixing of soap ingredients;

packing of the soap and utilization of (he soap; sales and marketing of the soap and

sustainabili ty of the income generating activity (Figure 3. 1).
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3.10 Research instruments

Three research instruments were used dvring data collection: focused group discussion

guidelines, semi-structured questionnaires and breastfeeding observation guidelines were

used to collect data on maternal breastfeeding knowledge and practices. A semi-

structured questionnaire was used to collect baseline information on socio-economic

status, maternal b-eastfeeding knowledge and practises within one week after recruitment

(Appendix D). Second interview was done at first month alter delivery to collect data on

delivery profile and infant feeding practices (Appendix E). The third, fourth, fifth and

sixth interviews were done at second, third, fourth and fifth months respectively after

delivery using the same interview questionnai.re to collect quantitative nata on maternal

infant feeding practices and infant weight (Appendix F). The seventh inter view was done

at the sixth month after delivery using the same interview questionnaire to collect

quantitative data on maternal infant feeding practices and infant weights. A diffe ent

questionnaire to collect qualitative data on IGAs performance was included (Appendix

G).

3.1l Selection and training of dat· enumerators

Two data enumerators were selected per site by the researcher. The selection criteria

were; a minimum qualification of Kenya Certificate Secondary Education (KCSE) and

fluency in English, Kiswahili and Kimeru languages. Kiswahili is the Kenyan national

language, Engli~h is the official language in Kenya and Kimeru is the local language of

the residents of the study site. Preference was given to those who had participated in

surveys before. Three-day training wr s co idu cted lor all the enumerators using FANTA
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Anthropometric Guidelines (2008). The training was condu .ted by (he researcher. During

the training, the
i

objectives of the study were explained to the em merarors but they were

blinded to the study hypotheses.

The participants were trained on data collection techniques, interviewing techniques such

as how to ask the questions to get information on infant feeding practices; maternal

breastfeeding knowledge and practices through demonstrations and role plays. The

enumerators were also trained on how to lake infant anthropometric measurements

through practical demonstrations and step by step practical exercise in calibraii n of

infant scales, taking and recording infant anthropometric measurements To ensure that

all the measurements were standardized during the training, a standardization test was

carried out by the researcher on all the enumeratcrs. Before the standardization test, the

infant weighing scales were calibrated to accuracy of 0.0 1kg. The researcher measured 10

infants aged 0-6 months. The infants were weighed with light vests using standard

procedures; the weight of the vest was subtracted from the infant weight. Infants' weights

were taken using infant weighing scales (Baby Weighing Scale Pa 1 Type. Model

GPS070). The infants were laid down at the middle of the pan aud weight taken. The

infant weights were taken and recorded twice at an accuracy of O.Olkgs and the average

calculated to give infant's weight.

The researcher weighed every infant -with the same infant w ighing s ale while

concealing the I values from the enumerators. Saine procedure was used by the

enumerators to take weight of the same infants. The e unierators vere paired, but each of
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them carried out the measurements in turn. Each pair of enumerators started '.vith a

different infant and each weighed the ini~mt once and recorded the weight in a pre-

prepared standa~d form for the 1S! weight.

The researcher observed how measurem -its are being taken by each enumerator. When

every one of the enumerators had weighed first infant they moved on to the next infant.

When the 10 infants had been weighed once by all enumerators, the filled forms were

given to the researcher and second standard-forms were given to them by the researcher.

Enumerators repeated the above process without being allowed to check their first

measurements and recorded the weights in the 2lld form. The researchers' measurement

values were used as the reference. Correlation coefficients of the two sets of results were

determined using Essential Nutrition Actions (ENA) software. A precision value of less

than twice the correlation coefficient of the researcher was considered adequate; an

accuracy of less than 3 times the correlation coefficient or the researcherv as considered

adequate. All enumerators' results showed correlation coefficients of less than two for

precision and less than three for accuracy.

3.12 Selection and training of MTMSG :'acilitators

Five MTMSG facilitators were selected by the researcher. The selection criteria were;

local females who had completed a minimum of secondary school education (12 years)

and attained a Kenya Certificate Secondary Education (KCSE), tluent in English,

Kiswahili and Kimeru. The researcher together with a lactation management consultant in

breastfeeding mrining (a university graduate in nutrition s iences with 5 year experience
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in breastfeeding training) trained the facilitators. All tilt; MTMSG facilitators underwent

forty hours of training. The training was conducted at Nyarnbene District Hospital

(central to all the study sites but not involved in the study). The aim of the training was to

ensure that the facilitators understood the objectives of the- study, they knew their roles

and responsibilities in MTMSG facilitation; they got adequate knowledge and skills in

breastfeeding and attained adequate fr.cilitation ariel counselling skills to manage

MTMSGs. The content of the training included: advantages of exclusive breastfeeding;

breastfeeding myths; early initiation and sustenance of breastfeeding; breastfeeding

techniques-proper positioning and attachment of the infant to the breast, prevention,

symptoms and management of common breastfeeding difficulties; breast milk expression,

breastfeeding in the context of HIV/AIDS and MTMSG facilitation skills (Appendix V).

At the beginning of the training, the facilitators were given a pre-test to determine their

level of knowledge in breastfeeding. The training was carried out through power point

presentations, discussions and brainstorming. Facilitation skills were imparted th ough

lectures, role plays and demonstrations during a pre-testing exercise carried our at a site

similar to study sites but not involved in tbe study itself At the end of the training, they

were given a post-test to evaluate if they had gained adequate knowledge and skills to

competently facilitate MTMSGs in theirassigned study sites. Each of the participants

was given a chance to act as a facilitator ill role play with colleagues forming a mock

MTMSG ~nd during pretesting with a group of pregnant and lactating mothers, The

researcher carefully followed the proceeding, advised and corrected the participants to
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ensure they were competent enough to handle MTMSGs at their study sites. All the

facilitators passed post-test at the end of the training (Appendix LJ).

3.13 Pretesting of research tools
l

Training of the data enumerators was followed by pretesting of the tools at a site with

similar conditions but not involved in the study. Laare Health Centre in the neighbouring

rgembe North Sub-County was selected for this exercise. All data enumerators were

involved in the pretesting of the tools. During the pretesting, all enumerators interviewed

one mother each and recorded the responses. They also took anthropometric

measurements of one infant each. The results from each enumerator were compared to

the researcher measurements and each enumerator advised on how to improve

performance. To ensure that the data collected was standardized, all enumerators took

turns to interview one mother and weigh one infant. The results were compared vith the

researcher results of the same mothers. Those with varying results repeated the exercise.

After the pre-testing, the participants were asked for feedback on their und .rstanding of

the questionnaire and corrections were done before the main study to enhance accuracy

of the :information collected.

During the pretesting exercise, each of the ainee MTMSG facilitator was given a chance

to act as a facilitator in a mock MTMSG group composed of pregnant and lactating

mothers mixed together. Each of proceedings was tape-recorded separately. Immediately

after the meetings, mothers were asked for feedback on how the meetings can be
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improved. Following the mock MTMSGs, the tape-recordings and notes on feedback

from the mothers were reviewed and discussed with the facilitators.

3.14 Validity and reliability of the questionnaires

The content of questionnaires used in' this study WaS validated usmg indicators for
l

exclusive breastfeeding from WHO/UNJCEF (2009a) and Ochola (2008). The content of

the questionnaires were further validated by' qualified specialists in nutrition from the

Department of Food, Nutrition and Diete ics at Kenyatta University. The research tools

were also reviewed and approved by an ethical review committee from Kenyatta National

Hospital and University of Nairobi. They were face-validated and therefore the process of

content validation at the field was shortened. The questionnaires were pre-tested on 20

mothers (l0 pregnant in their third trimester and 10 lacu ting motile s with il [ants below

six months) at Laare Health Centre. This health centre had similar charactensti 'S WIth

study health facilities but it was not included in study. The questionnaires were pre-tested

for length, question wording, content and language. This allowed for correction of e rors

in wording and removal of any ambiguous questions to ens Ice clarity and for mothers La

provide the required information.

During pre-testing, all enumerators interviewed one mother twice on two different days

and recorded the responses on two questionnaires. Each enumerator calibrated one infant

scale twice under supervision of the res-archer. They also weighed and recorded the

weight of one infant twice. Correlation coefficients of the two sets of results were

determined using SPSS software (version J 7.0). All participants had a score of above
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O.91(anthropometric measurements) and above 0.85 (questionnaires) which was an

acceptable level of reliability.

3.15 Data collection techniques

3.15.1 Determination of infant feeding practices

A baseline interview was conducted for the three study groups; two treatment groups

(MES and MESIGA) and the control gronp (CG) within one week after recruitment at the

health facility. This interview was to determine the materna] socio-economic status,

breastfeeding knowledge and practices. A semi-structured questionnaire was used tor the

baseline interview and it was administered by the trained data enumerators to all the

mothers in the three study groups to determine their socio-economic and demographic

indicators (Appendix D). The second interview was conducted using a different

structured questionnaire administered during the first month postpartum to all mothers in

the three study groups to determine mothers' delivery profiles and maternal infant

feeding practices at first month after delivery (Appendix E)

During the second month after delivery, a third interview was administered to mothers in

all the three study groups to dctennine maternal infant feeding practices at two months

postpartum (Appendix F). At third, fourth and fifth months after delivery> fourth.Tifth

and sixth interviews were conducted respectively with all the mothers in the three study

groups using similar questionnaires as the one used for the third interview. These

interviews solicited information on maternal infant feeding practices at 3fd
, 4th and 5lh

months respectively after delivery. The final interview (seventh interview) was conducted
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at SlX months .postpartum using the seventh interview questionnaire and it was

administered to aU mothers in the three study groups (Appendix r). During each

interview, the weights of the infants were taken. The researcher supervised all data

collection activities to ensure they were reliable (figure 3.2)

Determina ion of infant feeding practices: Schematic presents tion

1 r--'
Baseline Interview Second Interview n Thil-d Interview
Within lriweekof \ r. Within the I" month after Within the 2"" 11IOnLh after -..
recruitment delrvery delive •.y

Observations within s- P.iI

(All Mothers in the 3 study month after delivery I (All Mothers -.
gmups: MES, MESIGA (All Mothers in M1::" I L:~S'CA an~ eG)and eG) MESIGA and cci

Fourth Interview Fifth Interview I Sixth Interview
~ Within the J"' month iller Williin the 4" month ,,!)cr l-~With;,) th" S'b nl<>nth auer

delivery f-.l delivery delivery -'i-~

(All Mothers in MES, (AU Mothers in MES, (All Mother, in MES,
MESIGA and cci . mSJGA lint! eGl MF.SIGA lint! eGl

I Seventh Interview

-+ At the 6"' month alter delivery

(All Mothers io MES, MF.-SIGA and
CG)

Focu~ Group DiSCuSSiO~~

(FGDs)
At the 6'" month I1I1<:r delivery
-MJ?S- 2l'ODs
- MERlOA- 2FGDs
- C(i- 2FGDs

(Selectei! Moille.., in MES, MJ!.8tOA ••nd
eG) ~

Figure 3.2: Schedule of interviews, observations and FGDs

3.15.2 Focus group discussions

The participants for the focus group discussions verc randomly selected from each of tile

three study groups during the seventh month of participation in the study. Each group

comprised of6-12 members. For ach sn ;Iy group; two focus group discussions were

conducted. One FGD for those who exclur veiy br ast-fed for six months after delivery
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and another FGD for those who did not exclusively breast-feed for six months aft r

delivery. This made a total of 6 focus group discussions distributed across the three study

groups as follows:

• Control group:

One FGD for mothers who exclusively breastfed for six months.

One FGD for mothers vho did not exclusively hreastfeed for six months.

Mother-to-mother support group with education support:

One FGD for mothers who exclusively breastfed for six months.

One FGD for mothers who did not exclusively breast feed for six months.

Mother-to-mother support group .vith education support and income gen .ratmg

activity:

One FGD for mothers who exclusively breastfed for six months.

One FGD for mothers who did not exclusively breasueed [or six mouths.

•

•

The FGDs were conducted using FGD guidelines (Appendices M··R). Members f each

FGD group were randomly selected to represent various socio-demographic status, age

groups as well as level of education. Appropriate venues to all participants were selected

by the members of each FGD. The Researcher conducted all FGDs assisted by recorder

and an observer who took notes. The FGD proceedings were tap -recorded with

permission from the participant'>.
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FGDs were conducted in a similar way to ensure all responses were standardized. The

following procedure was followed in all meetings:

• Each meeting was conducted by the Researcher assisted by a recorder and an

observer.

• The researcher introduced the recorder (enumerator) and the observer (facilitator)

and then invited the mothers to individually introduce themselves.

• The Researcher explained the roles of the project staff to members. He also

announced the purpose of the meeting and the rules to be followed.
,

• The FGD guidelines were followed careful during the discussion to en lire the

various issues highlighted were addressed.

• The Researcher moderated the ieeting to ensure all mothers participated and

their opinions were considered in LIe discussion.

• When the last issue on the list was addressed, the Researcher allowed mothers to

raise any issue on the project which they thought had not been add essed du ing

the meeting.

• The recorder took notes and tape-recorded the proceedings of the meetings while

the observer noted any non-verbal cues.

3.15.3 Anthropometric measurements of the infants

Weights of the infants were taken during the monthly MTMSG meetings at the health

facilities. Infants were undressed to near nudity and weighed using the Infant Weighing

Scale (at accuracy of O.lkg). All measurer tents vere taken twice all 1. the average

determined. Tbe" difference between two"~ readings wa: less than 0.11\:£ (v....elght) for
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measurements to be accepted. Infant's age was determined Dum the mother and child

health booklets. To further ensure reliability and validity of tile data collected, the

researcher supervised the enumerators on: calibration of the equipments, conducting

measurements and recording. Calibrations of equiprnents were done on daily basis in the

morning. Standardization procedure for protocols of calibration, measurements and

recording was repeated after every two months during the study period.

3.15.4 Key informant interviews

Key informant interviews were conducted at the end of the study to colle t information

on operational constraints and challenges of MTMSGs. These vere done with the 5
I

M1MSG facilitators as well as the 3 nurses-in-charge of ANCIMCH clinics involved in

the study. The interviews were carried out at the end of the study period at the health

facilities by the researcher, The purpose of the key informant interviews was to validate

the information received from the FGDs 0(1 challenges faced by mothers ill the practice of

exclusive breastfeeding. The facilitators also provided an overview of the challenges

faced in operating MTMSGs in their specific study sites.

3.15.5 Observations of maternal breastfecdir g practices

Observations on maternal breastfeeding practices in households were done to verify the

exclusive breast-feeding practices of the mothers. The indicators were: exclusive breast-

feeding (main indicator), positioning of the infant on the breast, bottle feeding, the length

and frequency of breast-feeding as well as other feeds given to the infant. These

observations were carried out by the researcher assisted hy enumerators 1(1r 8 hours a day
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during unannounced home visits. A sub-sample of 10°!.")was selected randomly using

random table numbers by the researcher from each of the study groups for observation.

All mothers who were randomly selected were available for the wbole day starting from

8.00am to 5.0Opm. Two observations were conducted in each study group: first

observation was done within a fortnight after delivery and the second observation during

the fifth month after delivery (Appendix B). The observations were condu .ted to verify

the reported maternal breastfeeding practices as well as verify information given during

focus group discussions (Figure 3.3).

Maternal infant feeding practices observation schedule

Maternal infant feeding practices observation I,

~
\

1
.

MES1GA (MTMSG with MES (MTMSC \~ih . CG(C trot Group)
Education and Income Education) Month t

Generating Activity-IGA) Monti, i N~:5

JMonth 1 N=5

N=8

po

Month 5 MonthS Mouth 5
N=8 N''-'' 5 N=5

_oj J
Figure 3.3: Maternal infant feeding practices observation schedule
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3.16 Data analysis

Data was entered, cleaned and coded before being analysed using Epi-Info 3.5 software

(Centers for Disease Control and Prevention (CDC). Data was run for exploratory

analysis using SPSS software (SPSS Statistics for Windows, Version' 17.0. Chicago:

SPSS Inc.). Further analysis was carried out using SAS 9.3 software (Statistical Analysis

System, version .9.3, Cary, NC). Descriptive statistics: frequencies, percentages, means,

standard deviations. and medians were used to summarize the socio-economic and

demographic characteristic of the population, exclusive breast-feeding prevalence rates,

maternal breast-feeding knowledge and practices.

Kruskal-Wallis tests were used to analyse for differences between means of continuous

, data with non-normal distribution. They were further used to check for differences in

means of the two treatments groups and the control group. Chi-square tests were applied

to determine any association between socio-economic and demographic factors with

exclusive- breast-feeding practices as wel as other maternal and infant characteristics.

Bivariate and multivariate logistic regression was used to identify various predictors of

exclusive breast-feeding practice such as parity, infant's age, mother's age, maternal

exclusive breast-feeding knowledge and practices. Median test was used to analyze

differences between medians of the different continuous variables between the two

treatments groups and the control group. The level of significance was set at a p-value of

<0.05.
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Nutrition .tatus was anaJysed using 'vVHO Anthro 2005 Beta Version software. WAZ z-

score was used to determine the nutrition ta111S of the inrants. Prevalence of underweight

was determined as «-2 z-score), moderate underweight as «-2 z-score and >=-3 z-score)

and severe underweight as «-3 z-score) and categorising the results using the WHO

Child Growth Standards cut-off points (WHO/UNlCEF, 2009c). Qualitative data from

FGDs and key informant interviews were transcribed, coded. ami then summarised into

indentified infant young child feeding practices themes. then inferences made on each

theme. The findings were used to complement quantitative findings during the

discussion.

3.17 Logistical and ethical considerations

The research proposal was approved by the Graduate School of Keuyaua University and
.•

, authority to conduct the research was given by the National Commission for Science,

Technology and Innovation (NACOST£). Ethical clearance was obtained from Keuyatta

National Hospital/University of Nairobi (KNH/UoN) Ethical Review Committee.

Women were recruited upon their informed written consent or by thumb print for those

who were illiterate. All the information collected from the study subjects was kept

confidential and was only used for the study purposes. Questionnaires were coded to

avoid entry of names of those interviewed. All questionnaires were secured by data

enumerators and handed over to the Researcher in person. The researcher ensured aU be

data was entered and hard copies stored safely for future reference. Sick or malnouri hed

infants in the control group were referred to health facility for specialised attention.
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CHAPTER FOUR: RESEARCII I?JNDINGS

4. 1 Study participants' enrolment into the study

A total of 1,537 pregnant mothers attending ANC clinics at the three sampled health

centres in Igernbe South Sub-County, Meru County Juring an 8-rnonth rec uitment period

were screened. Screening and recruitment of moth rs into the three study groups started

in December 2012 and ended in July 2013 when the required study sample size was

achieved. Nearly equal numbers of study participants per group were recr liitd

Of the screened mothers, a total of 390 met the inclusion critei ia of whom 141 did nol

want to participate ill the study resulting into a 63.8% response rate. 1Iowever, not all the

mothers who met the inclusion criteria were recruited inlo the study. A total of 249

mothers were recruited into the study. The rest of the mothers (141) did 101 want to be

included for the following reasons: long distance from iorne (24.4%), husband did not

offer consent fdr participation in the study (5.6%) and those who expected to relocate

within the study period (6.2%). Of the 249 mothers recruited into the study, 8R (35.6%)

were in the MESIGA, 82 (32.9%) were in MES and 79'(31.5%) were in CCi) (Figure 4.1).
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4.2 Baseline comparisons of the study groups

4.2.1 Household demographic characteristics

Overall, most study participants were young women virh some in their adolescence.

Mothers in MES(GA had a mean age of 23.4(±5.0) years, those 111 Ml~S had a mean gc

of23.7(±5.3) years and those in CG had a mean age 0[23.7(:1--4.4) years (Table 2). Theie

was no significant difference in the mean ages of the mothers in the three Shifty groups

(Kruskal Wallis test; p=O.973) ..

A majority of the mothers in the study wert; married (01.6%) with only 8.4% of the

mothers being single (Table 2). The Meru community is predominantly patriarcl al with

most households being headed by males. Majority of households were headed by

husbands (92.4%) with only 5.6% being headed by females. The rest of the households

were headed by other relatives. The mean household size was 4.0 (Iv l O) ruembers for all

the study groups. There was no significant diffcfe!ICe between household sizes in the

three study groups (Mood's median test; \.)'..=.0.625) (Table 4 I)
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Table 4.1: Household demographic characteristics

Study groups
Characteristics MESIGA MES CG Total Chi-square & KW test

(N=88) (N=82) (N=79) (N=249) Median test p-value
n(%) n(%) n(%) n(%)

Maternal Age
Below20yrs 25(28.4) 22(26.8) 14(17.7) 61(245) 0.541
20-24yrs 31(35.2) 30(36.6) 36(115.6) 97(19)
25-34yrs 27(30.7) 25(3',5) 27(342) 79(3 i7)
35yrs and above 5(5.7) 5(6.1) 2(2.5 ) 12(4.8)

Mean Age 23.4 23.7 23.7 23.6 0.664
(SD) (5.0) (5.3) (4.4) (4.9)

Marital status
Married 80(90.9) 74(90.2) 74(93.7) 228(916) 0.709'
Single 8(9.1 ) 8(98) 5(6.3 ) 2t(84)

Household-bead
Husband 80(90.9) 75(91.5) 75(9£1.9) 230(92.4) O.71G
Wife (self) 6(6.8) 4(4.9) 4(5.1 ) 14(5.6)
Other male person 2(2.3) 2(2.4) 0(0) <I((6)
Other female person 0(0) 1(1.2) 0(0) 1(04)

Parity
0 31 (35.2) 29(35.4) JJ(4l.R) 03(17.3) 0.C·76
1 17(19.3) 22(26.8) 26(32.9) ()5(26.1 )
2 20(22.7) 17(20.7) J 6(20.3) 53(21.3)
3 12(13.6) 11(13.4) 3(3.8) 26( 10.4)
4 8(9.1 ) 3(3.7) 1(1.3) 12(4.8)

Median Household-size 4.0 40 4.0 4.f) 062:i
(Range) (1-8) (2-1 Q) (2-9) ~_~~OL ______ ..________

, KW= Kruskal Wallis test
I

4.2.2 Mother's education level and occupation by study groups

Majority ·of the mothers (83.9 %,) had c. .npleted 8 years of primary school education.

Only 3.2% had college or university level of education., very small percentage (2.0%)

of the mothers reportedly bad no tODTlaJ education at all. Most (77.9%) of the study

participants' partners/spouses had completed primary sI;I1001 e lucatiou (chi-square test;
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p=0.667). Few of the partners had attained secondary school education (! 2.4%) and only

2.4% (6) oftbem had college or university education. Notably, 7.2% of the husbands had

never attended school (Table 3). There was no significant difference in the level of

education of mother/partners by study groups (chi-square test; p=0.520).

Majority of the mothers were subsistence farmers (63.5%). More than a quarter of the

mothers were self employed (15.3%) while a number of them (10.0%) were engaged in

casual labour in order to earn a living. Very few of the mothers were formally employed

(7.2%). Many of the mothers' partners/spouses were farmers (63.[ %) while 08.5%) of

them were involved in casual labour mostly ntiraa (Khat) picking or crop farming. Only

l 0.0% of the men were formally employed and a few others were self employed with

most of them dealing in miraa (Khat) trade. Some were fanners and pan-time miraa

(Khat) businessmen. There was significant differences in occupation between the :3

groups (chi-square test; p<O.OOI) (Table 4.2).
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Table 4.2: Mothers' /partners level of education by study groups

Characteristics

Husband/partner's
level f)f education

No School
Primary
Secondary
College/University

Mother's level of
education

No School
Primary
Secondary
CollegelUni versi ty

Mother's main
occupation

Study group
MESIGA MES
(N=88) (N=82)

n(~) n(~)

10(11.4 )
68(77.3)
8(9.1)
2(2.3)

4(4.9)
64(78.0)
11(13.4)
3(3.7)

3(3.4)
75(85.2)
7(8.0)
3(3.4 )

2(2.4)
68(82.9)

. 9(11.0)
3(3.7)

Subsistence farmer 65(73.9) 51(62.2)
Casual labourer 8(91) 17(20.7)
Formal employment 2(2.3) 5(6.1)
Self-employed 9(10.2) 8(9.~n

_O.,--th,---er--::-__ -::- __ 4(~4.:_..52.)__ 1(1.2)
**p-value significant at r·O.OOf

CG Total
(I\l=79) (N=249) Chi-square

p-value
n(%) n(~)

4(5.1)
62(78.5 )
12( 15.2)
1(1 3)

18(72)
194(77.9)
31(12.4)
6(2.4)

0.520

0(0)
66(83.5)
11(139)
2(2 ..;)

5(2.0)
209(83.9)
27( 10.8)
8(32)

0.667

42(532) I :'i8(635) <-O.uOIH
0(0) 25( I0)
11(JJ.9) 18(72)
21(26.6) 38(15.1)

____~~.3L__J.°(t1·QL __ . . _. . _

4.2.3 Household socio-economic status by study groups

Land was owned by majority of the households (74.7%). The median land acreage was

l

1.0 (range 0.5-5.0) acres per household. Majority of the families owned small plots

inherited from parents or bought from their neighbours. Majority of the households

owned radios (70.7%) and phones (78.7~). Slightly less than a quarter (22.9~) of tile

households had televisions with many participants citing lack of electric power as main
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reason for not acquiring one. Few of tile households owned motor cycles (6.8%) or cars

(1.2%). Most (78.3%) of the study participants owned houses they lived in wi 11 only a

few (2l.9%) of the study participants renting their homes. The median number of rooms

was 2 (range 1-7) rooms. The median rent for those who Iented houses was KShs. 1,500

(range KShs. 300-4,000). More than a half (51.4%) of the study household owned

chicken with the median number of chicken being 2 (range 1-10). Over a third (38.6%) of

the study households owned cows with median number of cows per household being 2

(range 1-12). Similarly, 35.3% of the study households owned goats. The median number

of goats per households was 2 (range 1-10). There were no significant difference in

various household assets' ownership in the three study groups (Mood's median test;

p=O.270) (Table 4.3).
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, Table 4.3: Household socio-economic characteristicsby study groups

I

Study Groups
Characteristics MESGA MES CG Total Chi-sf'),

(N=88) (N=82) (N=79) (N=249) KW &
Median
test
p-value

n(%) n(%) . n(%) n(%)
Household Assets
Radio 58(65.9) 66(805) 52(65.8) 176(70.7) 0.059
Television 13(14.8) 23(28) 21 (26.6) 57(22.9) 0.077
Phone 67(76.1) 62(75.6)' 67(84.8) 196(78.7) 0.276
Car 2(2.3) 1(1.2) 0(0) 3(1.2) 0.776
Motorcycle 5(5.7) 6(7.3) 6(7.6) 17(6.8) 0.867

Mean land acreage 1.2( 1) 1.1 (1) 1(0.8) II (09) o ~V15
Median land acreage ] (0.2-5) 1(0.1-5) 0.8(0.1-4) 1(0.1-5) 0.566

Mean number cows 2(2.1 ) 2(1) 1.5(08) 18( 1.3) 0.166
Median number cows 2(1-12) 2(l-4) (1-4) 2(1-12) 0301

Mean number goats 4.3(3.1) 3.7(2.1) 39(26) 4(26) O.28g
Median number goats 3(1-10) 4(1-9) ~ 5(1-14) 3.5(1··14) 0.~19

Mean number 0.168
chicken 2.5(1.8) 2.3(1.4) 2.8(1.4) :2.b( 1.6)
Median number 2(1-8) 2(1-6) 3( 1 8) 2(1-8) 0.179
chicken

Honse ownership
type
Owned 72(81.8) 63(76.8) 60(75.9) 195(783) 0.606
Rented 16(18.2) 19(23.2) 19(24.1) 54(21.-/)

Number of rooms
Mean 2(1) 2.1(1.2) 2.1 (Of)} 2.1 (1) 0.416
Median 2(1-4) 2(1-7) 2( 1-5) 2(1-7) 0.337
(Range)

House Rent (Kshs.)
Mean 921.4{588.6) 13263(983. i) IL1176t5615) 1244(761).' ) 0.142
Median Tent in K~hs. 500 1500 1500 15L'O 0.288
(Range) (400-2000) (300-4000) (500-2500) (300-4000)
KShs=Kenya Shillings (1 US Dollar=Ksh 85 in 2013); Chi-sq=Chi-Square test; Kw=Kruskat
Wallis test; N= Total number; n=frequency
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4.2.4: Household income sources by study groulls

, Majority (88.2%) of the study households planted Miraa (Khat) as their main cash crop.
I

Some households grew food crops (maize-4.8%, banunas-1.8%, black beans-Less, and

potatoes-0.5%) for sale with majority of these househ?ltls being those living in semi-arid

areas. Few households grew coffee (0.5%) or tea (0.5%) (Chi-square te t; 0.067). The

median value of the household monthly income was Ksh.5000 with a range of Ksh.500-

55000.

Over two thirds (69.5%) of the households' mam source or food was from own

production. The rest (30.5%) depended on purchase as mail) source of rood. Majority

(81.9%) of the study households grew maize as their main food crop. Other households

grew bananas ((3.6%) or beans (3.4%). T'te median monthly food expenditure was 3,000

(range KSh.3, 000-5,000) per study household. There were 110 significant differences in

food expenditure among households in the three study groups' households (Mood's

median test; p=0.07 (Table 4.4).
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Table 4.4. Household income sources by study gP.)UPS

Characteristics MESlGA MES CG Total Chi-square,
(N=88) (N=82) (N=79) (N=249) & Median

test
p-value

n(%) n(%) \1(%) n(%)
*Main cash crops
grown
Bananas 1(1.4) 6(10.3) 0(0) 7(3.8)
Black beans 0(0) 0(0) 3(5.3) 3(If)
Coffee 0(0) 0(0) 1(J .8) 1(0.5) 0067
Maize 2(2.8) 1(1.7) 6(10.5) 9(4.8)
Miraa (Khat) 68(95.8) 50(86.2) 46(80.7) 164(88.2)
Potatoes 0(0) O{O) 1(1.8) 1(0.5)
Tea 0(0) 1(1.7) 0(0) 1(0.5)

Monthly value of the
harvest in KShs.
Median 5000 5000 5000 5000 0.092
(Range) (500- (500· (2000- (500-55000)

35000) 55000) 20000)
Main source of food
consumed in the
household
Own Production 62(70.5) 56(68.3) 55(69.6) 17J( 69.5) U 9')4
Purchase 26(29.5} 26(31.7) 24(30.4) 76(30.5)

*Main food crops
grown on the land
Bananas 0(0) 8(13.7) 1(l.R) 9(3.6)
Beans 5(4.2) 0(0) 4(7.1 ) 4(3.4 )
Maize 66(91.6) 50(86.2) 50(88.0) 204(iH .9) o ()59
None 1(1.4) 0(0) 0(0) 1(0.5)
Total 71(100) 58(100) 57(100) .186(lOO)

Food expenditure
Median 3000 3000 2350 .1000 0.070
(Range) (400- (300··5500) (300- (JOO-7000)

6000) 7000)

--------.
KShs=Kenya Shillings (J US Dollar=85 KShs in 2013) *Multiple Responses

4.2.5: Maternal reproductive health by study groups

The median time in minutes spent by study participants on travel to the nearest health

centre was not significantly different at 30 (6-t20) minutes for MES1GA, 30 (5-120)

minutes forMES and 30 (3-180) minutes for CG (Moods median test; p"'-O.lD98). The
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mean gestation age at which mothers ' ere recruited into the study was significa rtly

different at 35.4 (2.) weeks (MESIGA), 34.9{1.9) weeks (MES) and 35.3 (2.3) weeks

(CG) (Kruskal Wallis test; p<O.OOl). Majority of the mothers attended their first ANC

, clinic while in their 3n1 trimester. The meau gestation period at the first ANC clinic
\

attendance was 30.3 (3.4) week' (MESJGA), 29.2 (4.5) weeks and 31.4 (2.6) weeks (CG)

(Kruskal Wallis test; p=O.005). The mean number o~' ANC visits was not significantly

different"in the study groups. In the MESIGA group, the mean number of times was 2.2

(0.9) times in MESIGA, 2.3(0.8) times in MES ,:HId 2.5 (I _0) times in the CG (Kruskal

Wallis test; p=0.327) Crable 4.5).

Table 4.5: Maternal reproductiv health characteristics by study groups

'--"
Study Groups

MF.SlA iV'-:s en
(N=88) (N=82) (N=70)

n(%) n (%) n(%)

30 30 30
(6-120)· (5-120) (J-IlW)

-------_._-------

Characteristics TGletl
[NO"}'19,

KWiMedian
test,

p-value
n{%)

Time (min] to the
nearest HF
Median
Range

30
(3-180)

o JOt

Gestation age at
enrolment
Mean 34.8(2.1) 34.9( 1.9) ]6.4(2.3) 35.'1('1.2) <(1.00] '7*

Gestation at 1>11 ANC
visit
Mean 0.005*

30.3(3.4) 29.2(4.5) 31.4(2.6) 30.3(3 7)

Number of ANC
Visits

Mean 2.2(0.9)

"p-vaiue significant at p«J.05; **p-value significant at p ~~(J.O()I; KW=Kruskal Wallis
test
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4.2.6: Baseline comparison of maternal knowledge towards breastteeding by study

groups

Over half of the mothers (56.6%) had reportedly recei ed information on breastfeeding

from health facilities while the rest rec~iyed it from relatives (14.5%), friends (10.8%),

and from television Of radio (8.9%)_ There was II significant difference between the

groups on the source of knowledge on breastfeeding at baseline ( J i-square test;

p=O.698)_ Nearly all the mothers (99.2%) reported that.an infant's first feed after a normal

delivery should be breast milk.

Majority of the mothers (90.2%) knew that an infant should be breastfed within one hour

after normal safe delivery. The percentage of mothers who reported they would feed their

infant within one hour was significantly higher for the control group t~)4.91}. > th ..~ for

MES (87.8%) and MESIGA (88.6%) (chi-square test; p<O.OOl). Neurlyall mothers in the

three study groups (98_9% (MESIGA), 98.8% (MES) and 97.5% (CG) mdicated they

would exclusively breastfeed their infau ~ for the first six months alter delivery (c!~i-

square test; p=O.694). Majority of the mothers (C)tl%) knew that a infant should be

breastfed for a period of 2 years or more and there was no significant differences on this

aspect of knowledge between the groups (chi-square est; p={).214)_ A ruajority (97.3%)

of the mothers reported they would give their unborn babies colostrum. A majority or the

mothers (78.3%) in MESIGA compared to 72% in MES and 73% in CG stated that a

pregnant mother should not breastfeed her baby. This .. eant that ost of the mothers

would stop breastfeeding if they became pregnant (chi-square test; p=O OS3) (Tab! _6).
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Table 4.6: Maternal knowledge of breastfeeding by study groups
____ 4 ________ • ___________

Study Groups Chi-Square
Breastfeeding knowledge MESIGA M_ES CG Total p-value

(N=8R) (N"=82) (N="79) (N=249)
n(%) n(%) n('Yo) n(%)

*Source of knowledge
Health Facility 50(56.8) 55(67.1 ) 36(45.6) 141(56.6) C_698
Relative 5(5.7) 6(7.3) 25(Jl.6) 36(1/1..5)
Friends 12(136) 9(11.0) . 6(7.G) 27(10.8)
Radio/T elevis iOT\ 8(9.1) 5(6 I} 7(8.9) 20(8.0)
School 6(6.8) 5(6.1 ) 2(2.5) 13(5.2)

First feed after delivery
Breast milk 88(100) 81(98.8) 78(98.7) 247(99.2) 0310

BF initiation
Within] hour 78(88.6) 72(87.8) 75(949) 225(903) 0.001-1<*

EBF period
6 months 87(98.9) 81 (988) 77(97.5) 24,)(084) 0.694
Less than 6 months 1(1.1) 1(1.2) 2(2.5) 4( I 6)

Breastfeeding period
2years 37(42.0) 40{48.8) 17(46.8) 114(458) (1214
More than 2 years 42(47.7) 41 (50.0) 37(46.8) t20(482)

Infant should be fed on colostrums
Yes 86(97.7) 79(96.3) 77(975 ) 242(97.2) O.OBI)

Breastfeeding duriRg pregnancy
No 78(88.§L ~?!.L~~Ql._SHIZL:!l_.__ 1.YJ(78?1~_~L _
**p-value significant at p<O.OOl; BF= Breastfeeding; N - total sample size and
n = frequencies; "Multiple Responses
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4.2.7 Maternal infant feeding intentions for' the unborn baby by study groups

Majority of the mothers reported that tl.ey would introduce plain water fO the uuborr

baby at a mean age of 4.] (±1.9) months; cow's milk at a mean age of 5.8 (±2.5) months,

porridge at a mean age of 5.2 (±I.4) months, mashed fruit at a mean age of 5.6(1:1)

months and mashed potatoes with bananas at a mean age of 5.7(±O.6) months. There was

no significant difference in the mean ages of introduction of water (Kruska\ Wallis test;
l

p=0.383), C{)W'S milk (Kruskal Wallis test; p=O.) 63), porridge (Kruskal Wallis test;

p=O.540), mashed fruit (Kruskal Wallis test;.=O.105) and mashed potatoes with bananas

to the baby (Kruskal Wallis test; p=0.343) across the 3 study groups (Table 4.7).

Table 4.7: Comparison of the maternal infant feeding intentions for the. unborn ba y aud
by study groups' comparison

---------" --~---
Study groups

Tnfant feeding practices MESIGA MES CG Total KW
(N=88) (N=82) (N=79) (N=249) lest

p-value
n(%) n(%) n(%) n(%)

Age of inrroduction of water
Mean number of months 4.3(1.9) 4( 1.7) 3.9(2) 4.1(1.9) 0.383

Age of introduction of cow milk
Mean number of months 5.6(1.5) 5.5:._1) 6.3(3.{,) :; 8(2.5) 0163

Age of introduction of po rr idge
Mean number of months 5.2(1.3) 5.2(1.4) 53(1.4) 5.2(1.4 ) 0.541

Age of introduction of fl·uit
Mean number of months 5.8(0.7) 5.4{L3) 55(1) 5.6(1 ) 0.105

Age of introduction of masbed potatoes and bananas
Mean number of months 5.8(0.5) 5.7(0.7) 58(07) 5.7(0.6) O.3lL
All values are percentages unless indicated otherwise

As a whole, there were no differences in the base-line characterisri s of he groups

implying that randomization was successful.
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4.3 Baseline comparison of participants who were lost to follow-up and those who

completed the study

Analysis of baseline characteristics of the mothers who were lost to follow-up during the

study and those who completed the study was conducted to determine if those who

dropped out may have been different from those who completed the study. There were no

differences between the two groups in terms of baseline characteristics except in terms of

maternal education level (Table 4.8). This meant that there were no differences in the

, outcomes of the interventions because of the attrition.
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Table 4.8: Baseline comparison of participants who wert: lost to follow-up and those who
completed study

Characteristics Lost to Follow up

(n=85)

Maternal Age

Mean Age (SD) 23.3(4.7)

MarfuaI sb.tulI

Married 77(90.6)

Single 8(9.4)

Household-head

Husbnndlpartner 78(91.8)

Wife (self) 5(5.9)

, Other person 2(2.4)

Mother's level of educarion

No School 2(2.4)

Primary 69(81.2)

Secondary 14(16.5)

ColIegeIU 11iversity 0(0)

Mother's main occupation

Subsistence farmer 48(56.5)

Casual labourer 8(9.4)

Formal employment 9(10.6)

Self-employed 20(23.5)

Hoo~old-Sr-Le

Mean household-size (SD) 4.2(1.6)

KW-Krusa/ Wallis test; "p-value significant at p<"0.05

4.4 Findings at first month after delivery

4.4.1 Maternal delivery profile

(n=I64) p-value

23.8(5) 0.556

15/ (92.1)

13(7.9) 0.689

152(92.7)

9(5.5)

3( 1.8) 0.1l05

3(1.8)

140(85.4)

]3(79)

8(4 ') 0.044-+-

11O(67.J)

17(JO.4)

9(5.5 )

28(17.1) 0284

J. 9( 1.7) 0.118
--,------_._------ --_._-

Mothers arranged their deliveries individually in either public or private health facilities,

NearJy half (48.1 %) of the mothers in all the study groups delivered in public health

facilities while 42.1% delivered in private health facilities. Only 9.g% of the mothers



delivered at home. Over half (50.7%) of the mothers ;, J\..1ESJGA and II third (30.0%) of

mothers In MES delivered in health centres. while less than 0.00/. of the'CG delivered in

health centres. There was a significant difference between place of birth among study

groups (chi-square test; p<O.00 1).

The lowest number of deliveries took place in district public hospital with most of them

being referrals. The highest percentage of women who delivered in district public

hospital (30.0%) were from MES, while tv1ESIGA and eG· reported a low score or 5.5%

and 9.8% respectively of deliveries in district public hospital. Majority (68.3%) of he

, mothers in CG delivered in private health facilities while only 40.0% and 2R.8% of the
I

mothers in MES and MESIGA respectively delivered in private health facilities The

place of delivery was significantly difference between f he three study groups (chi-square

test; p<O:OOl).

NearlyalJ mothers (98.4%, 94.0%, and 88.91%) in MES1GA, MES JJhl CC respectively

shared beds with their infants at the health facilities. }lowever, there was a significant

difference in bed sharing with infants at horne among themothers in the study glOI ps

who delivered at health facility. All mothers in MESIUA and MES shared beds with

infants at horne and a majority (82.9%) \f mothers in CC shared beds with infants at

home (chi-square test; p=O.002).

Mothers in CG and 1-1ES spent shorter period in hospital 3.1(1.8) and 3.2 (1.2) days

respectively and highest illMESlGA with a mean of 3.5 (12) days. There "as a
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significant difference in health facility stay period among the mothers in the three study

groups (Kruskal Wallis test; p---{).020). Majority of the mothers j 1 the three study groups

had normal delivery (93.5%, 90.0% and 88f)% in MESfGA, MES and CG respectively

(Kruskal Wallis test; p=O.680) Cfable 4.9).
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Table 4.9: Maternal delivery profiles by study groups

Study Groups
__ 0 __ -.

Characteristics MESIGA MES CG Total hi-sq/
n(%) . n(%) 11(%) n(%) KWtest

p-value
Place of Delivery
Heal th centre 37(50.7) J 5(30.0) 4(9.8) 56(341 ) <0 00) **
District hospital 4(5.5) 15(30.0) 4(9.8) 23( 14)
Private health
Facilities 21(28.8) 20(40.0) 28(683) 69(42.1 )
Home· 11 (15.1) 0(0) 5(122) 16(98)
Total 73(100) 50(100) 41(100) IM{IOO)

Home deliveries
Penon who
attended to mother
during delivery
Family member 7(63.6) 0(0) 2(',0.0) 9(56.3 ) 0.166
Nobody 4(36.4) 0(0) 1(20.0) 5(J I.J)
Traditional birth
Attendant O{O) 0(0) 2(40.0) 2(125)
Total 11 (100) 0(0) 5(100) 16(100)

Health Facility
deliveries

Type of delivery ~
health 'Facilities
Normal 58(93.5) 45(90.0) 32(88 9) 135(91.2) 0.685
Caesarean 4(6.5) 5(l0.0) 4(11.] ) 13(8.8)
Total 62(100) 50(100) 36(100) 11!S( I00)

Length ohtay(days)
in health facility
after delivery
Mean (SD) 3.5(1.2) 3.2(1.2) 3.1(18)

Bed sharing witb
infant
Mother Shared bed
with infant at the
health facility 61(98.4) 47(94) 32(88.9)

Mother shared bed
with infant at home 73(100) 50(100) 34(},'2.9)

3JC! 4) 0.020"

140(94.6) 0,095

j )7{Y) '!) 0 02*

"p-value significant atp<O.05; **p-va/ue sig~ij;(:ant £It J~~ITiJiiTKW=Krnva' waYi;;; ;1::.••.,
N=Number
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4.4.2 Infant characteristics at first month by t dy groups

At one month after delivery, there were nearly equal number of boys and girls (49.4%

and 50.6% respectively) in the three study groups. MES[C A had a slightly higher but not

significantly different number of boys (54.8%) than girls (4 .2%) while it was opposite in

CG where girls were more (61.0%) than the boys (J9.0%) (chi-square lest; p=O.L06).

MES had equal numbers of boys and girls (50%).

Majority (98.6%, 90.0% and 95.1 % for MESIGA, MES and CG respectively) of the

infants in the three study groups were of normal nutrition status using weight-for-age z-

scores. At month I, MESrGA had the lowest prevalence of under nut iticn at 1.4%

followed by CG at 4.8% and the highest was MES with a prevalence rate 0 10.0% (chi-

square test; p=0.130) (Table 4.10).

Table 4.10: Infant characteristics at month one by study groups
._--------

Study Groups
Cha racteris tics MESJGA MES CG Total Chi-sq II<.W test

N=7J N=50 N·~l 11(%) p-vulue
n(%) n(%) n(%)

Sex
Female 33(45.2) 25(50.0) :5«-,1.0) 8:'l(50.b) 0.269
Male 40(54.8) 25(50.0) ]6(390) 81(49.-1)
Total 73(100) 50(100) 4 (100) 164(100)

Age in days
Mean (SD) 18.l(6.7) 18.4(6.6) 208(58) \8.8(6 5) 0.1 6

utrition tatus
Weight-for-Age Z-score
Severe «-3SD) 0(0) 1C:Z 0) 1,2.-1) 2(1.2) 0130
Moderate (<3-<-2SD) 1(1.4) 4(80) 1(2.'1) 6(3.7)
Normal(>-2SD) 72(98.6) 45~'. .0) 3C)(95 l) 156(95.1 )
Total 7](100) 50(]OO) 41(100) IM(100)
KW-Krusal Wallis test
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4.4.3 Early breastfeeding practice by study groups

Early breastfeeding practices in the context of this study are defined a", in' tial infant

feeding practices within the first two days after delivery. Such practices include initiation

of breastfeeding, giving of colostrum and pre-lacteals. All the mothers from MESIGA

who delivered at horne gave breast milk as the first feed to the baby while '0.0% of the

mothers who delivered at home from CG gave their infants sugar solution. Giving infants

sugar solution as the first feed after delivery was significantly associated with mothers in

CG (chi-square test; p=0.003). There was no mother from MES who delivered at home.

A significant majority (90.9%) of the infants in MESIGA who were born at home were

fed on colostrum while only 20.0% ofthose in CG who delivered at home gave colostrum

to their infants (chi-square test; p=O.O 13) (Table 12).

All mothers in MESIGA and MES who delivered at the health facilities gave breast milk

as the first feed to their infants. A significant majority of those ill CG (89.0%) who

delivered at health facilities also gave breast milk as first feed to their infants. Only a few

mothers (11.0%} in CG gave sugar solution as first fC,ed to their infants (chi-square test;

p=0.003) Nearly all the mothers in ME lGA (95.0%) and MES (96.0%) who delivered

in health facilities initiated breastfeeding within the first one hour as ecommended. A

majority (86.0%) of the mothers in the CO who delivered in health facilities likewise

initiated their infants to breastfeeding within one hour as recommended. Only 4.8% of the

mothers in MESIGA, 4% of mothers ill f'.v1ESand i3.9% of mothers in CG who delivered

at health facilities did not initiate breastfeeding with (.IIe! 11011'. There was a significant
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difference in initiation time of -breasrfeeding among the three study groups for mothers

who delivered in the health facilities (chi-square test (v=O.289) (Table 4 1l ).

Notably, aU mothers who delivered in health facilities in MESIGA and l.ffiS fed

colostrum to their infants as compared to a majority (97.2%) of the mothers in CG. There

was no association between feeding colostrum to infants and the study groups (chi-square

test; p=0.243). Among the infants who were born at health facilities, all infants in

.N[ESIGA and MES were not given any other feed besides breast milk by interview date.

However, 11.1%' of the infants in CG who were born in health facilities were given other

feeds besides breast milk. All CG mothers who gave post-lacteals gave sugar solution.

There was a significant association between giving post-lacteals to infants and study

groups (chi-square test; p=O.003). Among all the mothers in the three study groups, more

mothers in CG (39%) gave their infants pre-lactcals as compared to 2.7% of mothers i.n

MESIGA and 8% of mothers in MES. Giving jnlants pre-lacteals was sign JiC311tly

. associated with the study groups (chi-square test; p<O.OOI ) (Table 4.11).
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Table 4.11: Early breastfeeding practices by.study groups

-------
Study Group

EArly infant feeding practices MESlGA MES CG Total Chi-square
n(%) n(%) 11(%) n(%) p-value

Horne deliveries: (N=11)

First feed given to baby after birth:
Breast milk 11(100) 0(0) 1(:W.O) 1"2(75.0} 0.003"
Sugar solution 0(0) 0(0) 4(80.0) 4(~5.0)

Giving of colostrum:
Gave colostrums 10(90.9) 0(0) 1(20.0) 11(688) 0.0)]"
Did not give colostrums 1(9.1) 0(0) 4(80.0) 5(31.3)
Total 11(100) 0(0) 5(100) 16(100)

Health facility deliveries: (N=62)
First feed given to baby after birth
Breast milk 62(100) 50(100) 32(88.9) 144(97.3) 0.003*
Sugar solution 0(0) 0(0) 4(1 1.1) 4(2.7)

Initiation of breastleeding:

Within 1 hour 59(95.1) 48(96) 31(86.1) 59(952» 0.289
After one hour 3(4.8) 2(4) 5(13.9) 3(4.8)
Total 62(100) SO(100) 36(100) 148(100)

Feeding on colostrum:
Gave infant colostrums 62(1 CO) 50\100) 35(97.2) 147(99.3) 0.2'n
Did not give infant colostrums 0(0) 0(0) 1(2.8) 1(0.7)
Total 62(10( I 50(1VO) 36(100) 148(lOO)

Feeding on Pre-lacteals:
Gave pre-lacteals 2(2.7) 4(8.0) I()(390) 22(i1.4) <ll.OOI H

Gave no pre-lacreals 71(97.3) '16(92.0) 25(610) 142(36.6)
, Total 73( I00) SO(I00) 41(100) 164(100)

t

"p-value significant at p<O. 05; * "p-value significant at p-: 6.007---- ---------------.- ...--

4.5 Findings after interventions

4.5.1 Schedule of interviews to collect information on maternal feeding practices

from one to six months postpartum

Information on infant feeding practices wascollected from the participants on 11 monthly

basis from the first to sixth month of post partum in all the three study b'TOllPS During the

first month, data was collected at a mean of 18.1(~6.7) days, 18.4(:1:6.6) days and
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18.8(±6.5) days from MESJGA, .IvfES and CG respectively. In subsequent m nths

(second to sixth months), data was collected on a monthly basis as shown in (Figure 42).
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4.5.2 Effectiveness of the interventions on exclusive breastfeediug practice

4.5.2.1 Effectiveness of the interventions on the cross-sectional erclusive

breastfeeding rates

Cross-sectional exc.usive breast-feeding rate was defined as the proportions of infants

exclusively breastfed each month determined by 24-huur recall. At first month

postpartum, a significantly higher proportion of the mother's in MESTGA (95.9%) and

90.0% in MES exclusively breastfed their infants compared to 46.3% in CG who

exclusively breastfed, Infants in MESIGA weretwo times more likely to be exclusively

breastfed than those in CG {RR=2); CI (1.48-'2.89) p=<O.OOl}. Similarly, infants in

MES were two times more likely to be exclusively breastfed than infants in the CO

{RR=1.94; CI (1.38-2.73); p<O.OO1). Infants ill MESIGA were more' likely to be

exclusively breastfeed as compared to infants in MES {RR=L07 Cl (0.96-1.18);

p=0.232} (Table 4.12).

At the second month, significantly higher percentages (g4.9'% and 7~LO%respectively) of

mothers in MESIGA and MES practised exclusive breastfeeding as compared to 34.1 %

in CG. Mothers in MESIGA were two !Iud half times more likely to practise exclusive

breastfeeding than mothers in CG {RR=2,5; CJ(1.6J-3.85); p<O.OOl}. Mothers in MES

were two times more likely to exclusi .ely brcasifeed as compared to mothers in CG

{RR=2.28~ CI (L46-3.58)~ P<O.OOl}. There was no .significant difference in exclusive

breastfeeding rates between the infants inM.ESJGA .. and those in MES {RRo-= 1.09; Cl

(0.91-1.3); p=0.343} (Table 4.12).
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At the third month after delivery, significantly higher percentages (72.6% and 66.0%

respectively) of the mothers in W£SIGA and lYlES compared to 31.7% of the mothers in

CG exclusively breastfed their infants. Mothers inMESIGA were two times more likely

to practise exclusive breastfeeding as compared to those ill the CG {RJ{= 2.3; CJ (J .43-

3.67); (p<O.OOI)}.lnfants in MES were two times more likely to be exclusively breastfed

than infants in CG {RR=2.08; CI (1.27-3.4), (p<O.OOl)}. There was no significant

difference in exclusive breastfeeding rates between the infants in MESIGA and those ill

MES (RR= r.i, cr (0.86-1.4); (p=O.443)l (-r:ab1e 4.12).

At month four, 53% of the infants in MESIGA as compared to 33% inMES and 11% in

CG were exclusively breastfed. Infants in lv1ESIGA were about three times more likely to

be exclusively breastfed as compared to infants in CG {RR'-= 2.71; c;r (1.6-1.57);

(p<O.OOl)}. Infants in MES were two and a half times more likely to be exclusively

breastfed compared to infants in CO {RR= 2.46; CI (1.43-4.23); (p~-O.002)}. There was

no significant difference in exclusive breastfeeding fates between the infants in MESIGA

and those in MES {RR= 1.1; CI (0.86-1.4); (p=OA43)} (Tahle 4.12).

At the fifth month, fewer infants in all the three study g!oups were exclusively breastfed
. t·

than previous months. Significantly higher percentages (6l.6% and M.O(Yo respectively)

of infants in MESIGA and MES were exclusively breastfed than in CG (24.4%). Infants

in MESrGA were two and a half times more likely to be exclusively breastfed than

infants in CG {(RR=2.53; CI (1.43-4.46); p<O.OO1}. When compared to CO, infants in

MES were almost three times more likely to be exclusively breastfed than those in CG
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{(RR=2.62; CI (1.47-4.68); p=0:002}. There was lIO significant difference in the

exclusive breastfeeding rate between infants in M.ESIGA and those in MES (0.73-] .27);

p=0.790} (Table 4.12).

At sixth month, significantly higher percentages (58.9% and 46.0% espectively) of

infants in MES and MESIGA were exclusively breast-fed (IS compared to those ill cn
(24.4%). Compared to mothers in CG, mothers in MESIGA were two times more likely

to exclusively breastfeed their infants {RR=2.42; cr (l36-4.28); .p=.0004}. When

compared to infants in CG, infants in MES were about two times more likely to

exclusively breastfeed their infants {(RR=1.89; 'cr (1.02-3.49); p"",o.o:n}. There was no

significant difference in the exclusive breasrfeeding rate between infants in MESfGA and

those in MES {RR= 1.28 CI (0.9-1.83); (p=0.174)} (Table 4.12).
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.Table! 4.12: Effectiveness of the interventions on the cross-sectional exclusive breastfeeding rates

Study groups

Month EBF NfESIGA MES CG p-value Ref-=CG p- Re1'=CG p- Ref=~fES p-
status

N=73 N=50 N=41 \G::SIGA
value

MESvs CG
value r.,,1ESIGA value

vs vs
n(%) n(%) n(%)

CG
RR;95%CI

~1ES

RR;(95%CI) RR,95%CI

EBF 70(95.9) 45(90) 19(46.3)

Non- 3(4 1) 5(10) 22(53 7) <1).OOl :. J (1 48-:.89) <0. 00.1 !.94(1.38-: 73) <0.001 1.07(0.96-1 18) 0.:32
EBF

2 EBF 62(84.9) 39(78) 14(34.1)

Non- 11(15.1) 11 (22) 27(65.9) <0.001 2.5(1.6\-3.85) <O.OO! 2. 28( 1.46-3.58) <0.001 1.09(091 -1.3) o 3J.3
EBF

3 EBF 53(72 6) 33(66) 13(31.7)

Non- 20(274) 17(34) 28(68,3) <0001 2.3(1.43-3.67) <0.001 2.08(127-3.4) 0,001 1.1 (0,86-1.4) 0.443
EBF

4 EBF 53(72.6) 33(66) 11(26.8)

Non- 20(274) 17(34) 30(73.2) <0.001 2.71 (1.6-4.57) <0.001 246(1.43-4.23) 0.002 1.1(086-14) 0.443
EBF

5 EBF 45(61.6) 32(64) 10(24.4)

Non- 28(38.4) 18(36) 31 (75.6) 0.001 2,53(1.43-446) 0.001 2.62(1.47-4.68) 0.002 0.96(0.73-1.3) 0.790
EBF

6 EBF 43(58,9) 23(46) 10(24.4)

Non- 30(41.1 ) 27(54) 31 (75.6) 0.002 2.42(1.36-4.28) 0.004 1.89(1.02-3.49) 0,033 1.28(0.9-1.83) 0.\74
EBF

EBF= Exclusive breastfeeding; Non-Ebli=Non-exciusive breastfeeding
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, 4.5.2.2 Effectiveness of the interventio~s on cumula'tive exclusive breastfeeding rates
i

Cumulative exclusive breastfeeding rates were determined by analyzing proportions of

infants breastfed continuously from month 1·to 6. At one month MESIGA and MES hall

significantly higher percentages (95.9% and 90.0% respectively) of infants who were

cumulatively exclusively breastfed than CG (46.3%). When compared to CG, infants ill

MESIGA were two times more likely to be cumulatively exclusively breastfed

{RR=2.07;CI (1.48-2.89); p<O.OOl} and when CG was compared to MRS, mothers ill

MES were two times more likely to cumulatively exclusively breast feed their infants for

one mouth {RR= l.94; CI (1.38-2.73); p<O.OOl}. Mothers illMESTGA were more likely

to cumulatively exclusively breastfeed their infants as compared to mothers in ~1ES

{RR= 1.09; Cl (0.89-1.33) p=0.232} but this difference was 1I0tsignificant Crable 4.D).

At two months cumulative exclusive breastfeeding rates were 80.8% and 74.011/0 for

mothers in MESIGA and MES respectively as compared to 14.6% in CG. Compared to

il1f~nts in CG, infants in MESIGA were five times more likely to be cumulati /ely

exclusively breastfed {RR=5.5; CI (2.62-11.66); p<O.OOl}. Compared to infants in CG,

infants in MES were five times more likely to cumulatively exclusively breasrfeed

{RR=5.06: CI (2.37-10.78); p<O.OOl}. Mothers ill tvrESIGA were more likely to

cumulatively exclusively breastfeed ther infants as compared to mothers in iViES

{RR=1.09 CI (0.89-1.33); p=O.384} but the difference was not significant (Table 4.13).
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By the third month after birth, 60.3% of infants in MES[GA, 50.0% of infant 1Tl MES

and only 5.0% of the infants in CG were cumulativ Jy exclusively breastfed since birth.,

When CG was. compared to ME lGA, mothers in MESLGA wen; twelve times more

likely to cumulatively exclusively breasrfeed their infants {RR= 12.36; Cl (3.16-4H.35);

p<O.OOl}. When compared to CG, mothers in MBS were ten times more likely to

cumulatively exclusively breastfeed their infants {RR=l0.25; cr (2.58-40.73); p<O.OOl}.

Mothers in MESIGA were more Likely to cumulatively exclusively breasrfeed their

infants as compared to mothers in MES. {RR= 1.21 (0.86-1.6R); p=O.27J}, again this

difference was not significant (Table 4.13).

By the fourth month, significantly higher percentages (54.8% and 40.0% respectively) of

infants in MESIGA and MES compared ro CG (2.4%) were cumulatively exclusively

breastfed. When compared to CG, mothers ill MESIGA were twenty-two times more

likely to cumulatively exclusively breastfeed their infants {RR=-""'22.5;C! (3.2 157.4);

p<O.OOl}. When CG was compared to MES, infants in the latter were sixteen times more

likely to be cumulatively exclusively breastfed to the fourth month IRR=·16.4 C[ (2.3·

117.1); p<O.OOl}. Mothers in MESIGA were more lik~ly to cumulatively exclusively

breastfeed their infants as compared to mothers in MES {Rf =1.37 C} (O.n-2.04);

p=O.l22} but this difference was not sign'ficant (Table 4.13).

During the fifth month, 43.8% of the mothers in MESTGA and 26.0% in Nms were still

cumulatively exclusively breastfeediug ,their infants '. N ne of the mothers in CG had

practised cumulative exclusively breastfeeding . lip to S months. Mothers in MESIGA
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were nearly twice more likely to cumulatively exclusively breastfeed when compared to

mothers in MES for five months {RR= 1.69 CI (0.99-2.88); p=O.056}, showing a

significant trend. At six months, mothers in MESIGA were significantly more likely to

cumulatively exclusively breastfeed their infants as compared to mothers in MES {RR=

2.74 CI (1.1-6.82) p=O.03} (Figure 4.3 and Table 4.13).
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Figure 4.3: Impact of the interventions on cumulative EBF rates since birth to 6 month
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Table 4.13: Effectiveness of the interventions on cumulative exclusive breastfeeding (since birth) practices by month and
srudv groups

----Study Groups
Month Cumulative MESIGA MES CG ?- Ref-=CG p-value Ref-=CG p-value Ref-=NlES p-value

exclusive N=73 N=50 N~-4, value l\iSSICA vs :\1ES va CG MESIGA vs
B reastfeed ing n(%) n(%) n(%) ·C~J R.1..,95%CI NfES

P..R;(9~%Cl)

CEBF 70(95.9) 45(90) 19(463) <l)O ~ 2',)"7',1 4,3-2.89) <.001 194{l ";-2,3) <.001 1.07(0.96-1.18) 0.232
Non-CEBF 3 (4.1) 5(10) 22{S3.7)

2 CEBF 59(80.8) 37(74) 6( (46) <.001 5 5(2.62 -11.66) <.001 .:. lIlA-I0 78) < 001 1 09(089-: .33) 03S.i
Non-CEBF 14{19.2) 13(26) 35(854)

3 CEBF 44(60.3) 25(50) 2(4.9) <.001 12.4(3. 2 -~8 4) < 00; 10.3(2.6-407) <.001 12!{0 %-1.68) 0.273
Non-CEBF 29(39.7) 25(50) 39(95.1)

4 CEBf 40(54.8) 20(40) 1(2.4) <.001 22.5(3.2-157.4) <0001 16.4(2.3-117.1) <.001 1.37(0.9.:'-:>0,1) 0.122
Non-CEBF 33(45.2) 30(60) 40(976)

5 CEBF 32(43.8) 13(26) 0(0) <.001 N/A <001 N/A <.001 1.69(0.99-2.88) 0.056
Non-CEBF 41(56.2) 37(74) 41(100)
Total 73(100) 50(100) 41(100)

6 CEBF 20(27.4) 5(10) 0(0) 0.002 N!A <.001 N/A <.001 2.74(1.1-6.82) 0.030*
Non-CEBF 53(72.6) 45(90) 41 (1 00)

CEBF'~Cumulative exclusive breas tfeeding; Non-CEBF=Not Cumula lively exclusively breastfed; lYiA=Not applicable
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4.5.2.3 Effectiveness of the interventions on the duration of exclusive breastfeeding

Mothers in CG cumulatively exclusively breasrfed their infants for a shorter period

compared to mothers in the two intervention groups in the study. The mean duration of

, cumulatively exclusively breastfed was 0.7(0.15) months for eG. No infants were

cumulatively exclusively breastfed for six months in CG. A higher percentage ofmothers

in MESIGA (27%) as compared to 'MES (10%) cumulatively exclusively breastfed for six

months. -The mean duration of cumulative exclusive breastfeeding for the MES was

shorter at 2.8 (0.24) months compared to 1'v1ESIGA at 3.4 (0.2) months (Wilcoxon test:

p<O.OOl) (Table 4.14 and Figure 4.4).

Table 4.14: Mean and median months of cumulative EBF by study group
------_._---------+-- ------_. __.

Study groups N MeaJ1 Median Proportion
(SD) (range) cumulative EHF

at 6months

MESIGA 73 3.4(0.2) 4.0(2-5) 27A%

MES 50 2.8(0.24) 2.5(2-1\~ lOO'Yo

WiJCOXOIJ p-
value

<iJ.OD ~,:,*

CG 41 0.7(0.1:-;-'5)'-----_0(Q_::.!.L ._g..:g~Yu.. . ._
**Signijical1i association (p<o.OOJ)
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Figure 4.4: Cumulative exclusive breastfeeding by study groups over 6-month period
Study group A =MESIGA; Study group B = MES; Study group C= Control group
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4.5.2.4 Effectiveness of income generating activities (IGAs) on MTMSGs meetings'

attendance

When mothers were asked how many meetings they had attended since the project was

started; over half (50.7%) of the mothers in MESIGA had attended all the seven meetings

as compared to none in MES. Nearly half (46.6%) of the remaining mothers in MESIGA

had attended a total of six meetings compared to only 6% in MES. Only 2.7% of the

mothers in MESIGA attended a total 5 meetings. Nearly half (48%) of mothers in MES

attended a total of 4 meetings while 46% of MES mothers attended a total of 5 meetings.

There was a significantly higher total attendance of meetings in MESIGA as compared to

MES (chi-square test; p<O.OOl) (Figure 4.5) and (Appendix 23).
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Figure 4.5: Total number of meetings attended by mothers in each group
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4.6 Prevalence of infant morbidity

4.6.1 Prevalence of infant morbidity by study gror ps

Mothers in the three study groups were asked about their infants' illness in the preceding

two weeks on monthly basis. At first month after delivery, significantly more infants in
,

CG (46.3%) than in :MESrGA (13.7%) and MFS (16.0%) vere sick (chi-square test;
I

p=O.OOl). At the second month after birth, 63.4% of the infants in CG as compared to a

significantly lower percentages in MESIGA (l9.1%) and MES 20.0%) were ill (chi-

square test; p<O.OOl) (Table 4.14).

During the third month, a significantly higher percent (46.3%) of infants in CO as

compared 26.0% in MES and only 11.0% in MESTG A were ill in the preceding two

weeks (chi-square test; p<O.OOl). At four months after delivery the same trend was

observed, a significantly higher percent (43.9%) of the infants in CG as compared to

22.0% in MES and 17.0% in MES[OA bad been ill (chi-square test; p=O.{)O/~)(Table

4. J 5)
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Table 4.15: Prevalence of infant morbidity by study groups over the o-month period
._----_. - - ____ ~_ -._._0_- _________ .____________ .

Study Groups
Months Infant sickness MESlGA MES CG Total Chi-sq.

2-Weeks Recall ~~_. __ Il(%) _ 0(%) n(%) p-value
Sick lO(lJ.7) 8(16.0) 19(1\6.3) 37(22.0)
Not sick 63(86.3) 42(84.0) 22(53.7) I27(T/A) 0.001*
Total 73(100) ~O(lOO) 41(100) 164(100)

2 Sick 14(19.2) 10(20.0) 26(634) 50(30.5)
Not sick 59(80.8) 40(800) 15(36.6) t 14,69.5) <0.001**
Total 73(100) 50(100) 41(100) 164(100)

. 3 Sick 8(11.0) 1,3(26.0) 19(46.3) 40(24.4)
Not sick 65(89.0) 37(74.0) 22(53.7) 124(75.6) 0.001*
Total 73(100) 50(100) 41(100) 164(100)

4 Sick 13(17.8) 1t{22.0) 18(43.9) 42(25.6)
Not sick 60(82.2) 39(78.0) 23(56.1) 12~(74.4) 0.OU4*
Total 73(100) 50(100)' 41(100) 16<1( lUO)

5 Sick 12(16.d~ 22(44.0) 25(61.0) 59(16.0)
Not sick 6) (83.6) 28(56.0) 16(390) 105(64.0) <0.001**
Total 73(100) 50( 100) 41(100) 1Mel 00)

6 Sick 12(16.4' 1] (22.0) 12(29.3) 35(11.:\)
Not sick 61(83.6) 39(78.0) 29(70.7) 129(78.7) 0.274
Total 73(100) _5~(]~.i! t~~l..~000} -------

*Significant association (p<O.05); =Sign iftcant associauon ([),,(i.flO!)
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4.6.2 Trends in the types of illness the infants suffered from by study groups over

the 6-month period

During the first month after delivery there was a significantly higher percentage

(68.4%) of the infants in CO suffering from diarrhoea compared to 21.1% in MES and

10.5% in MESIGA. More infants in MESIGA (58.3%) suffered from acute respiratory

infections (ARIs) compared to 16.7% in }'1ES and 25% in CO (chi-square test;

p=O.008). At two months, a significantly higher percentage (90%) of the infants who

were sick from diarrhoea was from CG and ]0% from MESIO A, no infants in tJIES

had diarrhoea. Among the infants who suffered ART from the three groups, more

infants were from CO (45%) as compared to 29.7% from MESIGA and 24.3% from

.!'v1ES(chi-square test; p=O.025). At three months, a higher percentage (44.8%) of

infants in CG suffered from ARI as compared to 27.6% in IviES and 27.6% in

MESIGA Equal proportions of those who suffered from diarrhoea were from MES

and CG. None of the infants in MESIGA had diarrhoea during the same period (chi-

square test; p=O.285) (Table 4.] 5).

A similar trend was observed at the fourth month; a higher proportion of the infants

were at risk of diarrhoea and ARI were from CG as compared to ME:~:TGAand MES.

In the fifth month, a significantly higher percentage (65.4%) of the infants who

suffered from diarrhoea were from CG as compared to 19.2% in Mf';S and 5.4% in

MESIGA A higher proportion (46.4%) of the infants who suffered from ART were

from JvffiS as compared to 28.6% who came from MESIGA and 25'~;1from CG (chi-

square test; p=O.018). At six months, a higher proportion of the infants who suffered

from diarrhoea (54.5%) were from CG as compared to 2~/.J% from MES and 18.2·10

from MESIOA. MESIGA had a higher perc ntage (J9 i%) of the infants who
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suffered from ARl as compared to 34.~% from MES had and 26.1 % from CG (chi-

square test; p=().299) (Table 4.16).

Table 4.16: Infant morbidity by study groups

.--------------------- ..~----.~------.---
Study groups . Chi-square

test
Months Type of illness MESIGA tvlES CG p-valu

n(%) n(%) n(%)

ARI 7(58.3) 2(16.7) 1(2:)
Diarrhoea 2(10.5) 4(21 1) 13(6~.4)
Eye infection J(33.3) 2(66.7) 0(0) O.OO~*
Others 0(0) 0(0) 3(100)
Total 10(27) 8(21.6) 19(514)

, 2 ARI 11(29.7) 9(24.3) 17(459)
Diarrhoea 1(10) O{O) 9(90)

0.025*Fever 1(100) 0(0) 0(0)
Others 1(50) 1(50) 0(0)
Total 14(28) 10(20) 26(52)

3 ARI &(27.6) 8(27.6)· 13(448)
Diarrhoea 0(0) 5(50) 5(50)

02R5Eye infection 0(0) 1(100) 0(0)
Others 0(0)- J(5D) 1(50)
Total 8(19), J5(35.'I) 19(452)

4 ARI 7(29.2) 3(12.5) H(5S.3)
Diarrhoea 5(33.3) 4(26.7) 6(40)
Eye infection 1(100) 0(0) 0(0) 0.086
Fever 0(0) 2(100) 0(0)
Others 0(0) 2(66.7) I(13J)
Total 13(28.9) 11(24.4) 21 (46.7)

5 AR[ 8(28.6) B(46-'1) 7(25)
Diarrhoea 4(l5.4) 5(192) 17(6'\4) 0.018 ¥
Eye infection 0(0) 2(100) 0(0)
Others 0(0) 2(50) 2(50)
Total [2(20) 22(36.7) 26(43.3)

6 ARI 9(39.1) 804.8) 6(26.1 )
Diarrhoea 2(18.2) 1(27.3) 6(545) 0.299
Others 1(1 00) 0(0) 0(0)
Total 12(34.3) Ll(314) 12(343)

"Significant association (p<O.05); ARl=Ac';te re.~pimu)I)0;uecli-;;fI(j;-(~!h;;r.\·::.-;lIai(;;·i;;:eal'i1Jjecfioi~
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4.6.3 Infant morbidity by exclusive breastfeeding status and age

At the first month after delivery, most (89.5%) of the infants who 'were sick from

diarrhoea had not been exclusively breastfed as compared to 10.5% of the infants who

had been exclusively breastfed. However, more (91. 7%) of the infants who had been

exclusively breastfed were sick from ARls as comps red to 8.3% who had n01 been

exclusively breastfed (chi-square test; p<O.OO 1). At second month, a higher proportion

(51.4%) of infants who suffered from ARl had been exclusively breastfed as

compared to 48.6% who had not been exclusively breast fed (chi-square test;

p=0.019). At third month, similar trend of diarrhoea prevalence was observed with all
,

, infants who were sick from diarrhoea being those who had not been exclusively
l

breastfed. A higher proportion (58.6%) of the infants who were sick from ARJ had not

been exclusively breastfed as compared to 41.4% who had been exclusively breastfed
. .

but not significantly different (chi-square test; p=O.057) (Table 4.16).

At the fourth month, all infants who had diarrhoea had not been exclusively breastfed.

A higher proportion (70.8%) of the infants who had suffered from ARls had Hot been

exclusively breastfeed as compared 10 29.2% who had been exclusively breast!' d

(chi-square test; p=0.006). At fifth month, all infants who were ill from diarrhoea had

not been exclusively breastfed. Nevertheless, higher proportion (53.6%) of the infants

who suffered from ARfs were from the group of those who had b en exclusively

breastfed while 46.4% had not been exclusively breastfed (chi-square test; p<OOO I).

At sixth month again, all infants who suffered from diarrhoea had not been

exclusively breastfed. Majority (87%) of the infants who were ill from ARTs were

those who had not been exclusively breastfed as compared :0 only 13% who had been

exclusively breastfed (chi-square test; p<O.OOI) (Table 4.17).
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Table 4.17: Infant morbidity by exclusive breastfeeding status

Month Illness Exclusive breastfeeding Chi-square test
EBF Non-EBF p-value
n(%) n(%)

ARI 11(91.7) 1(83) 0001 **
Diarrhoea 2(] 0.5) 17(89.5)
Eye infection 2(66.7) 1(33.3)
Others 2(66.7} 1(33.3 )
Total 17(45.9) 20('i4,1 )

2
ARI 19(51.4) 18(48.6) 0.019>1-
Diarrhoea 0(0) 10(100)
Fever 1(100) 0(0)
Others 1(50) 1(50)
Total 21(42) 29(58)

3
ARI 12(4Iil) 17(586) 0,057
Diarrhoea 0(0) 10(100)
Eye infection 0(0) I( 100)
Others 0(0) 2(100)
Total 12(28,6) 30(71.'1)

4
ARI 7(292) 17(70,8) 0,006*
Diarrhoea 0(0) 15(100)
Eye infection 1(100) 0(0)
Fever 2(100) 0(0)
Otbers 1(33.3) 2(667)
Total 11(24.4) 34(756)

5
ARI 15(53.6) 13(46.4) <0,001 **
Diarrhoea 0(0) 26(100)
Eye infection 2(l00)' 0(0)
Others 2(50) 2(50)
Total 19(31.7) 41(68.3)

6
ARl 3(13) 20(87) 0.425
Diarrhoea 0(0) j 1(100)
Others 0(0) I(100)
Total 3(8.6) ~~<2J.:iL__________

"Significant association (p<O.05); **Significan/ association (p.:.O.OOJ); AR1=AL'lIte respiratory
infections; others=malaria, ear infections; E;BF= Exclusive breastfeedtng; Non-EBF=Non-Exdllsive
breastfeeding

4.7 Infant nutrition outcomes by study groups

4.7.1 Trends in infant weight over time by study groups

At delivery, infants' birth weights were significantly different III the three study

groups with those born of mothers in MES1GA having the highest mean birtl weight

of {3.8(±O.3kg)} followed by CG (3.7(±0.5) kg} and MES having the 'lowest mean
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infant weight {3.6(±O.5) kg} ( Kruskal Wallis test; p=O.032). By second month,

infants in MESIGA were significantly heavier with a mean weight of 4.6(±0.4) kg,

followed closely by MES with 4.4(±O.5) kg and CG with a mean weight of 4.3(±0.4)

kg (Kruskal Wallis test; p=O.OOI) (Figure 4.6).

At third month, the infants mean weight had increased to 5.6 (±O.5) kg in MESIGA,

5.0(±0.5) kg in CG and 4.6(±O.5) kg in MES (p<O.OOI). At the fourth month, infant

mean weights {6.3kg and 6.1 kg respectively} in the two intervention groups

MESIGA and MES were significantly higher than in the CG {5.6(±O.5) kg}(p<O.OOl).

A similar trend was observed at the fifth month (MESIGA-6.9(±0.4) kg, MES-

6.8(±0.4) kg and CG-6.5(±0.4) kg (p<O.OOl) and sixth (MESIGA-7.5(±0.4) kg, MES-

7.3(±0.3) kg and CG-6.9(±0.4) kg (p<O.OOI) month where the mean weights were

higher in the two intervention groups than CG group (Figure 4.6).
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Figure 4.6: Infant monthly weight by age and study groups
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4.7.2 Trends in infant mean monthly weight over time by intervention groups

The mean monthly weight of infants in the two intervention groups (MES and

MESIGA) were compared to determine whether there were any differences between

them. At month one, infants in MESIGA were significantly heavier than infants in

MES (3.8kg and 3.7kg respectively) (Wilcoxon Two-Sample Test; p=":0.007). Similar

trends were observed at second and third months (Wilcoxon Two-Sample Test; p<0.009

and p<O.OOl respectively). At fourth month, infants inMESIGA were heavier

(6.3kgs) than infants in MES (6.1kgs) but the difference was not significant (Wilcoxon

Two-Sample Test; p<0.105). At fifth month, infants in MESIGA were significantly

heavier (6.9kgs) than infants inMES (6.&kgs) (Wilcoxon Two-Sample Test; p<0.036).

Similarly, at the sixth month; infants in MESIGA had a significantly higher mean

monthly weight of 7.5kg when compared to infants in MES (7.Jkgs) (Wilcoxon Two-

Sample Test; p~.003) (Table 4.18).

Table 4.18: Trends in mean monthly infant weight over time by intervention groups

Intervention groups

Month MESIGA MES Wilcoxon test:

(N=73) (N=50) p-value

Mean (SD) Mean (SD)

1 3.8(0.3) 3.6(0.5) 0.007*

2 4.6(0.4) 4.4(0.5) 0.009*

3 5.6(0.5) 4.6(0.4) <0.001 **

4 6.3(0.4) 6.1(0.5) 0.105

5 6.9(0.4) 6.8(04) 0.036*

6 7.5(0.4) 7.3(0.3) 0.003*
__ 0 ________ ~ ____

+Stgntficant association (p<O.05); ** Significant association (p<ll.00 I)



105

4.7.3 Infant weight gain by exclusive breastfeeding (cross-sectional) status and

age

The monthly mean infant weight gains in exclusively breastfed infants were compared

with non-exclusively breastfed infants. At the second month after delivery, infant

monthly mean weight gain in exclusively breastfed infants was higher (O.8kg)than

weight gain in non-exclusively breastfed infants (O.7kg)(t-test; p=O.069).At the third

month, monthly mean weight gain was equal in both groups. At the fourth month,

monthly mean weight gain was higher (1.0kg) in exclusively breastfed infants as

compared to non-exclusively breastfed infants (t-test; p=O.047) however, this

difference was not significant. At the fifth month, exclusively breastfed infants had a

higher monthly mean weight gain at O.8kgas compared to non-exclusively breastfed

infants at O.7kg(t-test; p=O.086)but this difference was not significant. Similarly, a

higher monthly mean weight gain of O.6kg was recorded in exclusively breastfed

infants as compared to O.5kg in non-exclusively breastfed infants (t-test; p=0.434)

again it was not significant (Figure 4.7).
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Figure 4.7: Infant mean weight gain by exclusive breastfeeding status
EBF- Exclusively breastfed infants; Non-EBF- Non- exclusively breastfed infants
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4.7.4 Infant monthly weight by cumulative breastfeeding status and age

The monthly weights of cumulatively exclusively breastfed (CEBF) infants were

compared to the monthly mean weights of non-cumulatively exclusively breastfed

(non-CEBF) infants to determine whether there was any difference between the two

groups. At the first month, cumulatively exclusively breastfed infants were

significantly (Wilcoxon Two-Sample Test; p=O.014) heavier than non- cumulatively

exclusively breastfed infants (3.8kg and 3.7kg respectively). Similar trend was

observed at second month and third months. Significantly (p<O.OOl, p<O.OOl and

p<O.OOl respectively for second, third and fourth months respectively) higher weights

(4.6kg, 5.3kg and 6.2kg for second, third and fourth months respectively in CERf)

and (4.4kg, 5.0kg and 6.0kg respectively for second, third and fourth months for non-

cumulatively exclusively breastfed infants.

, At the fifth month, cumulatively exclusively breastfed infants had a significantly

different monthly mean weight of 6.9kg when compared to non-cumulatively

exclusively breastfed infants' monthly mean weight of 6.7kgs (Wilcoxon Two-Sample

Test; p<O.OOl). Similarly, at six months; cumulatively exclusively breastfed infants

had a significantly different monthly mean weight of 7.4kg when compared to non-

cumulatively exclusively breastfed infants.' monthly mean weight. of 7.1kgs (Wilcoxon

Two-Sample Test~p<O.OOl) Cfable 4.19).
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Table 4.19: Monthly mean infant weights by cnmulati .e exclusive breas feeding
status

Months Cumulatively
----------------

Non-cumulatively Wilcoxon Two-
exclusively exclusively breastfed Sample Test;
breastfed (n) p-value
(n) Mean weight (kg)
Mean weight (SD)
(kg) (SD)

(n=134) 3.8(0.4) (n=JO) 3.7(0.5) 0.014*

(n=115) 4.6(0.4) (n·=A9) 4.4(0.5) <.0.00 1**

(n=99) 5.3(0.6) (n= 55) 5(0.6) <0.001 *
(n=97) 6.2(0.5) (n=-c67)6(0.5) <0.001 ~*

(n=87) 6.9(0.4) (0=77) 6.7(0.4) «i.oot-»
(n=76) 7.4(0.4) (n=88) 7.1 (0.5) <0.001**

2

4

5

6

4.7.5 Infant nutrition status by study groups

At month one after delivery, a higher percentage of infants in MES (to.O~·;;) compare 'I
r

to CG (4.9%) and MESrGA (1.4%) were malnourished (chi-square test p-=O.(75). At

the second month, a higher percent in CG (14.6%) as compared 10 MES (6.0%)" and

MESIGA (4.1 %) of the infants were malnourished (chi-square test; p=O.] 41) At three

months, no infant in MESIGA was underweight but a significantly higher percent in

MES (30.0%) compared to CG (22.0%) were underweight (chi-square test; p<O.OOl).

At the fourth month, a higher percentare 'of infants in CG ( 8%) were underweight

compared to l\1ES (6.0%) MESIGA (!.4%) (Chi-squa e test; p=O.141). At fifth

month no infant in MES was underweight, however, a. significantly higher percentage

of infants In CG (9.8%) were underweight compared 10 MES[GA (i.4%) (Chi-square

test; p=O.017). At sixth month, a tower percent of infantsiu CO 0..4%) compared to
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MESIGA (2.7%) were underweight but DOGe of the infants in MES was underweight

(chi-square test, p=O.611) (Table 4.20).

Table 4.20: Infant nutrition status by time and study group .

Months

.------ - Study Group --'- ------- - -.----- --- ---------------
Weight-for-Age MESIGA MES en Total
Z-scorcs

Chi-sq;
p-Valut

N=73 N=50 N=41
.____________ n(%) . n (%) n(%) n(%)

Malnourished ----j(T4)----------S(IO)---i(4.9-) -·--8(4~9r----O.07.f---
Normal weight 72(98.6) 45(90) 39(95.1) 150(95.1)
Total 73(100) 50(100) 41(100) 164(100)

2

3

4

5

Malnourished 3(4.1 ) 3(6) n(14.6) 12(7.3) 0.141
Normal weight 70(95.9) 47(94) 35(85.4) 152(92.7)
Total 73(l00) 50(100) 41(100) 164(100)

Malnourished 0(0) 15(30) 9(22) 24(14.6) <0.001 **
Normal weight 73(100) 3S(70) 32(78) 140(854)
Total 73(100) 50( I 00) 41(100) 104(100)

Malnouri shed 1(1.4) 3(6) 4(9.8) S(49) 0.114
Normal weight 72(98.6) irJ(94) 37(90::'0 156(95.1 )
Total 73(100) 50(1')() 41 {I t)lJ) 16'1( I (0)

Malnourished 1(1.4) 0(0) 4(91;) )(3) 0.U!7
Normal weight 72{98.6) ')O( I 00) J7(90.,!.\ 150(91)
Total 73(100) . 50(JUO) 41 (lOG) 164(100)

6 Malnourished 2(2.7) , 0(0) 1(24) 3(l.tl) 0.6J 1
No rmal weight 71(97.3) SO(lOO) 40(976) 16 i (9~2)

___ . Total i 73(J QQL .__~~J.oOL_~Yl0.0L_10(l qQ) . _
**Significant association (p<O.OOl)

4.7.6 Infant nutrition status by exclusive breastfeeding status and age

At first month after delivery, a higher p (cent (77.8%) of exclusively breastfed infants

were malnourished compared to 22.2% non-exclusivelv brcastfed. The difference was

however, not significant (chi-square test. p=O.729). At second month, a higher percent

(53.8%) of non-exclusively breastfed infants wer~ malnourished as compared to

46.2% of exclusively breastfed. Likewise, the drfterence. was not significant (chi-

square test;p=0.062). At third month, it significantly higher rh~l\:Cl I {58.3i;~) of no 11-
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exclusively breastfed infants were malnourished compared to 41.7% exclusively

breastfed (chi-square test; p=O.043) Crable 4.19).

Similarly, at the fourth month, a higher proportion (75%) of non-exclusively breastfed

infants were malnourished as compared to 25% exclusively breastfed. The difference

was however, Hot significant (chi-square test; p=O.064). At the fifth month after

delivery, significantly all (100%) malnourished infants were nun- exclusively

breastfed (chi-square test; p=0.021). At six months, a higher percent (66.7%) of non-

exclusively breastfed infants were malnourished as compared to 33.3% of exclusively

breastfed. However this difference was not ignificant (chi-square test; p-=O.999)

(Table 4.21).

I
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Table 4.21: Infant nutrition status and exclusive breast feeding status

Months **Weight-for-Age Exclusive breasrfeeding
-----------_.- -- ---------

Non-exclusive Chi-sq;

Z-score N(%) breastfeeding
p-value

N(%)

1 Normal 127(81.9) 28(18.1) 0729

Malnourished 7(77.8) 2(222)

Total 134(81.7) 30(l&J)

2 Normal 109(72.2) 42(27.8) 0.062

Malnourished 6(46.2) 7(53.8)

Total 115(70.1 ) 49(29.9)

3 Normal 89(63.6) 51(36.4) 0.043*

Malnourished 10(41.7) 14(58.3)

Total 99(60.4) f,5(J9.6)

4 Normal 95(60.9) 61(39.1) 0.064

Malnourished 2(25.0) 6(75.0)

Total 97(59.1) 67(-10.9)

5 Normal 87(54.7) 72(tl5J) 0021-"

Malnourished 0(0) 5( tOO)

Total 87(53) 77(47)

6 Normal 75(46.6) 86(534) 0999

Malnourished 1(33.3) .' 2(66.7)

1.'otal 76(46.3) RR(SJ .7)
----------------------------------

"Significant association (p<O.05): **Jvlalnourished: Both moderate «-2) and severe (--3)
infant malnutrition

4.8 'Factors associated with exclusive breastfeeding over the 6-month period

The study sought to determine the fact rs associated with exclusive breastfeeding of

the infants in the study area at different months dunng the intervention period.

Maternal socio-economic characteristics, pre-natal, peri-natal and infant feeding

practices during the first month after delivery were investigated in relation to

exclusive breastfeeding from second to sixth month.
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4.8.1 Association between maternal· socio-economic status and exclusive

breastfeeding

Household wealth index scores were computed using principal component analysis

(peA) model. Household assets such as radios, televisions, motor cycles, phones,

housing and land were considered. Ownership of animals such as cows, goats and

chicken were also included.

Wealth index scores obtained were not associated with exclusive breastfeeding at all

months (Appendix X).

4.8.2 Association between early infant feeding practices and the practice of. .

exclusive breastfeeding

At first month after delivery, initiating infants 10 breastfeeding within ,one hour of

birth and giving infants colostrum were an significantly associated with exclusive

breastfeeding (chi-square test; p<O.OOl). At second month, only giving breast milk as

first feed after birth was significant (chi-square test; V~O.O(8) while at the third month

the only practice significantly associated with exclusive breastfeeding was grving

infants colostrum after birth (chi-square test; p=O.023) (Table 4.22).

At fourth month, two infant feeding practices were significantly associated with the

practice of exclusive breastfeeding. Giving infant breast milk as first feed and giving

colostrum after birth were significantly associated with exclusive brcastfeeding (chi-

square test; p=O.022 and chi-square test; p=O.026 respectively). At fifth month, the

results showed that the only variable significantly associated with exclusive

breastfeeding was the giving breast mil: to infants as the first feed after birth. There
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were no infant feeding practices which were significantly related with exclusive

breastfeeding at six months (chi-square test; p=O.039) Crable 4._2).

Table 4.22: Early infant feeding practices and their association with EBF

Month Early infant
practices

N(%) N(%)
1

Initiation of breastfeeding Yes 127(gS R) 21(14.2) <.001 *•.
within Ihr of safe delivery No 7(43.8) 9(56.3 )

Colostrum given after birth Yes 134(83.8) 26(163) <.001 **
No 0(0) 4(100)

2 Breast-milk as first food after Yes 106(71.1 ) 43(28.9) 0.008*
delivery No 9(60.0) 6(400)

3 Colostrum given after birth Yes 99(61 9) 61(181) 0.023""

No 0(0) 4(100)

4 Breast-milk as first food after Yes 93(62.4) 50~j7.6) (; 022*
delivery No 4(267) 11(73J)

5
Colostrum given after birth Yes 97(60.6) 63(39.4) u.026*

No 0(0) 4( 100)

6 Breast-milk as first food after Yes 84(56.4) 65(436 ) 0.030*
delivery No 3(200) 1:>(80.0)

+Significam association (p<O.05); +Significant a.I'.meiatlc);; (1;' o.u.oTF----------
EBF= exclusive breastfeeding; NOll-EBF~ Not exclusively brcastfed

4.8.3 Association between infant morbidity and brcastfeedir g status and age

Analysis was done to find out whether exclusive breast feeding vas asso iated with
I

infant morbidity at different stages of growth between 0-6 months. Results showed

that at first month, a significantly higher proportion (66.7%) of infants who fell ill

were not exclusively breastfed as compared to 12.7% of the infants who were

exclusively breastfed (chi-square test; p ~O.OOl).At second month, still a significantly

higher percent (58%) of infants wlx fell 111 were not exclusively breasrfed as

compared to 42% of those who were exclusively brc: :::i rut (chi -square test; p<O.OOI).
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Similarly, at three months with 71.3% of the infants who tell ill were not exclusively
\

breastfed as compared to 28.7% exclusively breastfed infa ts (chi-square test;

p<O.OO]).

At the fourth month, 75.6 % of infants who got sick were not exclusively breast fed

compared to 24.4% of the infants who were exclusively breastfed (chi-square test;

p<O.OOl). At the fifth month, 68.3% of the infants who got sick were not exclusively

breastfed as compared to 31.7% of the infants who were exclus iveIy breastfed (chi-

square test; p<O.OOl) while at six months 91.4% of the infants who got sick were not

exclusively breastfed as compared to 8.6% of the infants who w re exclusively

breastfed (chi-square test; p<O.OOl) (Table 4.2.3).

Table 4.23: Relationship between infant morbidity and breastfeeding S.t3tuS
_._---- --------------

Month Infant morbidity EBF Non-EUF Chi-sq;
N(%) N (%) p-vaiue

1
Infant was ill 17(12.7) 20(66.7) <O.OOl **
Infant was not ill 117(87.3) IO(JJ 3)
Total 134(100) 30(100)

2 Infant was ill 21 (42.0) 29(Sfi.O)
<0.01) I *"*

Infant was not ill 94(825) 20(!7.5)

Total 115(70.1) 4/(29.9)

3 Infant was ill 12(28.6) )0(714)
Infant was not ill 87(71.3) 35(28.7) <O.DO 1.•.•.

Total 99(60.4) oS(19.0)

4 Infant was ill 11(24.4) )'1("l56)
Infant was not ill 86(72.3) 33(177) <0.001 "'*

t
Total 97(59.1) 67(40.0)

5 Infant was ill 19(J 17) 41(68 J)
Infant was not ill . 68(65.4) J6(34.n) <0.001 **
Total 87(53.0) 77(47.0)

6. In fant was ill 3(8.6} 32(91.4)
Infant was not ill 73(56.6) 5tJ(4J 4) <0.001 **
Total 76(46.3 ) :____88f;1.Jl ______________

* "p-value Significant at p< 0.00 J :
t.73F= exclusive breastfecding; NOl1-F.BF= N,)/ exclusive!v breastfed
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4.9 Predictors of the practice of exclusive b 'eagtfeed;ng over the 6·-montb period

Multiple logistic regression analy ..•is of an factors associated wi I t te practice of

exclusive breastfeeding on a monthly basis was conducted to establish factors' t1at

predict mothers to exclusively breastieed infants ~Il the study area At month 0 it:,

there were no factors that predicted exclusive breastfeeding. At 1:wO months, infants

who got sick had 27.0% odds of being exclusively br astfed compared to those who

did not tall ill {OR=O.27; 95% CI (0.12-0 ..63), p=O.002}. .ack of infa l illness vas a

predictor of EBF. At the third month, infants who had been given other feeds other

than breast milk since delivery had 17.0% odds or being excl sively breastfed

compared to .infants who were not given other feeds other than breast milk since

delivery {OR= 0.17(CI:0.05-0.55); p=0.003}. At the fourth month, infants who were

given other feeds other than breast milk since delivery had 35.0% odds of exclusive

breastfeeding their infants compared to infants who were not given other feeds other

than breast milk since delivery {OR=O 35; 95% Cl; (0.17-0.69),,'f- 0.003). (Table:

4.24). Hence, giving infants only breast milk was a predictor (\f DBF.

At the fifth month, mothers who received breastlceding mfonnution at a health

facility were more than two times more ltkely to exclu: ively breastfeed their it fants

compared to mothers who received breastfeeding iuforruation from elsewhere

{OR=2.45; 95% CI; (1.24-4.87), p=0.030}. Mothers receiving breastfeeding

information from health facilities was <1 predictor ofEfsl'. At the sixth months, infants
,

who were given other feeds other than breast milk nnce delivery had 5.t)% odds of

being exclusively breastfed as compared to infants who we -e 110. giv n other feeds

other than breast milk since delivery (OR: 0.05(Cl:O.Ol-028); p--"O.OO1}. Hence,

giving infants only breast milk was a predictor ofEBF (f'nbl 4.24).
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Table 4.24: Multiple logistic regression ann lysis of predictors of exclusive
breastfeeding

. Montl:;---·-- ..- Independent
Variables

- ------ ._------------,
Odds Ratio
(95%Cl)

P-value

2 Baby been sick
0.27(0 l2-O.6J) O.002~

3 G-iven anything to drin k
other than breast milk
since delivery

0.00]*

O! 7(005-055)

4 Given anything to drink
other than breast milk
since delivery

025(008-0.77) 0.015*

5 Health facility as a
source of breastfeeding
information

245(1.24-4.87) 0010*

Given anything tv drink
other than breast milk
since delivery

o 26(0 OH-0.H8)
0030"

6 Given anything to drink
other than breast milk 0.05(0.OJ.0.U)
since delivery

0.001*

*Significant association (p<0.05)

4.10 .Barriers to exclusive breastfeediag- F~m:H"gs from focus gn-Hip discussieus

(FGDs)

Focus group discussions were held to collect qualitative information on breastfeeding

practices from the mothers to validate the quantitative information collected using

questionnaires. Any discrepancies in the findings from the FGDs and the quantitative

information have been highlighted in the discussion. For each study group, two FGDs

were conducted; one FGD for mothers who exclusively breastfed Ior (, months and

one FGD for mothers who did not exclusively breastfeed for () months. A total of 6
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FGDs were conducted for the 3 study groups. The inforrnationfrom each of the FGDs

was analysed and presented separately as follows.

4.10.1 Results ofFGD with mother. in CG who exclusively breastfcd for SlX
months

4.10.1.1. Sources of infant feeding information in the community

The FGD participants reported that they received information on exclusive

breastfeeding from health care providers especially nurses and community health

workers. Mothers reported that family members gave information to mothers when

they delivered with particular attention to new mothers. Also they indicated that

friends advised them depending on their previous breastfeeding experiences. The

participants were in agreement that the inforrnati rn tl1GY received 'W:lS inadequate to

enable them exclusively breastfeed for the recommended six months.

4.10.1.2. Breastfeeding practices among the community members

The FGD participants reported that breastfeeding was common for infants because

breast milk contained all of the nutrient" required Ii.)! the infants' growth. Mothers

also reported that breast milk was cheaper than infant formulas and that breastfeeding

allowed mothers to be psychologically attached to their infants. Moreover, mothers

responded that they did not give their infants other feeds apart from breast milk since

it was adequate for proper growth and development They were: equn lly in agreement

that when the infant is sick, breastfeeding should continue and the infant should be

taken to the hospital

, 4.10.1.3. The benefits of exclusive breastteeding

The FGD participants reported that exclusive breastrcediug i:: feeding the infant with

breast milk only without giving any other feeds ur.fil six months after delivery.
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Mothers also reported that their babies who were exclusively breastfed gained weight

better than their counterparts who gave other feeds Mottie also reported that their

infants did not get sick as often as the infants of their friends who were not

exclusively breastfed. 'Breast milk c0r.lfa;ns water, proteins and II protects the infant

from viruses and bacteria' one participant reported.

4.10.1.4. Barriers to the practice of exclusive hrcastfecding

The FGD participants reported that: maternal work load especially farm work away

from home separated them with their infants and lack of adequate knowledge on

exclusive breastfeeding due to insufficient health staff at health facilities. Mothers

also cited early pregnancies (before six months after delivery) reduced time to

exclusively breastfeed their infants since pregnant mothers are not allowed to

continue breastfeeding.

4.10.1.5. Views on exclusive hreastfecding promotion using MTMSGs

The FGD participants suggested that there was neec for promotion of exclusive

breastfeeding in the entire community They recommended that this' could b done

through regular dissemination of bree .tieeding information at the health centres,

during ANC clinics and MCH clinics. They further suggested that breastfe ding

promotion couJd also be carried out through regular road shows and poster campaigns

at markets, churches and villages. They sugge ue I that onununity health workers

should have regular mother-to-mother support group meetings with all pregnant and

lactating mothers.
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4.10.2 Results of FGD with mothers from the C(; who did not exclusi «ely

breastfeed for six months

4.10.2.1 Sources of breastfeeding information in the community

The FGD participants reported that tbey received breastfeeding information from
,

health facility staff and relatives especially grandmothers or mothers-in-law. Mothers
i

reported that the information given from all sources was inadequate to exclusively

breastfeed their infants for six months. However, they reported that breastfeeding

information from the health facilities was more useful than all the other sources.

4.10.2.2. Exclusive breastfeeding and its benefits

The FGD participants reported that they had inadequate knowledge 011 exclusive

breastfeeding for the recommended six months period. The FOD participants

understood that exclusive breastfeeding was feeding infants with breast milk for six

months. 'Exclusive breastfeeding is giving the infant only breast milk without giving

anything else from birth to six months ofage .,said one mother. The FGD participants

reported that it was not possible to breastfeed exclusively for up to six months

because their infants also required other foods and drinks like water', fruits, cereals

and mashed food. They also reported tl-u breast milk produced was not adequate for

their infants' growth. Majority of tbe mothers also reported that they did not produce

enough milk to satisfy needs of their infants. Mothers further reported that although

breastfeeding is commonly practiced in the community exclusive breastreeding Is

rare.

4.10.2.3. Breastfeeding practices in the community

The FGD participants reported that when an infant is horn in their community, first

, feed given is honey. They reported that most of the n others did not practice exclusive,
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breastfeeding due to maternal work load. Mothers also cited that infants required

water because they gave water to the infants when thirsty. Although the women in the

focus group discussion reported they had fed colostrum to their infants, they reported

that some mothers in the community did not feed colostrum to their infants. They

considered colostrum as dirty milk that should be discarded.

,
4.10.2.4. Barriers to exclusive breastfeeding in the community

I

The FGD participants reported that inaccessibility to health centres for nutrition

services and poor infrastructure contributed to failure to exclusively breastfeed.

Family disagreements led to break up of families and according to local practices; the

infant is left with grandmother hence cessation of breastfeeding. "Married women

have little authority in this community and they have IJ{) power to choose which feeds

to give their infants' a mother said.

4.10.2.5. Perceptions on exclusive breastfeeding promotion using MTIV "Gs

The FGD participants reported that there was need to promote exclu 1Ve breastfeeding

in the district through dissemination of breas tfeeding information through MTMSGs.

They also suggested that community health workers should mobilize nil mothersinto

mother-to-mother breastfeeding support groups. They further suggested that exclusive

breastfeeding promotion should also b.: done through radios, televisions and local

dailies for greater coverage.

4.10.3 Results of IfGD with mothers in M.I!~Swho exclusively breastfed for 6
months

4.10.3.1. Exclusive breastfeeding and its benefits

The FGD participants reported that exclusive breastfecdiug is givmg only breast milk

to the infants without giving any other feeds for six months after delivery. They



120

reported that giving water to infants was net necessary since breast milk provided all

the water the infant required. They also reported that they exclusively breastfed their

infants up to six months and that they gave their infants CO]OStrUll1. The FGD

participants still reported that they had enough breast milk for six months. They also

reported that their infants had healthy weight gain and fell sick less often compared 10

those who were net exclusively breastfed. One participant said; .the exclusively

breastfed infants are very strong and clever', Moreover, they reported that their

infants bonded well especially when breastfeeding. TIley also added that their infants

played more often and were always lively. They pointed out that breast milk was free,

readily available and it did not need any preparation before giving to their infants.

4.10.3.2. Breastfeediag practices in the community

The FGD participants reported that breastfeeding up to 2 years was common in the

community but exclusive breastfeeding was rarely practised. They reported that

according to their culture, infants should not be fed on colostrum because the milk is

expired and hence not good for the infants. They reported that according to their

culture colostrum should be expressed onto clothes if baby is alive and to the nom if

the infant had died. Although mothers reported that this is the tradition, they said th :y

did not practise it anymore. They reported that they fed colostrum ~o their infants

because they knew it was good for infants' and provided immunity against diseases.

The mothers reported that exclusive breastfeeding up tll six months was uncommon

because: mothers Jacked adequate knowledge about its ben(:;rit~; mothers think that

exclusive breastfeeding up to six months was impossible because infants needed other

feeds for proper growth; some mothers produced inadequate breast milk hence their

babies cried often due to hunger, while others thought breast milk was inadequate Cor

the infants growth up to six months. The FGD participants also reported that some
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mothers believe that their infants needed water 10 quench thirst which often made

them cry.

4.10.3.3. Barriers to exclusive breastfceding in the community

The FGD participants reported that scme of the factors that hinder exclusive

breastfeeding were; separation of mothers and infants due to family disputes; heavy

maternal workload and lack of adequai.. tt od for the family. They also reported that

they were under great pressure from other family members 10 start giving their infants

other feeds. They also found it difficult to exclusively breastfeed because their infants

cried when they were not satisfied with breast milk.

4.10.3.4~Perceptions on exclusive breastfeeding promotion using MTl'/iSG~

The FGD participants suggested that MTMSG project on exclusive breastfeeding

should be expanded to all ANCIMCH clinics 10 give bren~\{eeding support to all

mothers. They reported that the discussions held during the meetings assisted them to

exclusively breastfeed their infants for six months. Som of the urformation the that

was helpful to the mothers as they reported was: positioning and attachment or the

infants; breastfeeding on demand, rooming in and breast milk expression for infants,

Mothers also said they benefitted from the MlMSG meetings because they discussed

their challenges with their peers and the facilitators.

4.10.4 Results ofl(GD with mothers in MJl:S who did not exclusively breastfeed
for six months

4.10.4.1. Exclusive breastfeeding and its benefits

The FGD participants reported that exclusive breastfeeding is giving only breast milk

to the infants excluding all other drinks and feeds HI to the i!ge of six month ..S. They

responded that colostnun should be given 10 the babies because it contains water,
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proteins, fats and it protects the baby from viruses and bacteria. They also reponed

that infants can survive on brea t milk for six months withotu any other land or

drinks. Besides, they reported that breast milk contains all the nutrients' required for

the infant's growth such as proteins, vitamins and water. 'Breast milk bo ).fUS immunity

of the infant' one mother added,

4.10.4.2. Breastfeeding practices in the commu ity

The FGD participants reported that a pcgnant mother should not breastfeed becau e

the breast milk will have expired and hence it i not good for the infant. Culturally,

when an infant is born, it is given some honey and some bitter herbs toindicate good

and bad times in future. Mothers reported that breasrfeeding is commonly practised in

their community for up to 2 years, but exclusive breastfeeding was rare despite health

staff recommendations. Mothers further reponed that due to inadequate knowledge,

most-mothers cannot convince their partners that breast mi 1 alone was adequate for

the jnfant for a period of six months. They reported that the crying of the infant

signalled that they were hungry despite being breastfed and hence th ~yare given other

feeds such as porridge. 'If the mother docs not pr uluce enough 11/ east milk, other

feeds are given to the infant', one participant repoi ted.

4.10.4.3. Barriers to exclusive breastfeeding in the co run unit}

Most of the mothers in the FGD reporte' that U1CY came from poor background. Thus

they had to work on farms to feed their ;'JITlllles lienee they had no time to exclusively

breastfeed their infants. They reported ·..'tal negative cultura' practises such as giving

honey and birt~r herbs to infants negati -e y affected hreastleeding. Mothers also

reported that their husbands and mothers-in-law think wnen inbnts cry, the fare

thirsty and should be given water.
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4.10.4.4. Views on exclusive breastfeeding promerion tiding MTMSGs

The FOD participants suggested that health workers should mobilize (tll mothers into

MTMSGs where support is given for exclusive breastfeeding. Mothers also add d that

fathers and grand-mothers should be Included in the meetings. They suggested that

they needed some income generating activity apart from infant feeding discussions.

4.10.5 Results of FGD with mothers in MESICA who exclusively breastfed for

six months

4.10.5.1. Breastfeeding practices in the community

One FGD participants reported that:' (the first feed given to the infant should be

'ikandu' (a local bitter herb), then honey, so that the infant tastes the bitterness and

sweetness in future'. Another participant reported: 'When the infant cries a 101 after

breastfeeding, a sheep's ear lobe is cut to remove bad omen and SlOp the t:ryitlg '.

Mothers reported they still continue breastfeeding even if the infants were sick and

they took them to the hospital for treatment.

4.10.5.2. Exclusive breast-feeding and its benefits

The FGD participants reported that, exclusive breasrleeding is feeding of the infant

with only breast milk up to six months after delivery. Mothers reported that despite

the challenges involved in exclusive breastfeeding they had chosen it because of its

numerous benefits. They added that their infants had better weight gain than their

older siblings when they were at the xame age. Moreover, they reponed that the

infants were more active, very alert and rarely fell ill. They also reported that stomach

upsets (locally referred to as 'mililt) which is a major reason why infants are given
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water was not experienced. Furthermore, they rcpoi teet that proper positioning and

attachment of their infants when breastfeeding safeguarded the n from this problem .:

4.10.5.3. Barriers to exclusive breastfeeding in the community

The FGD participants reported that heavy ma terna I workload involving farming,

fetching water: collecting firewood and taking care of the other siblings ended lip

limiting breastfeeding rime. Family disputes also led to separation of the mother and

the infant for a long period.

4.10.5.4. Views on exclusive breastfeeding promotion through MTMS~

The FGD participants reported that MTMSG .program was more detailed, informative
,

, and practical than the usual health talks they received at the health facility. They also
I

indicated that their exclusively breastfed infants were less ill, so they spent .less

money on hospital bills and saved it for food lor other siblings. They reported that

they did not need to buy special food for the infant, cook separately or buy extra

cooking pots or utensils. They still reported that the soap made 'It MTMSGs was used

at home. They sold some of the soap for fare to attend M 'H clinic and MTMSG

meetings. They also suggested that the government and development partners should

set up more MTMSGs in other villages lo take services closer to the people.

4.10.6 Results of FGD with mothers n 1\-[£SIGA who did not exclusively

breastfeed for six months

4.10.6.1. Exclusive breastfeeding and its benefits

One FGD participant reported that excl.rsive breastfeeding is "giving the tnfant only

breast milk for six months after delivci v'. Mothers reported they had nough breast

milk for their infant's nutrition needs for six months 'riley reported that breast milk
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they learnt the importance of exclusive breastfeeding to the infa ts. They cited the 1 it

enables the infants to have a well developed brain, prevents diarrhoea, and promotes

overall growth by providing' immunity. However, pressure from the husband and

relatives made them give other feeds apart from breast milk to their infants.

4.10.6.2. Effect of MTMSG activities on the meetings' attendance

The FGD participants reported that soap making contributed to their attendance since

mothers knew they would get soap to use at home and also make a little money to

meet transport costs. Mothers also reported that they could afford to eat some snacks

during the meetings. One FGD participant reported that: 'l have learnt propr:r

positioning and attachment of the infant to the breast when breastfeeding unlike

before the beginning. o/]vfTM.5'Gs. Yet an ther FGD participant reported: 'MTMSGs

have really changed our fives as a result of the many powerful discussions we have

held, practical demonstrations and moral support from Fiends in our A4TlvJSGs '.

Generally, they were in agreement that MTMSGs helped them in attending the

(MCH) clinics for growth monitoring and imrnunisation since they were held on the

same day as MTMSG meetings. Another FGD participant reported, "! have learnt how

to make and use liquid soap, ' They suggested that they would like to add other

activities like making of bead necklaces and start a 'Merry-Go Round' to raise capital

for grocery shop to sell their farm produce. However, none of the participants had any

suggestions to improve infant feeding, their main interest was entrepreneur hip.
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4.10.6.3 Breastteeding practices in the community

The FOD participants reported that breastfeeding was common in th~ community and

nearly all infants were breastfed with some up to 2 years. However, they reported that

the practice of exclusive brcastfeeding and expressing milk were not common sin~e

the mothers were always close to their infants. They further revealed that pregnant

mothers did not continue breastfeeding because it would lead to poor health of the

mother and the un-born baby. Nonetheless, they added that mothers continued

breastfeeding even if they or their infants got sick. They also reported that

experienced family members assisted them in ensuring they initiated and maintained

breastfeeding of their infants.

4.10.6.4. Barriers to exclusive breastfecding in the community

The FGD participants reported that those who tried to exclusively breastfeed raced

, pressure from mothers-in-law or husbar.ds to give other feeds. Mothers a1:;0 reported
i

that maternal workload restricted them from getting enough time 1.0 exclusively

breastfeed their infants. Mothers also reported that they were forbidden to express

breast milk because it is culturalJy not acceptable. Mothers also cited that producing

adequate breast milk [or the infants was not possible and infants often cried due to

hunger or thirst hence the need for other feeds Parn .ipants also reported that mothers

who became pregnant before six months after delivery stopped breastfeeding. 'If the

mother gets pregnant and the infant is still breastfeeding, breastfeeding will be

stopped because the breast milk will no longer have vitamins', said one participant.

'The unborn will be affected and therefore he/she will not thrive, 'another mother

added.
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4.10.6.5. Perceptions on exclusive brcastfeeding promotion using J\.1TMSGs

The FGD participants suggested that the programme should include fathers, gland-

mothers and community leaders so that mothers get suppo l at home to exclusiv Iy

breastfeed their infants. They suggested that exclusive breastfeeding should be

promoted through expansion of MTMSG programme and also mass media should be

employed for broader coverage. The findings from the par iicipants from the various

FGDs were not very different and therefore have been summarized and presented in

Table 4.25.
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Table 4.25: Summary ofFGD meetings with study groups

Exclusive breastfeeding and its
benefits
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CHAPTER VIVE: DISCtJSSION

5.1 Introduction

This was a cluster-randornised trial to compare the effect of MTMsns with and

without income generating activity (KIA) component on promoting exclusive

breastfeeding (EBF). The study also investigated the influence of rGA on the

MTMSGs attendance rates. Many of the previous inte vent 1011 trial" have determined

infant feeding practices based on maternal self-reports. Few studies (Ochola, -,-OOS)

have verified maternal self-reported feeding practices through observation as was

done in this study. FGDs were conducted to collect qualitative mformation which was

used to give an in-depth understanding of maternal infant feeding practices. The

findings on infant feeding practices, maternal self-reports and the qualitative data

from the FGDs were on the whole similar. Randouiization process was sue essful

because the study groups were similar in baseline characteristics.

5.2 Effectiveness ofMTl\1SG intervention strategies OJ exclusive hreastfeeding

In this study, cross-sectional exclusi .e breastfeeding rate was defined as the

proportions of infants exclusively breastfed each month deternuued by 24-hour recall.

Cumulative exclusive breastfeeding rates were deterrruned by analyzing proportions

of infants breastfed continuously from months 1 to 6. Cross-sectional breastfeeding

rates are useful in monitoring trends in infant feeding whereas cumulative exclusive

breastfeeding rates offer a clear pict ire of the true magnitude of exclusive

breastfeeding which can give crucial s .ientific cvi knee tor policy changes and

programme implementation.
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Exclusive breastfeeding promotion intervention' using community-based peer

counselling models have demonstrated significant positive impact on rates and

duration of exclusive breastfceding, Several community-based cluster randomized

controlled trials have shown significant impact of peer counselling on exclusive

breastfeeding and reduced infant morbidity (BhanJari el al, 2003; l..Iaider et al.,

2000; Kushwaha et al., 2014: Lewycka et al., 2013; Ochola et at, 2012; Rozga et al.,

2014; Tylleskar et al., 2011). Unlike in the present study, many of these studies have

used peer-counsellors in face-to-face individualized counselling.

In Africa, in a study carried out by Tylleskar and others in Burkina paso, Uganda and

South Africa, prevalence of exclusive breastfeeding at 6 months in intervention

clusters were significantly higher than control groups in Burkina Fuso (RR=3.33, '1.7-

6.38); Uganda (RR=3.83, 2.97-4.95) and South Africa (Rr =5.7, 1.33-24.26)

(Tylleskar et at, 2011). In the above three studies, only cross-se tional exclusive

breastfeeding rates were .reported. A recent study in Lalitpur, India on the

effectiveness of mother support group (MSG) in promoting breastfeeding p actices

(Kushwaha et al., 2014), showed higher prevalence of exclusive brcastfeeding than
I

the current study. Unlike the current study which used a randomized trial study

design, the study in India utilised a quasi-experimental design and mployed a one-to-

one peer counselling sessions to mothers at household level hy trained mother support

groups. In a study carried out in an informal settlement in Nairobi, Kenya (Ochola et

al., 2012) found that cumulative exclusive breastleeding was 15.6% in home-based

intensive counselling group and 6.9% in facility-based semi-intensive counselling

group; but reported a low of 3.2% in control group. EVI.;n in the earlier studies
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(Bhandari et al., 2003; Haider et al., 2000, Ochola et al., 2012) on the promotion of

EBF, the rates attained fall short of the WHO recommended level of 90%.

In a study by Haider and others in :1haka, Bangladesh; prevalence of exclusive

breastfceding at 3 and 5 months were reported to be 83~·oand 701),;) respectively in

intervention clusters while in the control clusters the rates were 18°/t)and 16% (Haider

et at, 2000). In another study in India by Bhandari and others, volunteer peer

counsellors were used instead of paid counsellors in Dhaka study. In India study, the

prevalence of exclusive breastfeeding at 3 months was reported to be 79% in

intervention clusters compared to 48% in control clusters. At 6 months, the rates of

exclusive breastfeeding had dropped to 42% in intervention clusters and 4% in control

clusters (Bhandari et al., 2003).

In all the four studies mentioned herein, one-on-one peer counselling approach was

employed at household level unlike the current study which utilized MTMSG

approach. In MT.MSG study, mothers formed grc ups of 15 mothers per group and

they met on regular basis at a health centre nearest to them. There is scarcity of

published studies on the promotion or exclusive breastfeediug using mother-to-mother

support groups in Kenya despite its wide application in different health and nutrition

programmes. MTMSGs are one of the strategies recommended for the promotion of

EBF by'MOR (Kenya) and therefore included in the Kenya National Nutrition Plan

(Republic of Kenya, 2012).

In the current study, two intervention strategies were used: mother-to-me the: support

group with education and income generating activity (MI':S1CiA) and mother-to-
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mother support groups with education (lvrES). Unlike in the other tudies already

mentioned, mothers met egularly at the health facilities and reg liar MTMSG

discussions were held with the assistance of trained peer facilitators. During ea h

meeting, the mothers discussed breastfeeding topics such as proper attachment and

positioning, difficulties they experience \ in breastfeeding exclusive breastfeeding and

management of breast problems. MTi'vISG approach has been implemented by La

Leche League since 1956 to assist breastfeeding mothers in several countries. This is

enshrined in their mission statement "To help mothers worldwide to breastfeed

through mother-to-mother support, encouragement, in/ormation, atilt education,

.and to promote a better understanding of breastfeeding as nn imponatu element in

the healthy developmentof the baby and mother" (La Leche Lague, 20 l4).

However, unlike in La Leche League, MTMS IS where mothers interconnect to get

breastfeeding support from others through moderated or.line forums and tel phones

linkages, the current study utilized the "self-help women groups' model commonly

known as 'Chamas' in Kenya. Face-to-face regular meetings w r fou d to be more

applicable since majority of the mothers did Hot have telephones or internet

connection. This MTMSGs model has also been advocated lor by UN1Cf::<:F(UNTClT,

, 2013) in Comprehensive Care Centre~ (CCC) as a co nmunity approach to support

people living with mY/AIDS to overcome social stigma and live posrtively (WHO,

2014).

In the current study, both intervention strategies (lvfESIGA and MES) significantly

increased the prevalence and rates of exclusive breastfeeding However, the

prevalence of exclusive breastfeeding w'Cs not srgniticantly different between the two
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intervention groups. The cross-sectional exclusive breastfeeding at 6 month was

significantly higher in intervention groups- mother-to-mothe support group with

education support (MES) at 46% and 58.9% in mother-to-mother support group with

education support and income generating activity (MESIGA) compared to control

group (CG) at 24%. Lack of difference in the two intervention strategies showed that

although income generating activities JGAs) improved attendance iu MESIGA, the

increased attendance did not have any impact on prevalence of exclusive

breastfeeding.

Rates of exclusive breastfeeding intervention groups in the current study were lower

than those obtained by Victoria and others (2005) in a study conducted ill Bolivia,

Ghana and Madagascar usingMTMSG strategy. In the aforementioned study, authors

reported that the prevalence of exclusive breastleeding during ibe :itst si n o iths

after delivery improved from 68% to 79% in Ghana, 54% to 65% in Boli ia and 46%

to 75% in Madagascar. Exclusive breastfeeding rat remained the same in area that

were not under intervention. In contrast, the MTMSG strategy used in this study had a

greater impact in improving EBF rates compared 10 an earlier study conducted by

Ochola et at, (2012) in the Kibera informal settlement in Nairobi, Kenya. This may

be due to several factors; maternal breastfeeding information particularly in terms of
I

. the benefits and the duration of EBF. Secondly, there ha-vebeen a lot of activities to
I

promote EBF by MOH and partners including the MTMSGs as part of

implementation the High Impact Nutrition ·lnterventions (1-JNI) and the Scaling Up

Nutrition movement of which Kenya is a member.
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In the present study only MTMSGs were used to disseminate information, whereas

the studies il"! Ghana, Bolivia and Mads gascar employed multiple channels for

dissemination of information in. promoting exclusive breastfeeding which included

MTMS?s, radio broadcasts and advertisements in local dailies; social clubs, local

music stars and road campaigns to pass breastfeeding messages (Victoria et al., 2005).

Whereas the study in Ghana, Bolivia and Madagascar provided a good model for

community-based programme implementation, its effectiveness on large scale was not

determined since the evaluation was not based on scientific randomized design and it

did not have any control clusters.

Overall, in the current study, there was no srgnificant difference in prevalence of

exclusive breastfeeding between the two intervention strategies Therefore, the null

hypothesis that there is no significant difference in exclusive breast-feeding rates

, among those mothers in MTMSGs with IGAs and those who belong 10 MTMSGs

without IGAs is.accepted.

5.3 Effectiveness of IGAs on attendance of MTMG meetings

The results of the current study indicated that IGAs played a big role in encouraging

attendance among the MTMSG members. Mothers in MESTGA group attended

meetings significantly more meetings than mothers in MES (p<O.OO I). In this study, a

, mother was expected to attend a meeting once a month over a 7-month period
I

translating to a total of 7 meetings during the study period. The major challenge was

the high rate of absenteeism during the study period lor each of theMTMSG groups.

Slightly' more mothers than the sample size were recruited due to high attrition rates

expected in the three study groups.
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All Ml1\.{SGs experienced absenteeism over the seven months period; however, MES

had a higher fate of absenteeism than }vlESTGA. The major reasons for absenteeism

during meetings as reported during the FGDs were: a) some of the members being

from far villages without means of transport to the meeting centres; b) the study

setting was a poor district which is mainly semi-arid hence mothers complained about

lack of transport; c) during the rainy seasons, roads become impassable and the fare

by motor bikes which are the main mode oftransport off the tarmac roads is increased

several times; d) Many mothers would be absent so as to tend their crops or for paid

labour in farms during the rainy ieasons. To reduce these rates of absenteeism,

mothers were asked to decide on the most appropriate dates for their meetings.

Although mothers in MESIGA atte ided significantly lligbtf numb .•~r of meetings as

compared to MES, this did not result in better performauc 01 this group in terms ,f

prevalence of exclusive breastfeeding. The higher rat ~ or attendance could have be n

influenced by the benefits the members accrued from the income generating activity

as opposed to increased interest in exclusively breastteeding Ihetrinfanl.S as

demonstrated by the participants' responses during [he focus group discussions.

Similar findings have been reported i another community-based duster andomized

trial with multiple interventions by Lewyka and others (Lewycka et al., 2013) in

Malawi involving women groups and breastfeeding promotion using peer counsellors.

However in this study members of women groups who had infants were counselled
, l '

on one-on-one basis at home. The rest of the members of the women groups met on

monthly basis but received 00 breastfeeding counselling. They perform d other health
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related activities. The study in Malawi did not report on the rate:'. of absenteeism like

the current study where the rates are reported.

Therefore, this study rejects the null hypothesis that there is no significant difference

. I

m attendance of meetings between mothers iT' MTMSGs vith and thos without

IGAs.

5.4 Barriers to exclusive brcastfeeding

World Health Organization (WHO) and UNICEF recommenc that infants be

introduced to complementary feeding from the sixth month after delivery (WHO,

20] 4). The study sought to determine various fa tors that undernnn exclusive

breastfeeding in the target community. Results from the FOJ)s slowed that among the

mothers who did not exclusively breastfeed, culture played an important role. Mothers

reported that; their mothers-in-Jaw instructed them to give infai ts other feeds a part

from breast milk, their relatives and peers advised thern that breast milk was 1101

enough and that their husbands demanded they feed inlau s with other feeds when

they cried.

In an earlier study by Ochola and others in Nairobi, Kenya (Ochola, 2008) found that

introduction of post-lacteals before six months after delivery was a major cause of

cessation of exclusive breastfeeding, Cultural ;nfa11: feeding practices involving

giving of pre-lac teals such as honey, bitter he bs and sugary water ncgaii ely affected

initiation and exclusive breastfeeding period because it affects brer '1 n ilk flow which

, is stimulated by sucking on the breasts bv the i nfant.
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In the current study, heavy maternal workload 'was a Iso reponed as a major hindrance

to exclusive breastfeeding. Mothers cited that they were not able to dedicate adequate

time to exclusively breastfced their infants sine- it was a Cull time job. They reported

that they were required to attend to other household ch res, farms as well flH fetch

water. Simila/ findings were reported in Y ibera, Kenya (Ochola, 2008). The Kibera

study noted that reducing maternal workload would leave mothers with more ime to

be with .the infant and hence ensure breastfeeding on demand.

Mothers who exclusively breastfed their infants reported that they did not follow the

advisories from grandmothers or rela ives because they bad learnt the ben fits of

exclusive breastfeed:ing from the MTMSG meetings. They reported that they knew

infants required only breast milk and medicines before six months after d livery.

Programme promoting exclusive breastfeeding should by f.,'1eaier emphasis on

strategies that increase mothers' knowledge and after continuous support to overcome

the pressure from peers and relatives to give infants post-lacreals before six m nths

after delivery. The findings are in agreement with other exclusive breastfeeding

studies under different settings (Ochola, 200&): Kristrnnse I t~[ ':I., (2010), Barria et al.,

(2008).

5.5 Exclusive breastfeeding and inf~rtt outcomes

Findings from the current study show that the monthly mean weights or' cumulatively

breastfed infants were significantly hip her than those not cumulatively exclusively

breastfed from first to six months. T~· .e findings were similar to those arrived hy

Gunnarsdottir ~n a study carried out i: Sweden and Iceland (Cunuarsdottir er al.,

2010). Exclusively breastfed infants gained weight rapidly at first to second month
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and then the rate of weight gain slowed down at third mouth when the weight gain

was similar in both exclusively and non-e' elusively breastfed infant". Earlier studies

(Fewtrell et al., 2007) have shown that exclusively breastfed infants gain weight more

rapidly in the first three months compared to non-exclusively breastfed infants who

are formu.la fed.

However, this drop in weight gain has been. shown to have no apparent negative effect

on future infant growth (Fewtrell et al., 2007). However, the weight gain drops at the

fourth to fifth month and is at its Jowest at six months. Infants in the control group

were significantly underweight at fourth and fifth month. The results agree wit h

earlier observations from other randomized trials studies carried out in Kenya

(Ochola et al., 2012), and Zambia (Hautvast et al., 2(00).

This trend of increase in weight gain does not negatively aflect the infant's growth

and development in later years as observed by Skugarevsky et :11., (20! 4). A review

of all studies involving effects of exclusive breastfeeding up to six months by the

WHO found no clearly demonstrated adverse effects in later stages or development

(Horta & Victora, 2013). Recent review of literature on nun-ilion status o. exclusively

breastfed infants shows that there is d.irect effe t of exclusive breastleedin T on weight

gain (Gunnarsdottir et al., 2010; Hunsberger et aJ, 20LJ). In one such study carried

out by Hunsberger and others (20J 3) in ei )11tEuropean countries results showed that

exclusive breastfeeding has a protective effect agamst overweight at 4-5 months with

increased protection at 6 months. In another study in Sweden by Cunnardottir and

others (2010) it was found that exclusive breasrfe ding has protective effect against,

overweight butt the results were significant at 5 month only.
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In the current study, infants in MESIGA intervention group had lower proportions of

infants who were underweight from first to fourth months as compared to infants in

MES and CG. However, the proportions were only significant at third and fourth

months. This study showed comparable findings with those of Hautvast et al., (2000)

, on prevalence of underweight where the rates ofunderweight remained constant from

1 to 3 months (19%) and then suddenly dropped and continued to decline up to 6

months (28%).

Therefore, this study rejects the null hypothesis that there is no significant difference

between nutrition outcomes of infants aged 6 months in MTMSGs with IGAs and

those from MTMSGs without IGAs.

5.6 Prevalence of infant morbidity during the six month. period

It has been previously reported that exclusive breastfeeding reduces infants' sickuess

from gastro-intestinal related infections and hence increases their chances of survival

(UNICEF, 2014a; WHO, 2014; Bener, Ehlayel, & Abd ilrahman, 2.01 l ; Kline, 2(09).

If 1 a systematic review of efficacy and intervention studies aimed at reducing

mortality among children under 5 years by Jones (2003), it was reported that

promotion of'breastfeeding prevented 13% of the child deaths.

Findings from the current study showed that infants who were exclusively breastfed

were at a lower risk of suffering from diarrhoea than the infants who were non-

exclusively breastfed. There was a strong association between morbidity especially

gastrointestinal infections and exclusi~e breast-feeding. The current study findings



140

concur with findings from several otl er studies ou infant morbidity and exclusive

breastfeeding (Bhandari et al., 2003~ Carreira et al., 2014; Kalanda, Verhoeff &

Brabin, 2005; Klement et al., 2004; Lamberti et 01, 20 J 1; Monterrosa et at, 2008;

Mwiru et al., 2011; Ochola, 2008). The current study findings add to the body of

scientific evidence on the importance of exc lusive breastfeed ing in reduction of infant

morbidity especially diarrhoeal diseases.
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CHAPTER SIX: CONCLUS:-lNS AND IfECOMMl!:NDATIONS

6.1 Summary of the study findings

Findings from the MTMSG study showed that both cross-sectional and cumulative

exclusive breastfeeding significantly improved at all months in the intervention

groups (MES and MESIGA) when compared to the control group. Ov rail, there was

no significant difference in EBF rates between the two intervention groups. The

attendance rate was significantly higher in MESIGA compared toMES. Nonetheless,

the high meeting attendance did not translate to better EBF and therefore it is likely

that the high attendance rate was as a result of the benefits accrued from the lOA

component Infants in the two intervention groups were less likely to be malnourished

than infants in the Control Group. Infants in MESTGA and MGS had lower prevalence

of illness was associated with higher exclusive breastfecding rates in the two grout s

The study showed that the major barrie s faced by motl ers I,; ho want 10 exclusively

breastfeed include; heavy maternal workload, lack of adequate information on

breastfeeding, family disputes and cultural infant feeding practices that are not In

agreement with scientific-based information on breastfeeding practices.

The MTMSG study findings provide further scientific evidence for the

implementation and strengthening of community-based strategi s for pr imoting

exclusive breastfeeding. The study findings will further strengthen and compliment

the already existing initiatives in the promotion of breastfeeding such as the Baby-

Friendly Hospital Initiative (BFHI) by UNICEF and Wl~O (WHO/UNT '£F, 2009.)

and community-based strategies.
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6.2 Conclusions

From this study, the following conclusc.ns are drawn:

II The MTMSGs had a significantly positive impact In promoting exclusive

breastfeeding rates throughout Ole 6 months period. Nonetheless there was no

significant difference in the impact of the two MTM~~G strategies in

promoting EBF and therefore both strategies can be considered in the

promotion of EBF.

Despite the continued support offered to mothers throughout the seven months

period, only a modest proportion of them in both intervention f,1fOUpS
i

exclusively breastfeed their infants continuous y until the recommended six

months.

II Monthly M1MSG meetings attendance rates were significantly higher in

MESIGA than in MES meetings due to incorporation of an income generation

activity which encouraged attendance. However, thi:, did not lead to better

rates of exclusive breastfeeding when compared to '[vIES,

II Infants in the two intervention groups were less likely to be malnourished than

infants in the control group.

This study established the following barriers to exclusive brcastfeeding in the

co:rnmunity:

- Negative cultural influence on exclusive breastfceding since the culture does

not support exclusive breastfeeding up 10 six months. The community beliefs

that an infant cannot survive on breast milk alone Ior six months' and the

crying of the infant is always taken to indicate hunger.

- Heavy maternal workload soon after delivery does not give the mother

adequate time with the baby to exclusively breastfeed.
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- Mothers cited Jack of early support on breastfeeding and [0110\ I-UP support

in initiating and maintaining breastfeeding.

The factors enhancing the practice ofEBF included:

• M1MSG support through impr .ving knowledge on exclusive breastfeeding

and its benefits, new skills of breastfeeding such as positioning and attachment

of baby to the breast during breastfeeding and management of breast

problems.

• The health benefits (better weight gain and reduced incidences 1)1' illnesses)

experienced by infants who were exclusively brcastfed also encouraged the

i

mothers to continue with the practice.

• Family support especiallyfrom husbands, mothers-in-law fWJ grandmothers

by encouraging the mothers 0 exclusively breaslfted as well as pr wision of

adequate food and assisting with other infants and tarrn work

6.3 Recommendations

6.3.1 Recommendations for practice

The Ministry of Health and partners .n the health 'sector should strengthen

implementation and support MTMSGs to supplement hospital-has -d strategies such

as baby-friendly hospital initiative. Programmes implementing tvlTMSGs should be

cautious on inclusion of IGAs to avoid sluftinu of emphasis from exclusive

breastfeeding to income generation.

Local barriers to exclusive breastfeeding need to he adequately addresse during the

MTM:SG meetings, breastfeeding counselling, c(Jllple counselling, road sno NS,

breastfeeding week as well as public Barazas (meetings). 'lhe m-ssages (\[1 exclusive
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breastfeeding can also be d isseminated through radio broadcasts, advertisements in

local dailies and poster campaigns at health centres and other public praces.

6.3.2 Recommendations for policy

strengthen formation of breastfeeding 1-'.TMSGs through linkages with existing health

In terms of policy, the Kenyan govc-nment and us de elop I.'" t partners should

and social infrastructure such as women groups through policy changes. Overall, the

Kenyan government and the partners in health sector should make It a poli y 10

strengthen and sustain breastfeeding MTMSGs in the community. The current study

findings could also be used to advocate for a policy on provision of am mities such as

lactation rooms at workplace to support mothers to conveniently breastfeed their
\

infants at intervals when they resume work after maternity leave This would reduce

the period of mothers' separation from their infants which bas negative impact on

period of exclusive breastfeeding.

6.33 Recommendations for further research

II It is suggested that further research be done 10 c.nublish the cost-et ectiven 5S

of MTMSGs as a breastfeeding promotion strategy. The cost-effectiveness or
the MTMSGs as a community-rased strategy was nor analysed in this study

since it was not part of the objectives.

• Similar studies should be done to establish the effectiveness of MfMSGs

under different socio-economic conditions in Kenya and elsewhere III Africa .:
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APPENDICES

Appendix A: Map of former Meru North District
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Appendix B: Informed consent form

This consent form gives you information about the study and the risks involved will
be explained to you. Once you understand the S udy, and if you agree to take part, you
will be asked to write your name and sign or make your mark on this form. You L:£lD

ask any questions you have at anytime.
Before you learn about the study, it is important that you know the following:

• Your participation in this study is entirely voluntary
• You may decide not to answer questions or even withdraw from the study at

any time.

I ifu;!i ---------.----- -------- --------- - ....- ---
Researcher ~tution ' Contact

lJosePh-K-o-b-ia---l
1

Kenyatta University ----- --;-i5-4-=-727J5Y9~-r> 5- -- -..--.-
Dept. of Food, Nutrition & Email: mvvitiliria@Y1l.Qoo.C9m.

I~tetics ..__ ._.. .

Purpose of the study
The purpose of this study is to assess the effectiveness of Mother-to-Mother Support
groups in promoting exclusive breastteeding in Igcmbe South Sub-Couury, Mcru
County-Kenya, You will be recruited to participate in mother-to-mother support
group meetings on monthly basis. Interviews shall be done on monthly basis by
trained data collectors. Infants will weighed on monthly basis. The groups shall
discuss ways in which they can ensure their children are exclusively breustfed for six
months to get the full benefits of breast milk. The project will take eight months only.

Study groups
The study will include mothers who are 33-37 weeks pregnant who will be followed
for six months with their children after deliver; 10 monitor thei. breastf ..eding
practices.

Risks and Benefits of the study
The study has health risks related 10 study subjects. Participants will only spare some
at most '2 hours for the meetings per month. The findings of this project vill be used
to improve the nutrition status of children of all communities in the C untry.

Costs to you
There IS no cost to you for participating in the study.

Data security and Confidentiality
All the information gathered by the research team w il! be used in confidence for the
sole purpose cf this research only. No-names of' individuals will be written down at

. any time. No one will have access tc- the interviews excent the researchers and
supervisors. Strict data management procedures are intended t~} ensure confidentiality
of the study subjects

Study findings
Results will be disseminated to the unive-rsity, collaborators, relevant hcahh ministnes
in Kenya, the districts from where the information has been collected 1m..! other
stakeholders if, need of this information for purposes of iusututing inrerveruion.d
programs in the country.
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Problems and questions
If you ever have questions about this study, you should contact: Joseph Kobia, Chief
researcher (M<?bile:+254 -739 -267936)

Your rights as ~1study participant .
This research has been reviewed and approved by the Ethical Review Committee of
the Kenyatta National Hospital and the University of Nairobi (KNH/UoN ERe), if
you have any questions about your rights as a research participant you may contact

Prof. Guantai,
The secretary of the KNHIUoN ERe

Telephone: 020-272-6300 ext. 44101

NOTE: You are not giving up any of your legal rights by signing this informed
consent document.

Your statement of consent and signature
If you have read the informed consent or had it read and explained to Y(lU and you
understand the information and voluntarily agree to join this study, pl ease carefully
read the statements below and think ab.iut your choice before signing your name or
making your mark below. No matter wh t you decide, it will not affect your rights in
anyway:

It I have been given the chance to ask any questions 1 may have a td 1 am content
with the answers to all of my questions.

it I know that my records will be kept confidential and that I may leave rltis
study at any time

• The name, phone number and address of whom to contact in. ase of an
emergency has been told to me, and has also been glV n to me in writing.

• I agree to take part in this study as a volunteer and will be given a copy of this
informed consent form to keep,

Participant's name (print) Participant's sig ature and date

Study staff conducting Study staff signature and date
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Appendix C: Idhini ya kujulisha kushiriki

Fomu hii ya idhini inakupa habari kuhusu utafni na madhara yoyote zitafafanuliwa
kwako. Ukielewa kuhusu utafiti huu, na ukubali kushiriki, utaulizwa kuti sahihi kwa
jina lako au kutia alama yako ya vidole kwenye fornu hii. Unaweza uliza maswali
yoyote wakati wowote. Kabla ya kusoma kuhusu utafiti huu, ni muhimu kujua
yafuatayo: l

e Kushiriki kwako katika utafiri hun ni kujitolea.
• Unaweza kuamua kutojibu maswali, kutotoa sehemu yoyote all sampuli ya

kupima au pia kujiondoa kwenye utafiti huu wakati wowote.

Anwani ya Madhumuni: Umuhimu wa madini ya vinyunyizio kwa chakula
ikilinganishwa na mchanganyiko wa unga wa rnahindi na s ya kwa kuninua kiasi cha
madini ya zinki kwa watoto wa umri wa rniezi kumi na rniwili hadi thelathini na sita
katika kitongoji duni cha kiandutu, wilaya ya Thika.

Muda wa Utatifi: Miezi sita

lVltafiti mkuu Shirika I chuo Anwani -
Joseph Kobia Chuo kikuu cha Kenyatta, Idara +254 -722

I ya vyakula, lishe bor a afya. E mail: rn_\

---_._-----
---.----
359925
vi tiIiri1!@y!;tl1Clo.com

Madhumuni ya Utafiti
Madhumuni ya utafiti huu ni kukadiria ~namlfaa ya ukina mama kujiunga nil. vikundi
vya wenzao wanaonyonyesha ili kuongezea muda wa unyonyeshaji wa watoto hadi
miezi sita bila chakula au rnaji katika kaunti ndogo ya Igernbe ya Kusiru, Kaunti ya
Meru, Kenya.

Utajiunga na kikundi cha akin a mama wakati ungali mja mzito. Utakuwa ukishiriki
katika mkutano wa kikundi hicho mara moja kila mwezi na baadaye kuendelea
kujumuika na kushiriki katika mikutano ya hicho kikundi hadi miezi sua baada ya
kupata mtoto. Vikundi hivi vitakuwa vinakutana siku moja kil mwezi na wanachama
watakuwa wanajadiliana njia za kuboresha unyonyeshaji wa watoto hadi miezi sita na
umuhimu wakekwa afya ya watoto. Kila mwezi, maswali yataulizwa juu ya utafiti
huu na mchunguzi aliyeshiriki kwa mafunzo ya utafiti huu. Wakati huo huo, kila
mwezi, mtoto wako atapirnwa uzito na urefu ili kufuatilia ukuaji wake, Utafin huu
utachukua muda wa miezi saba pekee.

Vikundi vya Utafiti
Utafiti huu utahusisha akina mama waja wazito kwa muda wa wiki thelathini na ta u
hadi thelathini na saba hadi kuzali wa kwa watoto wao. Baadaye, hawa mama

. J

watajumuika na vikundi hivi wakiwa na watoto wao hadi watoto wao wafikie miezi
sita wakiwa wananyonyesha.

Manufaa na Madhara ya Utafiti huu:
Utafiti huu hanna madhara yoyote kva afya ya wushiriki. Hata hivyo, W' shii iki
watahitaji kujitolea kwa rnuda wa taknbani rnasan mawili kila mwezi kuhudhuria
vikao vya mkutano wa vikundi. Mu.okeo ya rnradi wa utafiti huu yatatumika
kuimarisha hali ya rnalisho na afya ya watoto via jamii zote nchini Kenya kupiua
wizara zinazohuzika.
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Gharama kwa Mshir iki
Hakuna gharama yoyote utakayopata kwa kushiriki kwenye utafiti huu.

Usalama na Usiri wa Utafiti
Habari yote iliyokusanywa na timu ya ut.afiti itatumiwa kisiri kwa ajili ya utafiti huu
pekee. Hakuna majina ya mtu yoyote arnbayo yataandikwa na hakuna yeyote atakaye
karibia au kushiriki katika mahojiano' isipokuwa watafiti na wasimamizi. Utaratibu
kamili wa usimamizi wa habari unanuiwa kuhakikisha usiri wa hoja za utafiti.

Matokeo ya Utafiti .
Matokea yatatawanywa kwa chuo kikuu, washiriki, wizara husika za afya Kenya,
wilaya ambako habari zirnekusanywa na washika dau wengine wanao hitaji habari hii
kwa madhumuni ya kuweka utaratibu mwafaka nchini.

Matatizo na Maswali
Ukiwa na rnaswali kuhusu utafiti hull, wasiliana na Joseph Kobia, mtafiti mkuu.
(sirnu ya rununu: +254 -722359925)

Haki zako kama Mshiriki
Utafiti huu umekaguliwa na kuidhinishwa na kamati ya kukagua mambo ya adili ya
Hospitali Kuu ya Kenyatta na Chuo Kik u Cha Nairobi (KN1{1UoN ERe).

Prof. Guantai,
Karan: Mkuu; KNfUUoN ERe
Telephone: 020-6300 ext. 44102

Maelezo : Hautaenda kinyume oa haki zako za kisberta kwa kutia sfth.ihi hii

Taarifa yako ya Idhini na Sahihi.
Ikiwa umesoma fomu hii ya idhini, au imesornwa na kufafan rliwa kwako, umeelwa
habari na umekubali kwa ihari yako kujiunga na urafiti huu, tafadhali soma kwa
utaratifu taarifa ifuatayo na fikiria kuhusu uamuzi wako kabla ya kuandika jina lako
au kutia sahihi yako hapo chini. Chochote uamuacho, hakitaadhiri haki zako kwa
vyovyote. .

Nimepewa fursa ya kuuliza rnaswali yoyote na nimeridhika na rnajibu kw,
maswali yangu yote.
Najua kuwa habari yangu itakuwa ya siri nil ninaweza kuacha uchung zi huu
wakati wowote.
Jina, nambari ya simu na anwani ya yeyote yule utakaye wasilrana ns ye
iwapo kutatokea swala la dharura,
Naitikia kuhusika katika uchunguzi huu kama mchagua na nitapewa nakala y
fomu hii rrijiwekee.

Jina 1a anayeshiriki Sahihi ya anayeshiriki na iarehe
•••••••••••••••••••••••• J•••••••••••••••••••••••••••••••••

Jina la mfanyi kazi wa uchunguzi Sahihi na tarehe mfanyi kazi wa uchunguzi
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Appendix D: Baseline interview questionnaire

(These questionnaires were adopted jrom Ochola S. (2008) and UNICEF/WHO
(2009a)

Baseline interview questionnai!~ to be administen..,"(j to alL.l!~rticivantq in the 3 8tudy
groups during the first week after.£..nrolmeut. Insert the options that match mothers
responses in the box

'I A'ADMlN l_=~~. I
:~E):-t~J

----.--~------ -.

,
\

QNR Division: Health
Number Centre

'--'
Sub- Village: Studylocation: -----
Name of Date of MTM.
intervi ewer visit: numb-
QNR QNR check QNR
checked date check

B: MOTHER'S BIODATA
Mother's
Code: ---
Mother's Completed Yearsage:

C: OTHER CHll,DREN

I Child 1 I Ch-ld
Child ID=l Cbld fD=2

MalelFemale
1----

Child's Code
f-._--------

Child's Age (in
completed
months) -_.

Contirm the information given using th~L~lj,~~«:

D: DEMOGRAPHIC AND SOC10-ECONOltJJIC DA'fA Enter J'I PODSC

__o~tions belo.w__ .

l. ~~~ _ ~.~~ ~.~~~!.~l~ve__ in YOl:_:~O-_U-_~-_~-I:-l-:d-:~_..r I--
2. MAritalE~:~mother " --l-- __
3. Who is the head of the household? . I

l=Husband, I
2=-Wife (self), I I I

4=Othe~~~!~: ::o~erson, _. ... ... L ._L J'I



4. 1..What is your husband's highe:~ level of edUCfl1i(~-?---~1 ----I
1= Primary I

2= Secondary I I
5 \Xfh~~~~~~~~:~~~~~:~l of ~ducation?-----·-----·-- -------1-----

l=Pnmary I
2= Secondary

r- ~3~=~CO~'~1~legdUni~~jty _
6 What your current occupation?

1.=housewife .
2=casuallaborer
3= Formal employment
\4=Self -employed
5= Retired
6=other (speci fy) :,:.:_:_:_:.:_:,:.:.,:,,::,,:,:,,:,:,:,::_::,:,:,:,:,,:_.__ ._.

7 What IS the occupation' of the mother' s
partner/husband?

1=businessman 3= Formal employment
2=casuallabourer 4=Retired
5=other (specify)............ i

I I
8 Does your family have the foUo~ng possessions?"-----~-------·-·--

1= Radio
2=Tv
3= Phone
4= Car
5=Motorcycle
6= Land Give acre(~ge .
7=Cows Give number... . ...
8= Chicken Give nui .. er. .
9= Goats Give number.. .

--+---'
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I
I

9 =;uareu~e main. cashcmPS. grown on u;ej-- _-
10 What is the monthly value of the harvest in -KSh? ' .

'" ,., ... '" ....
11 What was the main source of tile food consumed in

this household?
1=Own production, 4=Food aid,
2=Purchase, 5=Borrowed,
3:Gift from re~atives, friends, 6=WiJd foods, I

12 H..o:~~~(=z);~·~;;"nton--f;;OdP;;;';ha~;;Pc~--1----1
month? KSh , . -----.---.d .._ _ j

13 i::;....~~.....~~~~ain food crop grown __:l~__~i:~i.-.--.--tl__ . _
t4 Does the family own or ent their current house? I I

I 1= Owned I I I1______ ~:~~~~~d . ..__..__._._.~_.__._._._1_ ..__. _I

L
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(specify) .................. '" ........... '...
15 IF QN 8 is rented: How much rent do

pay per month if rented?
Amount in KShs ..................................- -

16 How many rooms are in your house?
17 What is your main source ot' cooking

1=Firewood,
2=charcoa1
3=Kerosene
4=Electricity
5= Gas
6=Others(specify) ....... :.. ~.:.:.~ ..

18 What is your main source: of lighting?
1 =Kerosene
2= Firewood,
3 =Solar
4=Elec1rici ty
5= Gas
6=Others( speci fy)........................

]9 What is your main source of cooking
1=Firewood,
2=charcoal
3=Gas
4=Electricity
5=Others( speci fy

20. What is the source of water that you II

1= River 4=Well/Spri
2=Tap 5=Roofcatc
3= Dam 6=Other (sp

Please give me the distance or time taken to the
and back

21. What is the source of cooking ruel that you II

l=Firewood 4=Gas
2= kerosene 5=Electricity
3=Charcoal 6= Others (speci f

21. How do you travel to the nearest gove
facility?

1=Walk, 5=T
2:=Bicycle, 4=M
3=Bus, 6=Ot

------
23. How long does it tal(C you to get 10

government health facility?
24.What is the age of the mother's pregnancy
(confirm with clinic card and date of the
period) -

25. At what age of your pregnancy did she s
antenatal clinic?

(confirm with ANC clinic card) .-
26. How manLtimes has the ..£regnant mother it'------._--- -_._,---- -- - ---- --

-...:.:.:.-._....Ji----i-

----1------
fuel?

se at home?
ng
hments
ecify)

water s urces

Distance 'rime
(Km) (min)

I--------\---

se at home?

~.:.' '':':'~:''--- - --' -- t----

rnment health

axr,
atatu,
her, specify

tile nearest J lrs Min

in weeks? WK '
last monthly

-------- -----.-t----
tart attending Wks

trended ANC



27 Have you been having any pregnancy related cOlnplications?-r----
l=Yes I
2=NO::::p:::~~-;~~~~~. ---~i-------==

1. What is the source of your knowledge on breast-feeding?
1= Relative 5:=RadiorrV
2=TBA 6= Friends
3=Health Facility 7=Others

(Specify
4=School~~-~~~-~~~---~~-~~-~~-~-~~------------

2. What should be given to the baby immediately after safe
normal delivery?

1= Water 4=Breast milk
2= sugar solution 5=Formula Milk

1--_______ 3=Honey 6= Q.thers (S~:ify1 _
3. How long after a normal sate birth should the baby be I

first put to the breast? _ I
1= Within 30 min of birth, 1

2=wi thin ] hour,
3=within first day.
4=within :first3 days.
5= Any other. Specify. I

4. Ifresponse is 1 or 2 in qn 3, why is it important to put the
baby on the breast within this period

-------..---------l---~--l·-~-
1=once 4=four times
2=twice 5=tl"ve times
3=thrice o=otbers I

(Specify)
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I clinic?

Probe for different reasons and enter all responses in the
box

1=To stimulate milk production
2=Baby is hungry after birth
3=to give the baby colostrurns for I

immunity I
4=To bond with the mother
5=1 do not know

6=Others (speci t'y) .

5. If answer to qn 3 is not 1 or 2, ask the mother why the
baby is put at the breast at the stated time.

1=The baby needs to he cleaned I
2= Mother has no milk I

'-- 3_=--_M_o_.th_f:__f is too. tjred _t.9~~~~~t-l~~d L._. . _



8--=0~hcl, I
_____________ L J
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._---------
4=Colostrums is bad to the baby
5= others (specify)", '" "_''_" _

6. Should the baby be breast-fed the first mille from the
breasts?

1= Yes
2=No
3=discarded

7. Ifno to qn 6, what was the reason?
1=The first milk is not good for the baby,
2=milk is too watery
3=not culturally acceptable
4=other, specify .. , .... __

8a) If YES to Qn6. Is this practice common In your
community?

l=Yes
2=No
3=Other,
specify : .. '" .

8b) Why do you think it is important 0 give the baby the first
milk?

~-----,::------=------:---::--:------::--:-----------,------------- - - ------
9. Do you believe a baby can survive on breast milk alone

without even water for the first six months?
l=Yes
2=No

lfYES, for how long :.:...:~..~.:...:",._ :...:..:..::.....:: . __
10. If Yes to QN9, for how long do you think 't is feasible to

exclusively breast-feed your child Limn birth without
giving anything else including plain water?

1=Less than 1week 4= ]month
2=1 to 2 weeks 5=1-3 months
3=Less than 1 monlh 6= 4-6 month

11. How often s~:~:~~ ~:b~,c~Zt~~;t~f;d?'" ·-----l------
I=3 times a day
2= 4 times a day
3=OnDemand
4=specific hours of the day

i-- 5_=_0_th_e_r_-"Csp_e_Cl_"fy"--')'---..-" :..:..:-"-"-"-::-''-'. _1---_

12. For how many months should a mother breast-feed her months
baby?

1= 1 month or less
2= 1-2 months
3=3-4 months

years

I
4=4-6 months

~~ .. "-' '-' ------

5= 1 year
6=2years

7=more than 2
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13. Do you think a pregnant mother should br
baby?

J=Yes 3==Do no
2=No 4= other, sp

14. If no to qn 13, why do you think the pre
should not breast-feed?

1=It will hurt the unborn baby
2=the milk becomes watery
3=breast milk not good [or the
4=mother will stop producing n
5=Baby must stop breast-feedi
other sibling is born
6=Other, specify ..................

15. Would you feed a baby anything to drink
with a nipple? ,

i I=Yes
2=No
3=Other, specify

16. After how many days or months would you
following foods and drinks to ..YQurbabJ_!P1d why?

a) Plain water.. ... Reason ...........................
b) Cow milk. ..... Reason ...........................
c) Porridge ...... Reason ...........................
d) Honey ... Reason ., .... " .... '" ... '" ...........

1-.

e) Sugary water.. .... Reason .......... : ..........
f) Mashed fruit ... Reason .........................

.-
g) Mashed food
h) Other foods/drinks (Specify age)

-
] 7.. What would make you not breast-Ie

when born?
l=work
2=slckness
3=others, spec~ ...:_:..:..:..:...:..:..:..::.

18. Do you plan to breast-feed the unborn c
l=Yes
2=No
3= Not sure

19. If Yes, for how long? ........... .. .............

20. If No to Qn 18, what is your reason? .....
-

21. When do you intend to start giving wate
when born?

._---_._------ -- ...----- ._._ ...-

.-
east-feed her

t know
ecilY··· ...

gnant mother

child
lilk
ng before the

---_.---+--
with a bottle

-··-,-l----
I

I

I------l

Months Years

----- ---..,----j-._----j
introduce the Months Days

-.'.---------- ·-----------3--
-------j------ ..-----

------- ------

--- .-.---.--..--- ...-t------

ed your child

hild?

r to your baby Days Months

I I

_ . L__ ___. l__.__.._
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22. When do you intend to start giving othe~· foods ildays
your baby when born?

_____ _ __ .. __ l.......- __ --j

Thank you for your spnringtime for the intcr~~~ Hrl~~.!'~~e~in~.~!llues!~<!!~_

Months
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Appendix E: Second interview questionnaire

Second interview q"~tiotmaire f!!r all participqllt.~ in the 3 st:u!r ((pmps. Done .!Vi!.!l!!.!
first month ofdelivefJ!.

QNR r-----.---- ----
Number ---1Division:
Sub- Village:location: I
Name of Date ~
interviewer visit:
QNR QNR check
checked date

------------------·-----:----------1

-l~~~I~~·~~~~l:-r-----.----1--'--- -----~'-------i
- Study Group I I

- ~J~~~:;rG/CGf--~--'---l
QNR checked

-~~-----

I A: ADMIN

B:BABY'S BIODATA

Child's Code Child's
Weight

Child's Date Child's
birth ~ Length
Child's Age , Child's
(days)

- ~~~~11~e

I Child's Sex : Child's
I Delive£i

--,.---=+---T----Ml M2 I Avenge- ---t--_. -_.

-~-I-~~--~-------
_____ L__ L 1

Card 'I~~:ci=~-~--~---------I
1

- c. ~E ;H~~:~2~~~!~~O~(Name)----~----~~..:::.=:=~I=:::F~
2=District Hospital
3=Private clinic
4=Home
5= Others (s ecify) _ _ .

Qn 2-9 For mothers who delivered at home
2. Who assisted you during the delivery?

1= Family member 4=Traditional Birth Attendant
2=Doctor/nurse 5= Other (specify)
3=Nobody

3. Do you share the same bed with (Name)?

f--- ~_=_~_~_s_ . ~:~~~~~~:~~£ii1)_ _ ~__I
4. What was the first feed given to (Name) after birth?

1=breast milk 4=Plain boiled Willer
2=sugar solution 5= cow/goat milk
3= Formula milk 6= Others ((specify) ... _... .. I

5. tr answer-to question 4 is 1 (breast milk)h-;:J~.~-l;-~g-arte-r-biI1h-,v;'-;;- hr;-I-Min-I

L- ~~~~i~~~:~_~~~~;;_as_t? .. .. _ . . . .._ j L ..1

I
--f------



8_ If yes, why did you give this milk to the baby'!
1= makes baby strong
2= Stops baby from crying
3=Its good for the baby
5=Others (specify) . ._ I I

I
1-----::---:----:-:----:---;:----:--:-:---:-:-;-"'-----.- -------------- L __, I 9. Immediately after delivery, did anybody talk to you about how 10

feed your baby?
1= Yes
2= No

-------------------- --- ------.--
6_ Did you give the first milk thai came from your breast

(colostrums) to your baby?
l=Yes
2=No
3=Some
4=Other (specify) .. __.. .__.__... . ._...
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,----------------------------------_._--
2= Within 1 hour
3= Within 2 hours
4= After I day
5=Others (specify) .

7. If no, why didn't you give this milk to the baby?
1= Dirty milk 4= culturally unacceptable
2= Bad milk 5=Others (specify)
3=its watery

If Yes, who talked to you?
l=TBA
2=Relative
3=Friend
3=MTMSG member
4=others . ---------_ .. -----.--- ...----.----. ----..

.i

I
I

I----,,

1 I
'.----I

I



lfgo t014
If yes skip to 16

14. Do you continue to share he same bed .tl home?
l=Yes
2=No I

, 3=some1imes I I
L:~.:;1::~;II~;~j:~I~:e~e!;:~~~';;-ei~~;bi;ih?'~~----~---+--

1=breast mil k
2=sugar solution
3= Formula milk
4=Plain boiled water
5= cow milk

6= Others specify) :.:..: : :.:_._.._.._.. __ _.._ _ .._ _ .
17. How long after birth was (Name) put to the breast?

1=Within 30 minutes
2= within 1 hour
3= 1-2 hours ,

~ More t~an 2 hours I I
5- others (specify) ::..::..:...:.:....:........__ _ _ I..... I

--II 18. What made you put (Name) on the breast Ior the first time? !

l 1= The baby cried i
2= Its normal in our culture "

I, !:~;~:r:~~~.~~.~~~.~~~~e/midwife .. _ 1 1

19. Did you give the first milk that carne from your 1 reast I ' i
(colostrums) to (Name)? I' . I
I=Yes
2=No I,
3.=some
4=Other (specify)

20. If no to qn 20, why didn't you give this milk 10 (Name)? .
J = Dirty milk 4= culturally unacceptable I
2"=Bad milk 5=Others C·peci(y). j
3=It's watery

2 t. Did anybody from health facility t~ll( to you ~qbo-;:~t"'h~~;toieect ·-"-""'''r-'''-·
(Name)?
1= Yes I

2= No
22. If yes, who talked to you at the health facility?

1=Medical staff
2=Non medical staff ,
3=others speci~ ..~_._ .:........ .._ _.. .. __ ._ .._...... ...+ _ __ .

QNS From 23- To be asked to all mothers I
23. Since delivery has (Name) been given anytr..1l12 to drink other I .

than breast milk? i
1=Yes . I :
2=No I ! I

L_ .. _ __ _ _ _ _ _ .. _ L.. ' _ .•..........1

175
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------_._-- . -,--'

...I.J_.

24. If Yes, what has (Name) been given?
l=sugar solution 5= cow's milk
2= Formula milk 6=Honey
3=Plain boiled water 7= Others (specify) ...

25. When did you start giving (Name) the different foods/drinks?
Indicate the foods/drinks and a 'e when mother started to give
them.

Food/drinks Age (days) Amounts given
..................... . .. ' , .

26. For foods/drinks given in qn 26, how did you feed the baby?
1= By bottle
2= by cup with teat
3= open cup

4=others (specify).............. --.----- --------.- ...-- --t---
1--__ D_:_2_4-HR RECALL ~llEAST-l?EEDI~G-i}I!.~CTf.~l~~'~=:=~~===-:'=1~~=~~'=-1

l. From yesterday mornmg to today mormng (last 24 hours), have I
you breast-fed (Name)?1 I
l=Yes\

2=No
If 110 ask questions 2 anti 3, I
if yes, skip to qn4

2. Why have you not breastfed?
1= 1 am unwell
2=Baby is sick
3=1 have been at work
4=others (specify).

3. Do you intend to resume breast-feeding?
l=No
2=Yes Others (specify) ',:,:,:":,:":,:",:",:,~,,,:,:,,:,,,,:_:.:._:...._:_:_:..:.:..._~ _

4. Did you give (Name) anything to drink other than breas milk
yesterday during the day or at night (last 24 hours?
l=Yes
2=No

...................... ,., ,-, , - .
••• - ••••••• , 00. ••• • •••••••• _ ••••••• _.. • •••••• e ••••••••••••

••• -.- ••• •••• ••• ••••• • ••• -- •••.••• _.. ••• _._ •• _ '0' ••• _,_ ,_ •••.•

.................... .., , .
...................... , .. ,-, .. , '" - ..

,-, , '" •.• . '" ..•... -,. -, ,_, _.0 .

I

I

l
If Yes go to qn 5 and 6
If no, skip to qn 7

5. What has (Name) been given?
l=sugar solution 4= cow's mille
2= Formula milk 5=Honey
3=Plain boiled water 7= Oth rs (spec.ly) .~-.-.-------------.-.-------.--- -----~ -- ._. '.----



177

---------- -- _. - ---------- ---

9. What did you do when (Name) was ick?
l=Nothing
2=brought child to health care facility
3= brought child to traditional health provider
4=bought drugs at pharmacy
5=used medication from previous sickness o=oth er, speci Iy

6. Why did you give the baby the liquid?
1=8aby was crying
2=Baby was hungry
3=Baby was having stomach problems
4=Advised by relatives/friends
5=Advised at clinic . ~

1 6_=_0~th-e~cify).. .
7. Has (name) been sick since birth? ---- ---.----.-. --.------ --·----1

l=Yes I

2=No .----------1- _._J
lfyes, go to qn 8-13 I

If no skip to qn 14
8. What sickness was (Name) suffering from?

1= diarrhoea 5=eye infection
2=malaria 6=Common cold
3=pneumonia 7=vomiling
4=,fever' 8=Cough

10. If you did not do anything, why not?
1= Not severe enough to see health facility
2=No money to go to health facility
3= No time to go to health facility
4=No nearby facility

i 5= Family member did not permit to go
I 6=didn't previously like practices of ~ealth pe:I1nel .____ _ _

~Name) still on treatment?
l=Yes
2=No

12. Has this sickness affected (Name)'s breast-feeding?
I=Yes
2=No -

13.~~.~.~~.~.t~~.~~~~~~s~.~~f~~t~~l(~:~)':~~~_~._~:·~~_~ing~_.__ :- =t---
(Name)? I

I l=Yes
I 2=No _ _ __ _ _ __ _ ,__

lfyes go to qn15-18
If no skip to qn 19

15. Please give the problems you are havi 19
1=1am sick-- ------_._-------------- - _.-

r· I
1_ __1.. ~.J
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2=breast have problems----.----------.------------1-i
3= baby not breastfeeding I
4=No enough milk .,
5= others (specify) _

16. Have these problems interfered with your breast-feeding? I
l=Yes ,
2=No I

17. Please explain how have ill "'y affected your I
breastfeeding? ,...... . ,. I

18. What have you so far done about the problem?
1= Nothing
2= Attended clinic
3= Sought advice from relative/friend
4= Bought drugs from pharmacy
5= Others (specify) .

19. Have you been sick since delivery?
1= Yes
2= No
If yes go to qn 20-23

If No END INTERVIEW
20. For how long were you sick

l=Less than week
2=1 week
3=1-2 weeks
3=2-3 weeks
4=3-4 weeks

1------------------------ --------------- ..- ---

21. What have you been suffering from? ~.:_::.::..:..:.:.::.:..::.:..:..:..:..:..:.. _
22. Did the sickness affect your breast-feeding of (Name)?

l=No
2=Yes
3=sometimes
4=others (specify)

'I
I
I----::-:-~---c--:---:---:--c:-:--::--::- ------.------ -._- ..---- ---.- -- -----

23. Please explain how it affected the breast-re~dj:,g ..~~~~~~~~_l_
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Appendix F: Third to sixth interviews

Third to sixth interview que!Jtionnaire (or all pariicipmlls in tlte stud!' grll!!J!l

iA
:
ADMIN

QNR I ~IDivision += ------1ll-Ie~----

Centre

Study Group

Number-- --- f--

Sub- Village:location: -- ---------

Name of Date of
interviewer visit:
QNR QNR check
checked date

MTMSG/CG
number----1---QNR
checked ~..Y

B: cun.o-s BIODATA

Child's Code Child's Weight
Child's Date Child's Lengthof birth ---

Child's Age Child's Card Numb'-r -----
Child's Sex Child's Delivery PI

i

---,---- ---

er

Mt M2

J

---------- --- ------

,------------ -------------. -- -------
C: 24-HOURRECALL BUEASTFEEDING I)RACTICI!:S

I
I I__________________________..__l_J

ace _.1 _

1_ Did you breastfeed (name) yesterday during -the day-m-;t~gtrt-- ----
(last 24 hour)?

l=Yes
2=No

If Yes skip to qn 4
If no ask questions 2 and 3,

2_ Why have you not breast-fed (name)?
l= Iam unwell '
2=Baby is sick
3=1 have been at work
4=others (specify).

3. When do you intend to resume breast-feeding?
l=No
2=Yes
3= Others (specify)

4. Did you give (Name) anythingliq~id o~-se;;i-=-so!id other th;;- --
breast milk yesterday during the day or at night?

l=Yes
2=No

If Yes go to qn 5-7
If' no, skip to qn 8

5. What was (name) given? ._--

I

l



t-----:--~-~---~------------------- _
7_ When did you start giving (Name) th different foods/drinks? Age

Indicate the foods/drinks and age when mother started to gi e In
them. day'!

Food/drinks number of times Amount given

180

r------- _

1=sugar solutiou 6=Honcy ,
2= Formula milk 7= Plain boiled water
3=porridge 8=mashed food
4= cow's milk 9=Fmit pulp
10=Others (specify)... ... ... ... ... ... ... ... '"''''''''

6. Why did you give (Name) the liquid/semi-solid?
l=Baby was crying -l=Advised b relatives/friends
2=Baby was hungry 5=Advised at clinic
3=Baby had stomach problems
6=Others (specify) .._ .

·····················t··

I----::---=-=--~-~---:-:-.-:---:-------.---- ----------
8. Has (Name) been sick in last two weeks?

I=Yes
2=No

f-------~------- ----_ -- _.__
lfyes, go to qn 9-14
If no skip to qn 15

9. What sickness was (Name) suffering from?
1= diarrhea 5=eye infection
2=malaria 6"=Cummon cold
3=pneumorua 7-vomiting
4=,fever 8c:Cough. .

9= Others (specify) .

10. What did you do when (Name) \ '.1 sick?
l=nothing
2=brought child to health care facility
3= brought child to traditiona' health provider
4=bought drugs at pharmacy
5=used medication [rom previous sickness
6=other, specify _ .

11. If you did not do anything, why not?
1= Not severe enough to see health facility
2=No money to go to health facility
3= No time to go t~healrhJ'acilit:y_.__L-. _

I I__________________l -'__.1



------.- --- - --.---.---- ------ --- ------- --- . ---. -- - T- _.-.---

I 4=No nearby facility . 1 I
I 5= Pam ily member did nor permit to go I
1-'-' 5=Didn)~ Rreviouslyllkc e!.:cti~y..9l!!~~!.!!!ll~rsQ~~~~~l .-- - --or'
I 12 Is (Name) still on treatment?
I ]=Yes I

I 2=No I
I B. Has this si kness affected (Name) breast-fecdn g? i I

l=Yes I

I 2=No i I
I -- -- -- ---- -. --.-- -- -- ..__ ._---<__ .1

! 14. ~~~nguhasu u the uSlckn~s,u·tTte~:=(NaJl':)~~r:a~iJ_ ---1--- J
15. Are there any problems you are encountering with breast-feeding I I i

(Name)? I
1~~ .
2=No

I---------.:~-----------------.------.------ _
If yes go to qn 16-19
If no skip to qn 20

] 6. Please give me the problems you are facing when breast-feeding I
(Name) II

1=1 am sick
2=breast have problems ExpluiJl.... .. . " I
3= baby not breast-feeding I
4:No enough m.j~k '1
5- Others (speclty... I

I
17. Have these problems interfered with y~-~-b-re->ast-'fe-edfJ~g~Im~ciine~'!1

l=Yes I
2=No i

18. Please explain how they have
breas feeding? .

19. What have done you so far about the problem?
l=Nothing
2= Attended clinic
J=sought advice from relative/friend
4=bought drugs from pharm. :cy

i-- 5_=--=-.ot:.:..;..hers(spe~l.:_::_· _..~: . ':":':'::":':':':':':_:':":'; ._.__. . _
20. Have you been sick any lime during tht. last two weeks?

I=Yes '
2=No

f----------- ----- --- -- -.-
lfYes go to qn 21-24

If No End interview \1

I . , 1I 2L What have you been suffering from". .. __ ._~ .~ .•

r-n-nid the sickness affect how ou brertst-t'ted your ba y? I
~ ]=No . .. .__ .L_ ..

ajTe~led

I
I
I
I

, I

I-[---'1
l I
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1- ----- ---------.---.------.---,_·-····T--·-21=Yes
3=sometimes
4=others ( pecify)

L .---- -----. -- ---,---I 23. Please explain how it affected the breast-Ieeding.... I

hFor how long were you sick - .-_._. - -- -- .--.- .-- --
I 1=Less than week 3=2-3 wee] s

I ~:~ .;~:eks .__ 4~~-4~eekS 1_ .1_
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Appendix G: Seventh interview

Seventh interv'kw questio1lJUlire {or all participallts ill il!e two SturN grgups

A: ADMIN
QNR ---------1 Division:Number------
Sub-

I Village:
location:
Name of Date 0

interviewer visit:
Q"NK QNR
checked check date

-------------~--l

.T--~--lHealth -- ------ ---------\

1__· I_~~:~e-.-----------
. Ji1ro_up'---_

f ~;:r~1 ,

_ _U~~~~~_l__ J

Ml M2 IAvel.ag~
----- ------,B: CHILD'S BIODATA

Child's Code Child's Weight
- -

Child's Date Child's Lengthof birth

Child's Age Childs Card Num
---

Child's Sex Child's Delivery 1
~.---

-----_.-- -_._-_. ------ -----------
her-- - -.------.--- ------1

')Iace . I
-------- - ----- - - - .------- ---~

,------------------------------------------------
C: 24-HOUR RECALL BREAST-FEE])L.~G PRACTICES

1. Did you breast-feed (Name) yesterdaYduring-the (lfty -o~~1t-nighl-II------ ---
(last 24 hour)? I

l=Yes . I '\

If Y!;~k~Pto qn 4 -- ----- - -- ---- --- ---- -- -~ --1---
J/,W ask questions 2 and 3, I I I

2_ \Vhy have you not breast-fed (Name)? I I
1= I am unwell i
2=Baby is sick I,
3=1 have been at work I
4=others (specify). I

3. When do you intend to resume breast-feeding? I I

i:~~ ~ Ie-- 3_=_Ot_h_e_rs-"'-(s~cl[y_) ,_ _ __ I

4 .Did you give (Name) anything liq-uid or semi-solid other than breast 1

milk yesterday Juring the day or at night? I
l=Yes I
2=No

I
1

\

I

lIfes go to qn 5
lf no, skip to qn 7

4. What was (name) given?



1=sugar solution 6=Hont'y---- .--------,-- -'l
2= Formula milk 7= Plain boiled water
3=porridge 8=mashed food I
4= cow's milk 9=Fmit pulp I
lO=bthers (specify) ... _.. ... ... ... .. . ... .... ... . I

I

6. When did you start giving (name) the different foods/drinks? Age
Indicate the foods/drinks and age when mother started to give In
them. days

Food/drinks number of times/day Amounts given

·1
I
I

S. Why did you give the baby the liquid/semi-solid? I
l=Baby was crying 4=Advised by relatives/friends .
2~Baby was hungry 5=l\dvised at clinic
3=Baby had stomach problems 6=others (specify) .

1-------:----:-------::----:----.- -------- ----
7. Has (name) been sick in last two weeks?

l=Yes
2=No1----------:-------------- -- ..-

If yes, go to qn 8-14
lfno skip to qn 15

8. What sickness was he suffering from?
1= diarrhoea 5=eye infection
2=malaria 6=Common cold
3=pneumonia 7=vomiting
4=fever 8=Cough
9=others, specify .

9. What did you do when (Name) was sick?
l=Nothing
2=brought.child to health care facility
3= brought child to traditional health provider
4=bought drugs at pharmacy
5=used medication from previous sickness
6=other, specify .

10. If you did not do anything, why not?
1= Not severe enough to set .iealrh facility
2=no money to go to health facility
3= no time to go to health facility
4=no nearby facil ity ,
5= family member did not permit to go I j
6=didn't previo~!y like practices ~fJ?:.ealt~J?~_'2'Qnne'__ . _'--------_._--



r-- --'--- . _

. 14. Are there any problems you are encountering with breast-feeding
your baby?

l=Yes
2=No

!----~~--------------.----------------- --
If yes go to q1l15-18
Ifno skip to qn 19

15. What is the nature of the problem/s?
1=1am sick
2=breast have problems
3= baby not breast-feeding
4=No enough milk

1- 5=_0_th_e_fs--'"(specify _
16. Have these problems interfered with your breast-feeding?

l=Yes
2=No

I~ J.__
I

L85

--- --- -_.- ------ ---- -J--'--1-------::--::---:-:----:----:-:------- ._------- _ .. ------- -----
11. Is (Name) stili on treatment?

l=Yes
2=No

12 Has this sickness affected (Name) breast-feed. g?
I=Yes

I

2=No ~--- - ------
l3. How has the sickness affected (Name) breast-

feeding _.._ :._ ; _ .

17. Please explain how these problems have affected your breast-
feeding
practices? _ _ .

18. What have you done so far about the problem?
l=Nothing
2= Attended clinic
3=sought advice from relative/friend
4=bought drugs [rom pharmacy

1- 5_=others (specify) _::~.:._..~.~:.: _
19. Have you been sick since delivery?

l=Yes
2=No

-----------------------_. -- - - - ...__.----- ---
If Yes go to qn 20-23

If No go to section D (MES &MESIGA), End Interview for CG

I__. __ .• _1. __ .__

I
;~: :~o~~~;;:~;;~~~~~:e:~ng fi:om? Uh ---- --.- -- .-- -- - - t--

1=Less than a week 3""2-3 weeks I
I 2=1 week 4:=3-4 weeks t I
I 3=1-2 weeks .

L' 22. Did the sickness affect h.OWyou bre~st-reed y-';-Uf b~bY?'.--'---.-1-1.
______:.__ J=No _ __ .. _ ._ _ ___ . __ L __.1



----------------r- -1-,
23. Please eX_Plainhow it affected !~~~~~g~~~:-"~~'~~~~~=~r=-~

D: For Mothers in Mother-to-Mother Support Group with
Education Support (MES) and Motber-to-Mothcr Support GTGUpS
with Education as well as Income Generating Activities (t\lIES!GA.) I

1. What are your sources of breast-reeding information?
2. Have you ever been in any other breast-feeding MTM.'G before

the start of this project?
l=Yes
2=No1---------------_._--------------- -------- ---

3. Have you received breast-feeding information from any other
sources before the MTMSG project?

l=Yes
2=Nof---,_-------:-:-----.~,_------ - - ----- - ----.-- - ---

4_ How many MTMSG meetings Jid you attend sir ce lite project
started?

1----------------_._----- -----.---- ---- -.-------
5. How do you rate the breast-feeding SUI port and information YOLI

got during the meetings?
1=Excellent
2=Very Good
3=Good
4=Fair
5=Poor

f-----c:---=----~.----_::__,----:-- ------. ---. -- --- - ----- -
6. How would you rate the breast-reeding supper l and information
coverage by the MTMSG meetings?

1= Adequate
2=FairJy Adequate

1------- 3=:.lnad~quate____ _ .__.. .- - - ..--- - .-
7 Please explain the difference in information received from other

sources and from the MTMSG meetings.
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2=Yes
3=sometimes
4=others (specify)

Knowledge and Practices of the Mothers Regarding Breastfeeding
~other-to-Mother Support Groups _

------ ------ -_. ----- ----- -~--
8 Did you get any bl~t;ast-feeding support ill the .MT~v'ISGrr eeting?

l=Yes
2=l:No _

9 Jfyes, what breast-feeding support did you get from these MTM:)(J
I meetings?
~ ,-, -.- ,-, ':.~'-=,,~-.'-'.~-.------ ------------ .."

-----1---

--LI
I I___.__L_I



--_. -- _. - - --~---- - -- --
17 Did you have any difficulty practicing the breast-feeding pn!ClICCS

learnt during the MTMSG meetings')
I=Yes

l---- 2=-_·N_'-?_____________ _ _. _ . ~ _
18 IF yes, what breast-feeding practices learnt Ir irn MTMS I

meetings did you find hard to follow? .

I
If YES how?. I I

] l From what activities/discusSlOn~ did yo;:l-·be~ef~nost during -t}l~ -·-t--- ·-1'
MTMSG meetings: I

I
I

12 ;!~~~~ieSexplamhOWYOu.?~e":~~ : om .. 11:.1. 1_.1

13 :!n~tIVl~es/mformation did you like least during MTMSG 1 I
,
I

I
I
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~ -- -----~-=-===-=-~~.=-=-:-=-=10 During the MTMSG meetings, did you benefit from the activiues
or the discussions?

l=Yes
2=No

14 Please explain why ..

t----=-~~---:-__:--::-:--:-:-:---:----------.---.-- - ------ .------ ---.
15 Have the MTMSG meetings hc.] ed YOLI to change your -.reast-I

feeding practices?
l=Yes
2=No

16 Please explain how the MTMSG meetings have I elped you change
your breast-feeding practices .

···1
I
I
I

] 9 Please explain why they were hard .

--_._. __ ._--_._----- _.- --- ------ ---- ..~ I _._
20 Do you think that exclusive breast-reeding is beneficinl I! the I II

infants?
l=Yes ,. I I

I I:I ?(=No
3= Not sure i Il-. ._. . ._..__. .__-'_.__..__._..l~ __ .
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I 21 What is YOUl feeling about tl;~\ ay- tlte -~Xi~,,1S(]~'ne~tmgswer~----l-I

I
facilitated? I

1= Very Good

L 2=Good I
3=Fair I II

4= Poor

I, 22 ::~ngs?~~~~~~.~ ~~~~.~ y'oo--like-Ill ~ Y~ur-~fUl~~l_..!
, 23 Will you continue to attend MTMSG meetings with subsequent l

I pregnancies? i
l~~ I

, 2=No

24 Please 3~MaYX~~ain your ;easons ' .m. ('fu~-.- ..;\--;,;~;, ---j
answer) , .

Knowledge and Practices of the Mothers R(·g~.'dittg, {GAs
Iduring MTMSG. . ..__.__. __ _ .,__ . __-I__

Did you participate in any lGA acti ·jty during YOUt MTMSG I
meetings?

25 Do you think MTMSG meetings should be p omoted ill
places to improve breast-feeding practices among mothers?

1=Yes .
2=No

other

I
,----

I II I
I I

I
I

l=Yes
2==:No

What type of 3.ctwin;s did you -participate- in du~iT;gthe~;~~!T!lg~";---- -- --
(List) _ .

3. DId you manage tu sell the products you made <lUling rvn·~I1.-';(j~·)
l=Yes
2=~No

I
I, I
L--... ------(._-- ----------------_._- -- ..-



l=Yes
l 2=No

I 4. Do you think Ule IGAs were

I
meetings?

l=Yes

I

2=No
3=Not sure _.

I 5. Please explain your answer .. . .

~o you feel that the IGAs encouraged you to-at",;;dll;,,-MTMSG 1---- -----I
meetings? '

-1--- ---,
, I

, I I I
8. Did you like the IGAs you participated m during th~ MTMSG-~ .----~. i

meetings? ! II I
l=Yes
2= sometimes I
3=Nof---:-------'--~-----------.----- ---------.-----t--- --.

9. Please explain your response... ... ... ... ... .... . I

7. Please explain your answer.. .

1O~Which activities would you have -;dded -toyour "tvl~i~i\,1S(~--;:;JeetT,~·gS;;-·--I·-- -- -~--
......... . .: I

I L Do you feel the ]GAs were we]) -;;;-,maic(j- d;;':I1~g the MTrviscj"- --·l-:-
~~ I

I=Yes
2=Sornetimes
3=No ------- -------. ---- -- --_.

~ Please explain your answer... .... -. ~~ ~__~ ~:_~~~_~_ J _
I Thank you for your sparing til!!c for ~ :r~e0'i_~_~~H!ans~~erinJLl.~Y!l'.:'_e~tions.J
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Appendix H: Breast-feeding observation guidelines

Observatio" Guidelines f(Jr ]OOdJparticipants in each of/lie 3 stud!' grQup.s.l}one wallin
first and third months o(delivery. Obsen'ations to be dOliebetween 8am to 5pm

3. Frequency of breast-feeding per day. Give number of times .
--------- --------- .-----~-------

4. Breast-feeding on demand. I
l=Yes ~
2=Nof--------------------------- .-------- -. - -----1

5. Breast-fee?ing on both breasts per breast-feeding session. I
l=Yes
2=No .________ _ . . ._

6. Mother relaxed and confident when breast-feedin r.
I=Yes

2=No .. _ .. _
7. Problems mother is facing during- br~ast~l~-e;h~ga1ld 'h(;ws-he-(~!e~t1s

with them, I I
I I

_(List) ...~...:_:_:.:..:.:.:..:.:..:.:.:..:.:.:.:.:..:.:.:.:..:..:..:.:..:.:_:_::_:.:..:.:.:.~.:..::..:.:..:::..:.:.:....~..~:.~.~..... ::...:..::::...::.::._::.:..__ .._L__. _ . ..__J

._------
A: ADMIN
OBS.

-,--------

Number Division:
-

Sub- Village:location:
Name of Date of
Interviewer Visit:

-
QNR QNR'
Checked check date

!

B:BABY'S BIODATA
-

Baby's Code Baby's Wei
Baby's. Date Baby's Lenbirth
Baby's Age Baby's'
(days) Number

Baby's Sex Delivery PI
--

QNR Checked QNRChecl
by

-

C: OBSERVATION GUIDELU rES
---

1. Proper positioning I=Yes 2=}
---.-- - --.~-

2. Proper attachment to breast
l=Yes
2=No

---l J~e"lt~Ct~~;;T-=1
-- ------1 --I

Study Group I

-~~~-~::'~-f~~~J
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8. Cor~plementary foods given. -------- ------ ---.----:-r-------l
List types and frequency........................ I
Food/Drink Frequency given Amounts given

'I

____ ~_._. J _
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Appendix I: MTMSG reporting form
,-----------_._------_._----------------_. ,-----------

Facilitator's name:
Nearest health facility:
MTMSG number:
Topic covered:

I Date:
LI • _ ----.----

Challenges:

..~ , .. . .. . . .. .. . .. .• . . . .. . . .. .'

•.•. , •. , .•••.•.• "l ... ,., ., •. ,. , ....••••. , •••...• '.' , •..•...............•. , .•.... , ••.•.•

Questions:

Success stories if any:

.............. _,_ .. , .. , , , _e_ , , , .

••• " •••• _._ ••••••••• _,_ •••••••••••••• __ •••••••••••••••• _ •••••••••••••• r ••••••••• _ •••••••

•• , ••••••••.••.••••••••••••••• _•••••••••• '0- ••••••••• , •• , •.•••••••••••.••• , ., ••••••• , •••.•••••••



r:: ---------1
and lPhone number Sign/Tl.omb I________ _.rril~t_____1

- ----------·-------1
I

~----.------------ -------------\
I~-.--.--r--- -- ---l

I I-r----, ----- ---- --------- ------ I
I

-----L----------·-· ------------ --------
I I-+- --------.-1--- -.-..---- --- ----- - -.----------
I 'j=F-==-.+-=='-~~==~=~~.I=.•--·=~~==·

=1 .t_~~r--~.·_-~~--~~~-]

Appendix J: 1\-lTMSG attendance form

Facilitator's name:

Nearest health facility:

MTMSG (lumber:

I Topic covered

Date:

SINO Participant' I Village I Landmark
s Code Sub-chief

I

I r

,
I

I

I -t---o

I l:
I I

J---- ---

~
1
I

I
I

i

-----------------l

I
i
I
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Community: Place: _
Date: Time: Theme:--------_.'. --.-~.-----_.- - .- ,_._-- --------- ..--- -- ---
Group facilitator:

Indicate Yes or No to questions below.
1. The facilitators introduce themselves to the group.
2. The facilitator dearly explains the day's theme.
3. The facilitator asks questions that generate participation.
4. The facilitator motivates the quiet women to participate.
5. The facilitator applies communication s1011s.
6. The facilitator adequately manages content.
7. The facilitator adequately distributes the tasks between the members.
8. Mothers share their own experiences.
9. The participants sit in a circle.
10. The facilitator fills out the information sheet on their group.
11. The facilitator invites women to attend the next mother-ro-motl-er support
group (place, date and theme).
12. The facilitator thanks the women for }lttending the mother-to-mother support

, group.
13. The facilitator asks the mothers to talk to a pregnant woman or breast-feeding
mother before the next meeting, share what they have learned, and report b%k.

D. Is there a productive discussion taking place?
14. Is the knowl edge bei ng passed correct?
15. How does the facilitator handl the misconceptions if any cor ectly?
17. Are-the women interested in breast-feeding issues being discussed?

Comments
••••••••••••.•••••••• '" & '" ••••••••• to •• " •• it " ••••••••••• " ••••••• of ••.•••••••••••.•••••• '" •••••••••••••••• '" II •••••• '••••• ,. •• "" •.•••••••••••••••••• it •••• ~ •• ~ ••••••••••••••••••• '"

•••••••••••••••••••••••.••••••••• ff •••••• "' ••••••••••••.• " •••••••.••••••••••• ~ .••.••••••.••• I •• IIi ••• C. •••• ~ ••••••.••••• ,).,,·
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Appendix L: Letter }f introduction to FGD groups

Hello. My name is Mr. Joseph Kobia, a PhD student at Kenyatta Uruversiry and my
Research Assistant is '" I am conducting a research project that seeks
to establish the effectiveness of Mother-to-Mother Support groups in promoting
exclusive breast-feeding in Igembe South Sub-County, lv eru County-Kenya. I would
very much appreciate your participation in :hj~ locus group discus. ion (FGD) to get
in depth information on how Mother-t --Mother SlJPPDrt Groups ave affe ted breast-
feeding in this community. The findings from the study may contribute tu knowl .dge
on child nutrition and ill particular, exclusive breast-feeding in this study area and
any other with similar characteristics as you were earlier informed (11 the begtnrung
of the project. The findings may be used in formulating policies that will heir
improve exclusive breast-feeding rat es as well as nutrition status }f infants in Kenya.

Please feel free to make your contribotions as well as ask questions which your
group members can discuss. My assistant ill be recording this meeting. We shall be
here for only two hours. Whatever information you provide during these FGD will be
kept confidential and will not be ~hCl.red with anyone other than mv research
supervisors who arc authorized by gov.rnment and Kenyaua Ui ivers.tv. Thank you
for coming and feel welcome.

Yours S incerely,

Joseph Kobia
P. 0 Box JOm87,
Nairobi
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Appendix M: .FGD control grout> guidelines (KBF)

1. Who are the sources of infant feeding information in this community? [Probe for
TBAs, CHWs, health facilities, NGOs/enos, tinnily, friends, and media]. (Rank
in order of importance. Probe for comments on adequacy of informat ion)

2. Please describe the breast-feeding practices in this community.

3. What are the beliefs/traditional practices regarding b .east-feeding In ihi:~
community?

4. Please describe the common breast fee ir g practices for sick children in rhis
community.

5. Is exclusive breast-feeding common in this community? If YES fOf how long? If
NO, why not?

6. 'Who are the major decision makers in the choice of infant feeding p actice in your
community?

7. Would you say it is appropriate to express milk for the baby if yfHt will he away
for long?

8. W11at are the challenges to exclusive breastfee ing in lhi. lTanillunity? iProbe for
cultural, socio-economic, food accessibility, maternal workload, pregnuncy)

9. How does your community view exclusive breast-feeding?

10. What are your views on encouraging women to exclu !vely breasif ed? (Probe/or
suggestions on how best 10 promote exclusive brc.tst-feeding)



197

Appendix N: FGD control group guidelines (non-RBF)

1. Who are the sources of infant feeding information i 1 this community? [Probe for
TBAs, CHWs, health facilities, NGOs/CDOs, family, friends, and media].

2. Who are the major decision makers in the choice of infant feeding practice in your
community?

3. What role can the community play in improving infant and young child feeding
practices?

4. What are the beliefs/traditional practices regarding breast-feeding in this
community?

5. Please describe the common breast-feeding practices for sick children in litis
community.

6. Please explain what you understa 1 by exclusive breast-feeding? Is exclusive
breast-feeding common in this community?

7. Do you think it's possible to exclusively breast-feed childre 1 ip tu six months?
(Probe for reasons)

8. Is breast-feeding com tonly practiced in this community? iCNOT, why? II.' YES,
[or how long do most women breast-feed their children?

9. Should babies be given colostrums/liquid that comes from the breast in the I1rs1
three days after delivery? If YES, why and if NO why?

10. What are the challenges to exclusive breast-feeding in this community? (Probe/or
cultural, socio-economic, food accessibility. maternal workloa I, pregnancy)
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Appendix 0: FGD MES (EBF) guidelines

1. Please explain how your mother-to-mother support gTOUp was formed.

2. What are the objectives of your mother-to-mother SUPP0f! groups

3. What discussions/activities do you perform as a group? (Probe for key
messages, experiences, and challenge!')

4. Ifthe child was sick, what would you do about his/h r breast-feeding?

5. Who are the major decision makers in the choice of infant feeding practice
among the different communities?

6. Should babies be given colostrum/liquid tha comes from the b east in the first
three days after delivery? If YES, why and if NO why?

7. Please explain what you understand by exclusive hr ast-feeding?

8. What are the challenges to exclusive breast-feeding in this com nunit '? (Probe
for cultural. socio-economic, food accessibility, !1I{J/NrluL workload,
pregnancy)

.9. How did the mother-to-mother support group assist you In ensuring you
practice exclusive breast-feeding?

I
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Appendix P: FGD MES (Ilon-EBI~) gl. .dclincs

1. Please explain how your mother-to-mother support group was formed.

2. What are the objectives of your mother-to-mother support groups?

3. Have you any training for this group or some or lis members?

If YES, what training have you received. (Probe for contents of the training)

4. What acnvities do you perform as a gTOUp? (Probe for Irey messuges,
experiences, and challenges)

5. Please give me other sources of breast feeding information in tliis community.
[Probe for TBAs, CHWs, health facilities, NGOs/CBOs, family. friends,
media). RANK in order of importance. Are they adequate? I'robe for reasons

6. Is breast-feeding commonly practiced in this commu ity? If N )T, why? If
YES, for how long do most women breast-feed their children?

7. Axe there women here who do not breast-feed? ] f YES, why" T' obe fur T'~ sons
such as culture, presence of diseases, occupation?

8. Should babies be given colostrum/liquid hut comes from the breast in the first
three days after delivery? If YES, why and if NO why?

9. Please explain what you understand by exclusive bieast-f eding?

10. Do YOLl think it's possible to exclusively breast-feed children up to SIX

months? Probe for reasons

11. What are the challenges to exclusive breast-Ie xling in this communi y? (Prune
for cultural, socio-economic, food accessibility, mute mal workload,
pregnancy)
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Appe dix Q: I?GD l\'lESIGA (ERF) g ..iidelines

1. Please explain how your mother-co-mother support group was formed.

2. What are the objectives of your mother-to-mother support groups?

3. Have you any training for this group or its members?

If YES, what training have you received. (Probe/or contents of the training)

4. What discussions/activities do you perform as
messages, experiences, and challenges)

group? (Probe for key

5. Did you enjoy those activities you participated in during the MTMSG sessions?

6. Did those activities encourage you to attend the meetings?

7. What are the beliefs/traditional practices regarding breast-feeding m this
community?

8. If the child was sick, what would you do about Iris/her breast-feeding?

9. Would you express breast-milk fOI your child (k. s than () IlIunl1.s) if you
expect to be away for a long time')

10. What are the challenges to exclusive breast-feeding i l this couununity? (Probe
for cultural, socio-economic, food accessibiluy, mnternul workload,
pregnancy)
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Appendix R: FGD MES CA (non-ERF) gtddel;nc3

1. Please explain how your mother-to-mother support group was for 1I'!~d.

2. What are the objectives of your mot: er-to-mother support groups?

3. Have you any training for this group or its members?

4. What activities do you perform as a group? (Probe for ke» messages, experiences,
and challenges)

5. What income generating acuvrties were YOU involved dunng t.he MTMSC
sessions? Did you like them?

6. Did those activities encourage you to attend the meetings?

7. Are there other activities you would like to have added?

8. What are the beliefs/traditional practices regarding breasr-tceding m l!Ji:\

community?

9. If the child was sick, what would do about his/her breast-fee.ting?

10. Who/what are other sources of infar-. feeding nnonnatiou t~jthis t (\l'!'\'(tuwiry hPl1rt
from MTMSGs? Rank in order of importance.

11. What are the beliefs/traditional imlCticcs regarding breast-feeding rn thi
community?

]2. Please explain what you understand. by exclus.ve.breast-feeding?

13. Do you think: it's possible to exclusively bre:•st-fceri clnldren lip to six months?
Probe for reasons

14. What are the challenges to exclusive breast-Ieed.ug in this community? (Probe for
cultural, socio-economic. food accessibility. tnat srnu! vorklocul, pregnancy)

15. What are your views on encouraging women to exclusively breast-fee ? (Probe
for suggestions on how best 10 increase: rates ofcxch.sive breastfeedtng
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Appendix S: l'dT?Vi8G detailed schedule of project activities
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r--------TMlfMSG meet~g IY1MES a.;:;-ct MESIG1-\--Tr:f~alth--------l March 2013
'I Breast" milk expressing I facilities/school!

1

Cup feeding 1 church/agreed .
Hyg.ienic storage of meeting point

I I b/mllk' I

~

I IGA activities I I" j (N'J~SlG_~ ~1------ I Fifth Inte~view'- .MES an; MESICiAonly -I~~o~~~!ealth---------~~3-~f-:;\.pri'l-

1

1------1 MT!vlSG meeting V I MES anc!'M:ESJGA---I'tI~alth April-20i~-

I
Breast-feeding in facilities/school/

I pregnancy I church/agreed
I II Complementary feeding I meeting point

I
I Extension of m~!, J support I-----L.----- ~~SIG!::.Q~~I~:~:iti:_t-·---.--- -.-l------.----_ ..-'

Final Interview _I MES and MJ:<:SlUA only Home/Health J End of May
Facilities 2013----- - ------------ -- ---------

FGD Meetings I Al] groups (2 FGDs per Health . I February 2014

~

_:ttldY group) facilities/school!
church/agreed

'-- ....L..____ _ . .L!.l1eeti.ng....Eoif1£__ L _



204

Appendix T: MTMSG activity plan ,

(Done by Researcher supported byfadlitlltors)

r:;::;--::--.------ .-------
I Facilitator's name:

Health facility:
District:

- .._--- ---_._---_._-------.
I

N~neofWoup: I
Sub-location: I

I GOal_: . -_-_- --.-------.------ .....---.- ..-----.-------------------.-I
L .______. ~
Objective:

-rates ----rActivity Resources
Re~ed I

I

~- ---- -

I I_______ .l_________l_____________J

-------1---------·----
Measure of Comments
S~cce-''---______ ------ - --- -l
------.------+~ ---i

. I

------ -_. _._--_._-_ .._-_._-!
i I__._._. __ . L .J



205

Appendix U: MTMSG training of fa cilit» to rs , pre-test/post- c:,t

(Done before and after the training).
, Instructions: Answer Yes or No to Questions and True or False for stateme ts

1. Should a mother begin to breast-feed immediately after birth?
2. A mother needs to breast-feed on schedule in order to have sufficient milk?
3. Beginni gat 4 months, a baby needs to eat and drink other Ie ds?
4. A baby between 6 - 8 months needs L eat 5 times' a day.
5. The first milk cleans the baby's stomach and is the first vaccination of the baby.
6. A mother-to-mother support b1TOUP is ihe same as an educational talk.
7. In the first 6 months a baby sbould drink water and be breast fed.
8. A mother can use lactation amenorn.oea method to prevent pregnancy as long as
she is breast-feeding.
9, After 6 months a baby should be given food on his/her own plate.
10. In a mother-to-mother support group, mothers help other mothers.
1] _ Many difficulties in breast-feeding can be resolved by proper P sitioning and
attachment of the baby to the breast.



I Training of Facilitators: Training Scherb/Ie
I

----------------1.----.------- ---------.----------------
Db 'ective/COtltelttlmessage:.- 1-M '!.!.~rillls/.!j!!!.t!..'/a~~ljyilie"__ ------ -- ---
Learning objectives: Materials: I

I By the end of this session, participants will be • Flipchart paper, markers, masking tape I
able to: "
• Train community facilitators in MtMSG I
methodology. Time: I

I • Facilitate a breast-feeding MtMSG in a 8 hours I
community setting. I Activity:

• Form groups ofparticipants Tom tile
training who will act as facilitators,
with other participants acting as
observers

,. Discussions
•• Pretest
e Power point pre. enrations

I. Positioning and attachment of the
baby correctly at the breasr

2_ Breast-feed exclusivelyfor the first 6 Ti..£:
months, S hours

3. Breast-milk contains enough water. Activity:
4. Breastfeed frequently day and night • Form small groups of participants

(on demand). from the training who, will act as
5. Continue to breast feed baby on facilitators of the mother-to-mother

demand. support groups, with other
6. With information and support, all I pnrticipunts of the. training WiLO ill

women can overcome breast-feeding act as observers
difficulties. • Demonsuarion on positioning and

D. 3 .L~~~~~,,!,§'~o_n_-:-~=~~__
Key messages: ,~uteriaIS:

1. Lactation amenorrhea method ill • Flipchart paper, markers, masking tape
exclusive breast-feeding (baby-so • yime:
months) 8 houi s

2. At 6 months, besides brea t-feeding, t\c!!.~:
begin to give other foods. '1. Role playas MTMSO Facilitator

3. Continue to breast-feed for up to 2 I 2. Songs ~o.evie v key message'

years a..'ld beyond. . I .__ ._ . . __ . . _
II ~:; ~essages 1

1

- Mat;ri:!.!.!!:- ---- ---- -.-.------- ----~
__ ~L~l~of IGA..?jr.!...J\tT~_SQs. . ._~ __F~~?cha!ip:~p~r:_l)~_~~erG,_111~~~<ing,!~r_e; J

Appendix V: Schedule for training facilitators.

(Done by Researcher ass isted by lactation expert)

Day 1
Key messages:
1_ Pre-test
2_ Brainstorming on the local health situation
3. Characteristics ofa MtMSG
-l.Brainstcrming advantages of breast-feeding I

5. Ten steps ofBFHI
6. Initiation of breast-feeding
7 _How the breast makes milk

Day 2
Key messages:

206

--------------------- -.- --------------1Materials:
• Flipchai I paper, u.arkers, masking tape

I
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1--;--S~lection of ICi~\-.-.--~---- T.'~-r~(1Wmd~-rii-is~q~;jpn:;~;;t~--------I
• DISCUSS SOUTces 01 funding Time: I
• Training of members 8 hours
• Marketing ofthe products

I • ctivity
I Demonstrntioi 01 lOA
I ------,-~-- ---- ------------ ---
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Appendix W: MTMSG meetings attendance

MTl\ISG meetings attendance
Treatment CWhP
A B
n(%) nCYu)

Number of MTMSG meetings
attended
4
5
6
7
Total

0(0)
~)(') 7'.. ~. )

34(46.6)
37(50_7)
73(109)

Breast-feeding support rating
Excellent
Very Good
Total

~!.tl(48)
23(46)
3(6)
0(0)
50(100)

Total
nC:~,)

24(19.5)
25(203)
37(30. j)
37(30 l)
123(100)

Chi-sq/Fisher
lest;
Pvvalue

<.0001

47(64.4) 22(4'-1) 69(56.1) 0.0253
26(35.6) 28(56) 54(43.9)

. . }}·lQ.Q.L_ ?Q(~gQL_12~_CiOO) ._. . ...
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Appendix X: Association between wealth index and E1U' by mouth

. Association between _~~i!l~~index an5LgBfoby ~Ol~l:!.___..____._._
--._-Month Wealth Quintile EBF=Yes EBF='No IJ-vaJue

1 1 32(23.9%) 2(6.7%) 0.2Sgf)
2 26(19.4%) 9(30%)
3 26(J9.4%) 6(20%1)
4 23('"1 '0/, , 5( 16.7%).1 .. _ OJ
5 27(20.1%) 8(26.7%)
Total 134(100%) 30(100%)

I

2 J 26(22.6%) 8(16.3%) 0.4444
2 22(19.1%) LJ{2G.5%)
3 25(21.7%) 7(l4.3%)
4 17(14.8%) J J (22.4%)
5 ·25(21.7%) i0(20.4%)
Total 115(100%) 49000'%)

" 1 24(24.2%) 10(15.4%) 0.3617-'
2 20(2~.2%) 15(23.1%)
3 L9(19.2%) 13(20%)
4 19(1(, ~%) 9(13.8%)
5 17(17.2%) 18(27.7%)
Total 99(100%) 65( 100%)

4 1 25(25.8%) 9( ,- .4%) O.3n~
2 21(21.6%) 14(2().91~'O)
3 1808.6%) 14(20.Y'%)
4 15(15.5%) 13(!9.4%)
5 18(18.6%) 17(25.4%)
Total 97(100%) 67(100%)

5 1 20(23%.) 14(18:)%) () 8378
2 16(J8.4%) 19(24.7%)
" 17(19.51%) : 5(1 .. 5%).)

4 ]6(]8.4%) . :2(15.6%)
5 18(20.7%) 17(22lC't!»
Total 87(100%) 77( !OO%)

6 1 17(22.4%J) 17(J0.3°';,) O.~215
2 19(25%) 16{lS.1~;':I)
3 11(14.5%) 2 i( 3.9%)
4 17(22.4 Vo) 11 (12.5%)
5 12(l5.8%) 23(26.1%)

_____ Total . .J~U~O%L__..~?1l~~~l. ._.__.
I =Poorest quintile; 2 =Second poorest .nrintile; 3 -Middl ~qulnule; -I =Secoru]
highest quintile; 5=Highest quintile
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Appendix Y: Kenyatta University approval of research proposal

KENYATI'A UNIVERSITY
GIU.JJt.:ATf OCHOO'...

no. iJlllt 43814,00100
.N:AD:.CBJ, kF.NY.\
1'cl. a"_0001 ElJ. 57Bt!O

{rIt:nu!l 0____ ~ __ ~ ..L,~,,~,_~_~ _

fROM:

TO:

Dean, Graduate School DAT£: 6'" MUj, zciz
Mr.Joreph Kobil1M'liria nr,t~1187i 1~(''()fl/OfJ
CI0 foods, ~\ttrltion I: DidcliOj Dept.

SUBJECT:
--::~-:'::~~=:;:=:::======::===---'======-=~:;;,:;:;:...-~:'...;=.::::..;.;..:...------:.....:.-=-:::.=-

This is to inform )'l)ll that the L)llduale Sch,)01 ~o(lni, III us n (;l:1iJI,?; _,I( !\
April, WI2. approved your rcs(;llidl Vmpuul tor the I'h.li. dcgru ennrlcd
"tffecti~u of Motlte1"- To-MothCl'-Suppcn Gl'Ol\l18 in Pmnv.'lt~ E!du:liw
B:-~lfeedirig in Mem County, y" ,ya: A lWndoml;,J c.">t\ttOU«1 ~1J:11I.

You tnIIy now proceed Will your .:114.collection.

I. Prvf, Judith Kimi)'\ it:

Ioods, Nutrition & JIll!! ·11<. .•• [ )Cp.II·!hlcrll

Z. Dr. Sophit' Ochols
I'~. Nutritic ~1 & pidr.a,..~ D xartmcut

~~~~~~'~.~
&tur..illd ~ ~11~ £4«-4iWIu J: S.l!-[RdJ.-..:

.~----..--~.....__ ..•.- -- --
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Appendix Z: Kenyatta University rcseai ell approval
--:---- --~-.--

KENYATfA U1\1J.VY.r••., lY
GIMDUA1'J: OCH L

L-ll1liii; klJl:nII!(~i'tlho(1.conJ
dClln·~mdl!tJ~ql!<~~

Website: www.ku.ac.ke

1'.0. Box "31!-~4J 00100
NAIROBI, K£."'N A
TeL 8710901 £lt1. 51f130

----------------------~------====~-~-----~~~------~----
Our Ref: H87/ 13609/09

111ePermanent Secretary,
\ Ministry of l-~l,hcr Education, Science S::Teclurology,

f'.O. Box 30040,
NAIROBI

Deal- Sir/Madam,

I write to introduce Mr. joseph Kobia M'fu"kl who i, d PL WadllJJ!o;: :)lW..kHt of
this Cniversity. l le is rcgtse- (f [or it Ph.n. degrc pro' .n,,"Jl1· t.l :I:
Department of foods, Nutntio.. & D10tC' ~ ill the Scl )1 of API)\tc'-<.l HUrrulU
Sciences.

Mr. M'liria intends t .onducr research for 1I Thesis entitled, "£ff, !IVetIt' ~ of
Mothr.:r-'l'o-Mother-Support Groups in PromotHig t: 'llU!iw UJ~ l'eedmg in
!vkru County, Kenya; A ~ Contrail '!'ri-il".
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Appendix AA: Ethical clea ance from KNH/lJoN

I
;

! "t

UNIVl!ltSlTY Ul: _ ".moDl
€:OI.I.••:(,Y,n •.•••.~.u.nt;""'.Jt..~·t""
r 0 ""'X 1-.((" Cfodc UIIlU:
l""""'esc\'~
(l~11"'.4: ~,,~;

Ref: KNn-ERCIA/343

l</'ill,'l-UN-ttt
f_dl! 1AINk.Il_t~ , •.,•••....,.....; •...•...~

llO1__ ••••_._'I\II11Ucl1

J..:£Nv A-I -A x ATION" L HOWl'! ,4.1
r 0 II00r 7JJ c ••••• UOJal
T<l: I.!4Jee ~
1:'.:n5!'.
lwp' •••. ~lr.DSIIt'.""', ••••
13 December 2012

.,loSeph Kobla M'liria
H81fl3003,'09
Dept .of Food, Nubilion and DielAtlCS
KenyatlaUnI\'O~

Daat Mr. kooia

RESEARCH PROPOSAL: EFFECTiVENW OF IAOlt1ER·TO -MOTHER SUPPORT GROUPS I~ PfdlUO a eXClI)SIV£
BREASTFEEDING IN llERU COUNTY, KENYA: A RAND01.11Zl:0 COmnOLll!O TRiAL \P292tJ:iIlO.;.;.1=-.11 __

This ls to inform you that the KNHAJoN-Ethlcs & p~ CoolIt1.tlco {KNHlUoN·ERC] has rGvi!lwOO
end '!Hlrove!f yoor above revi5ed prcpossl. The approval peOOdli are 13" December lIJ12 to
I'" DeC(#'llber 20 13

a) Gdy approved documents (in!orTlUld oonseots. slurty iMt{lJmtnt~, ~dverti:ling ffi!j ••••15etc) '"ii: IJlJUSOO.
b) Ail c~"s (amendments. ue.lallons, lJiolaliMs e&:) are submi~,ed fOf fll~i&\V an.J ftPfJfo'Jal t·y KNI-<."",N

ERe befole I!!\plementatbn.
c) Dontr. and ~fothreatonlng probl0015 a:ld !.C.'ifl.9 OO'AlfllG QvUr1($ (SAfS) 01 Iif'tjKpJclOO iIol'~~'SoIJh\'~,tl!,

'IJhetI'er rebtfd or unrelw.ed 10 \t1e study mil:>! 00 ret:Ortcfl \I) ~ KNHIUoN ERe .dun 72 oours or
r.olifr:d{lon.

dI A1'fchanQ~,an1!cipatcd or o:!~ trat .nayiocrenSfJ Ihe rr:slcsOf •• , t ~ty or \~eif:;\r- f M",I~
;.articipants and o!l1efS or a1focllhe Integrity of the IllS0BIth l005t be reported to K~HIU I ER '."·Ull!1n
tours.

e) Submls~n of a requestfor renewal 01ap;;IO'/al at l6ll:>t &0 days pol')! to e~I)if101 ~!d drplu,~1 ;:""i."j
!!ill§SlL~!Jl9.~ (~11l3uprnlrl /hp{~~

.~ CJeatallC8 for expol\ of 000g1ca! sp6C!nC11S mus1 b9 oUl.!llOOll ~um XJlliltJoN-·Etlu::s & Ileseorch
Comn!'i'lee tor ea::h biJt:t. of shipment.

\Ii Submiss-oo 01 311~a §l1l!U1l'-iYI~I \di1l00 day:, 1Illtil w"lliIa'J')1! . \lYJ .i<dV
ihls If1toonllton '11m roon per1 of tho dnla billX! lr.at \\1lI00 1)C(l~\i~ed III fulUtO Ill'ilSoi PlU!:Ob ('9 ,,,,Iii .
r~~h studies so £ISto rnlrilmilG cl\aflCes of sH.dy du~li~rt()n ~fldl<:.r1>1ag~~nl



Appendix Ai\.: Ethical clearance from I{Nll/UoN continued.

I
I
I

Yoor5 sincerely

:1I'~"l~a~.
PROF. A.N. GUANT AI
~AA,(, KNHlUQN.IiRC

c.c. TM Deputy Din!ctot es, IQ./H
1M Principa, ColJc9'l or ffflal!jl Sciences. lJcN
1 roe HOD, ReconJs, KNH
Superviscts. Jud~ K!miy\\\'), Sophie O--~I(]
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Appendix AC: Letter of introduction from MOH 1gem\H.~S;tmth Suh-I 'ounty

f
I

T cicph:.\fi<e: (,..64-112~:i
Fax: 01>4-2!JS:i
Tc!egI1JJlI~:Y101 L M..A l),'\

()!'III'~.nt' w'n,C.~LC:tt'l(;":~
lCiO!.I\·IBt> l!I"'!W'I
P'.4I, uox -lit!
~'tf .\f.ti\

TO WHOM IT '!CONCERN

RE: INIRCDt)CTION l.ETTf.R
M~. JOSEpH KO~1)\ M..1!f1li1
BEG. NO. HQ7/136Jml9~

The above underlined officer who is ?1 srudcnt in Kl1:'1YiJ tt: L:n;\l{l( i~\'
purs4!ng post graduate PHO de-gre:€ in FO(1rl.~, Nutrition and OIf'tii.J(' h65

been authorized by the MOH's office to carrv out tne £'>:t'!rti~l~r:~~I!.:IV

with out any obstruction.

You hove been requested to r:oop(!.'at,: with hin i tlnri rlis gf0t1~· ~.~,

achi ,ve the set. targets.

I
I
I
I
L, "--'




