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ABSTRACT 

Blldq;round. Breastfcc:ding is the simplest and most reliable means of feeding infants to 

their maximum 51lisfaction and it reduces the likelihood of childhood illnesses such as 

pneumonia, diarrhoea EBF in particular. promotes the optimal health of the infant in 

di\('rsc ways. A1thouah there is evidence on exclusive breaslfecding among professionaJ 

.... or~m~ nursing mothcn and mothers working in the in(onnal sector, thcn= his been no 

compallllli\'c studies between these 1"'0 categories of women in Ghana . The study aimed at 

exploring the prevalence and burien to EBF amona infonnal ,,'Orking nursing mothers 

and mothe~ working in the formal sector in Ghana in order to bridge the knowledge gap 

and add to exisling tinding.son barriers to exclusivc breastfecding_ 

Mtlhocb: The study adopted a facility based cross-sectional quantitative study design 

whn'e simpJc random sampling technique was USC'd to select ) 15 infonnaJ sector nuning 

mothers and 114 (0l'I1\l1 s«tor work.in& mothers aged 15·45 years who had children 

bdwc:cn the a~~ of 6 and 24 months. A structured qUI.'Slionnairc was used to gather the 

data forthesNdy . Descriptive statistics, and inferential was used in analysis of data. 

Ht'sults All 229 respondents from the Postnatal unit of the Mamprobi Polyclinic brca~tfcd 

their infants dwina their most recent birth. Out of this number. 23 .1% of mothen \\illrking 

m the fonnal .aor and 76.9o/.of mothers working in the infonnal sector exclusively 

breastfcd. Aftercontrollina for potential confounders, factors that significantlyptedicled 

exclusi, e breastfeeding were; health condition of bab)' Within first six months, mothers 

occupation and mothers hospitalization .. ithin silt months _fter delivery .An association 

Wll$ also found bemecn. marital sww,. materna) ICC, level of education and pnctice of 

exc:lusi~bre&stft'C'din1! 



ABSTRACT 

Bac:kground: Breastfeeding is the simplest and most reliable means of feeding infants to 

their ma.~imwn satisfaction and it reduces the likelihood of childhood illnesses such as 

pneumonia., diarrhoea. EBF in particular. promotes the optimal health of the infant in 

diverse ways. Ahhough there is evidence on exclusive breastfeeding among professionaJ 

working nursing mothers and mothers working in the infonnal sector, there has been no 

comparative studies bern-een these two categories of women in Ghana. The study aimed at 

exploring Ihe prevalence and barriers to EBF among informal working nursing mothers 

and rnolhers working in the fonnal sector in Ghana in order to bridge the knowledge gap 

and add to exisling findings on baniersto exclusive breastfeeding. 

Metbods: The study adopted a facilily based cross·sectional quantitative study design 

where simple random sampling technique was used to select 115 informal sector nursing 

mothers and 114 formal sector ","'Orking molhel'1 aged 15-45 years who had children 

beN.-een the ages of 6 and 24 months. A structured que:-.tionnairc was used to gather the 

data for the study. Descriptive statistics, and inferential was used in analysis of data. 

Rtsults: All 229 respondents from the Postnatal unit of tile Mamprobi Polyclinic breastfed 

their infants during their most recent birth. Out of this number, 23.1% of mothers working 

in the formal sector and 76.9%01' mutilcrs ",orking in the informal sector exclusively 

breastfed.Aftercontrolling forpotenlialconfounders. factors that significantll predicted 

exclusive hrcastfeeding were; health condition of baby wjthin first six months, mothers 

occupation and mothers hospitalization \\ithin six months after delivery .An association 

"-as also found between, marital status, maternal age, level of education and pmclice of 

exclusivebreastfeedins· 



ABSTRACT 

Background: Brt'asrf«ding is \h( simp~sl and most reliable means of feeding infants to 

lheir maximum satisfaction and it reduces the likelihood of childhood illnesses such as 

pneumonia.. diarrhoea. ESF in particular. promotes the optimal health of 1M infant in 

diveTSC wt)·s. Although there isevidencc: on exclusive breastfecding among profess ;anal 

workina nW"Sing mothers and mothers working in the infannal sector. (tlere has been no 

companlive studies bet .... ttn these two Cdlq!lJries of women in Ghana. The study aimed al 

(Kplering the prevalence and banim 10 EBF among infonnal working nursing mOlhtrS 

and mothtn working in the formal sector in Ghana in order to bridge the knowledge gap 

andaddlUexistingfiodingsonbarricrstoexciusivc:hreastfccding 

Methods : The study adopted a focility based cross·sectional quantilathe study design 

where $Imple random wnpling technique WOlS used to sclect 115 informal sector nurs.ing 

mothers and 114 Cannal sector working mothers D&ed 15-45 years who had children 

berween the ages of 6 and 24 months. A structured queslionnairc \\a~ used to plher the 

dilaforthcszudy. Descriptive statistics, and inferential \\as used in analysis of data. 

Rtsulh : All 229 respondents from the Postnatal unit of the Mamprobi Polyclinic breastfcd 

their infanls during their most recent birth. Out of this number, 23.1'/0 of mothers working 

in the formal sector and 76.9%of mothers working in the infonnal sector exclusively 

brea.stfed. Afterconlrolling forpolenlial c'lOrounders, fa.clorsthat significantly predicted 

exclusj\'c breasafeeding were; health condition of baby within firsl six months.. mothers 

ot<:lIpalion and mothers ht)SpitaliZ8tion within six months after deh\el)' .An association 

was alto found between. m.-hal status. maternal aae. level of education and prklice of 

exdusi\cbreastfttdina, 



CHchnio.: 'The ~5tafch ~\'ealed lhal 1:8F praclice is \ 'ery' low amonl! nUf!loing mothers 

who work in the: (orma] sector. Facton which .treel exclusive breasl feedina praclice 

among women in the (onnal seclOf th~f<n ~d 10 be urgently addressed through 

interventions like advocacy for change in policies. public health eduCoItion as well as 

inc~ased support at home and in working institutions to promote exclusively 

breaslfecding. 
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OPERA TIO~AL DEFI'ITION OF TfRMS 

J I· ",elusive Breascfccding: FCC'ding the new-born with only breast milk without 

wOller or dnnk with the exception ofprescribcd medtc8tion up to six months after 

deliver') 

2 Breastfeeding: '( he act of giving breast milk to an infant either directly from the 

mother's brcaslorfi"omacontainer-inlO which it has been expressed. 

3. FormaJ Employment: A job thai is done on regular hour basis which altratls a 

fixed monthl)' wage from ",-hich tax is deducted. 

4. Infannal Employment : Self-employed business or \\orking for someone who 

owns a business whK:h doeJ not attract a fixed income on which tax is deducted. 

S. Early Initiation: Anaching • baby to breast within the first 30 minutes after hinh. 

6. Under,.'ive :Children below the age offive (5) years. 

7. PORnlll.l 'po!>l-panum : Six (6) months period after hinh 
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2. WHO 
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CIIAPHRONE 

.\'THOIll-(1'ION 

1.0 Backgrouud 

According to the World Health Organization (20118). exclusive breast feeding is fe~ing a 

baby only breast milk for the first six months of life. Thus, no olher foods or liquids., not 

even ", .. ttt. in addition to breast milk except medications prescribed by a medical officer 

(WIIO.20t7a). Breastfeeding Jf;"creases thc occurrence of childhood infecliou 5 illnesses 

such as diarrhea and pneumonia. and also boosts the immune system of the newbom 

(l 'NIC'I:F. 2011 ; World Health Organil'.ation & UNICEF. 20IS). In view oftbe increasing 

global child mortality, the WHO recommends Early Initiation of Breastfeeding (EIBF). 

which .... ;11 eventually promote EBf (World Health Organiulion. 2017a). Optimwn 

brcastfceding in the initial six months plus continued breastfeeding up to ly:elve months.is 

ranked highest among the preventive measures that ""ill significantly bring down the rate 

of death among children less than five years old from various causes (Aryeetey and Goh. 

2(08). 

In spite of its countless benefits. many efforts to promote exclusive breastfeeding (FBF) 

have yiekled less than desin.-d outcomes. This may be related to the challenges mothers 

encounter when breastfeedinj,:. Exclusive breastfeeding challenges occur al the maternal, 

infant. family , healthcare system, and at community and national level. The challenges to 

the practice of I:BF include: cracked or sore nipples. brast engorgement, insufficient 

breastmiU. pmductiun, disappro\-al and discomfort of breast feeding in public. insufficient 



bn=astfeeding support from society and healthcare providers. short maternity leave periods. 

difficulties associated ",itb combining breastfeeding and othermatemol responsibilities, 

and emotional stress. A number of variables have also been noted in the lilcrature to predict 

EBF practice. Among them are infant's age. matemaJ age, marital status, fOllllal 

educatiooaJ level,and occupation (Diji et ai, 2017). Studies conducted in GhanareveaJed 

thai EBF was positively associated with women 's intention to breastfeed. hospital delivery. 

positive anirude. living in one's own house. laclation counseling. income and mode of 

delivery. An analysis of the ZUU8 Ghana Demographic and Health Surv~y (GDHS) by 

TampaNaah and Kumi-Kyereme also showed that, the region of birth. place of delivery 

and pen;eived birth size of baby were the independent pn:diclors ofEBf"'. Similar to other 

African societies, the: breastfeeding culture in Ghana is heavily influenced by family 

members, friends, society. and the duration of maternity leave. The Act 57 of the Ghana 

Labour Law also makes provisions for expectant working mothers to enjoy at least 12 

weeks of paid maternity leave in addition to any accumulated annual leave . Nursing 

mothers who have an abnunnal pregnancy or multiple babies are also entitled to a possible 

exaension of their maternity leave for a minimum duration of two weeks. Considering the 

socio-cullural dynamics and the few research studies from Ghana, the factors that hinder 

and predict EBf practice in other countries may be different in the Ghanaian setting. The 

study therefore sou~ht to examine EBf practice and ies prevalence among formal and 

infonnal working nursing mothers attending child welfare clinic at Mamprobi Polyclinic 

inGhaM. 



1.1 Problf'IIISlalement 

Breastfecding confers on both mother and child.nwnerous benefits and advantages. but 

most especially the child.AII newbms must therefore be exclusively breastfed beacause 

bn:astfcedingdecreases the occurrence of childhood infectious illnesses such as diarrhea 

and pneumonia. and also boosts the inunune system of the newborn (UNICEF, 2011; 

Work! Health Organization & UNICEF. 2015). In view of the increasing global child 

morta1ity. the WHO recommends Early Initiation of Breaslfeeding (EIBf), which will 

eventually promote EBF (World Health Organization, 2017a). Optimum breastfecding in 

thcinitial six months plus continued breastfecding up to twelve months.is ranked hi ghes! 

among the preventive: measure!> that will significantly bring down the rate: of death among 

childrm tess than five years old from various causes (Aryeetey and Goh, 2008). 

However. it is globally estimated that only 38% of infants aged 0 10 6 months are breasfed 

exclusively, and lesser children are breasUed in advanced cuuntries (Black etal., 2013). 

Findings by the WHO, in 2011 indicate that sub-optimal breaslfecding practices, such as 

late initiation of brastfceding, throwing a"3Y of colostrum and non-exclusive 

brastfI:Cding still persist in developing countries and this contributes to over ~oo.O()O 

under five deaths each year which represents 11.6% of all under-five mortality 

(WHOIlJNICEF. 2012). Literature has shown that most professional women reSOr1 to 

fonnula feeding although they know the significant benefits conferred on them and their 

infants if they breastfeed.Dun-DeJ}' & Laar (2016), averred thai the aWllf'Cness of 





exdw.IH breastfeeding among working mothers is high. but its practice IS the problem. 

lbey found out tbtt duration of maternity lea\'e is a major setback for its practice among 

other factors as engorged breast. sore nipples. and inadequate milk flow. Other reviewed 

literatures show similar findings. 

lbere is therefor(" the need to examine more closely Ihe breast feeding practices of mothers 

"orting in the forma) and informal sectors using relalively improved designs such as 

comparalive designs to compare the prevalence rate among these two groups of nursing 

mothers and find out the possihle barriers that may be accounting for the difference. This 

will help stak.cholde~ 10 develop specific interventions to help bridge the gap and promote 

E8f in general among the two gl\lUpS of nursing mothers. 

1.2JusliricatioDofibesiudy 

Pre\ljous research have found out that maternity leave duration is a major reason why most 

women who work in the formal se<:tor arc not able to exclucivelly breaastfeed. On the other 

hand. reteM'th done on exclusivc bn:astfecding on mothen who \\'Of'k in the infonnal abo 

revcalnl that cngorgcd breasts, sore nipples, inadequate milk and mode ofdelivC1)' art' 

faclors that affttted exclusive breastfeeding practice. This research therefore is being 

conducted 10 compare the pre"'wence rate and breastfeeding practiccs ofnur.s ingmothcrs 

workin[it in the formal sector to tho'5C "orking in the informal sector 10 sub5t.antiale the 

findings thI1 indeed dUration uf maternity leave is the main reason \\oh) there is low practice 

of exclusi\c breastfeedina: among mothers working in ahe fonnal 



sec5Or. The findings of this research "ill be a basis for further comparative rescarch to find 

nut other possible IU50flS that ~ similarly barriers 10 the practice of exc:lusive 

bn:astfceding~lhatinsteadofstakeholderschannelingalJlheirc:ncrgiesintoad\'ocating 

for an extension in the duration of maternity leave which will undoubtedly have serious 

implications on the Ghanaian economy, the focus can be shifted to addressing other 

possibk barriers and amending of regulations and poljcies that can reform the working 

environment and make it child friendly so nursing women (an "ork and still breastfeed 

their childrcn exclusivel) 

J.3ResearcbQuesfioDS 

1. Are nloning mothers who w(lrk in the formal sector unable to practice exclusive 

breaslfceding? 

2 An: nursing mothers who "'ark in the infonnal sector unable to pra(tice exclusive 

breastfeedinB? 

3. Comparariwly. an: nun-tn., mothers who work in the informal scaor able to 

practice exclusive breastfceding than nursing mothers who work in the formal 

1.04 Gmenl Objective 

To e:umine the pre valente ofbreastfceding practices of formally emplo)'ed and informally 

employed nursing mothers who altend Child welfare Clinic a' Mamprobi Polyclinic,Accra. 



I.SSpedficObjecti\'t'!i 

I _ "J (1 evaluate lhc= brcastfecding practices of formally employed nursing mothers who 

attend Child welfare Clinic at Mamprobi Polyciinic,Accra. 

2. To assess the breastfeeding practiCC's of informally emplo) cd nursing mothers 

who anend Child Welfare Clinic at Mamprobi.Accra 

3. To determine factors which affect the practice of exclusive breastfeedjn~ 

practice among hmnally employed nun.lng mothers who attend Child Welfare 

Clinic at Mamprobi Polyciinic.Accra. 

4. To detennine factors which affect the practice of exclusive breastfeedini among 

nw-sing mothers working in the informal sector who anend child welfare clinic at 

MamprobiPolyclinic.Accra. 



( HArTEl{ T\\O 

2.11ntroductioo 

This chaP'Ct will review studies that have been done on exclusive brt:astfeeding g lobally 

with a spc<:itic focus on the situation in Ghana. The review was done under the follo .... ;ng 

headings: impona.nc::e ofbreaslfeeding.derinition of EBf. employment and breastfceding 

practil:es.GlobailTendsonbreast(eeding 

2.2 Uefinitioo ofexclusin Hreastfceding 

AccorJing to the World Health Org3niLalion (2017a). exclusive brcastfeeding is feed inga 

baby with breast milk only for the first six months of life. Thus, no other foods or liquids. 

not even water. in addition to breast milk except m(..'<iications prescribed by a medical 

officer (WHO. 20178). Breast(eeding decreases the occurrence of childhood infectious 

i1In~ such as dianhca and pneumonia. and also boosts the immune system of the 

newborn (UNICEF. 2011; World Health Otganilalion & UNICEF. 201 S). In view of the 

increuing ,Iobal child mortality. Ihl! WHO recommends Early Initiation of Breaslfeeding 

(EIBF), wbtch will c\'cntually promote ERF (World Health Organizaton. 2017a). 



2.3 Compo.~ols or Breaslmilk 

Human milk contains two types of proteins: whey and casein Approximately 60"10 is 

whl1. while 40% is casein. This balance of the proteins allows for quiek and easy 

digestion. (fartificial milk. also called fonnula, has a greater percentage of casein. it will 

be more difficult for the baby to digest. Approx imatel) 60-80% of all protein in hwnan 

milk is whey protein. lbese proteins have great infeclion-proteclion properties 

Lactoferrin inhibits Lhe growth of iron-dependent bacteria in the gastrointestinal tracl. This 

inhibits certain organisms. such ascoliformsand ycasl, that require iron. 

SecreforylgAalso,",orkstoprotcctthcinfanlfromvirusesandbacteria,specifically those 

that the baby. mom, and family are exposed to. It a lso helps to protect against E. Coli and 

pos..o:;ibly allergies. Other immunoglobulins, including IgO and IgM. in breast milk also 

help protect against bacterial and viral infcctions. Eating fish can help inacasc the amount 

of these proteins in}our brclSl milk 

Lysozyme is an eflZ)·me thaI protects the infant &gainsl E. Coli and Salmonella. It also 

promotes the grov"h ofheaJlhy intestinal nora and has anti-inflammatory function:-.. 

Bifidus factor supports the growthoflactobacillus.la«;tobacillus is a beneficial bacteria 

LhaJ: protect the baby agains1 hannful bacteria by creating an acidic environment where it 

cannot survive. 

Hwnan milk also contains fats that are essential for the health of )'our baby. It is necessary 

forbraindn-clopment.absorptionoffat~solublevitamins , andisaprimal") 



calorie source Long~hain fany acids are needed for brain. retina. and nervous s)SICm 

development. They 8ft' deposited in the brain during the last trimester of pregnancy and 

are also found in breast milk 

rm.- amoW11 and types of vitamins in breast milk is directly related to the mother's vitamin 

inwe. This is why it is essential that she gets adequate nutrition. including vitamins. Fat~ 

soluble vitamins, including vilamins A, D, E. and K. are all vital to the infant's health. 

Water~solublc "itarnins such as vI tamin C. ribonavin, niacin. and panlotilenic acid are also 

essential. Because of the need for these vilamins, many healthcare providers and lactation 

consultants will have musing mothers continue on prenatal vitamins 

Lactose is the primary carbohydrate found in human milk. It accounts for approximately 

40% of tile total calories provided by breasl milk. Lactose helps to decrea.c;e a large nwnber 

of unhealthy baclcria in the stomach. which improves the absorption of calcium, 

phosphorus, and magnesium. It helps to fight disease and promotes the growth of healthy 

bacteria in thc stomach 

Breast milk has the perfect combination of prolcins. fats, vitamins, and 

carbohydrates. There is nothing bener for the health ofyout baby. Leukocytes are Ji"ing 

ccllsthal &reooly found in breast milk. They help fight infeetion. It is thc;mlihodies, 

th'rng cells. enzymes, and hormones thai make breasl milk ideal. These cannol be added to 

the formula. Though some women uhimately arc nOI able to breastfeed, many who 



think they cannol actually arcabJe 10 breastfeed. Lactation consultants are able to provide 

support 10 women JcaminS to breastfeed. 

2.4.ProcnsofLactation 

Lae10gCneSis is the process ofde\'eloping the abilil)' to :;ccrete milk and involves the 

maturation of alveolar cells. It takes place in 2 stages: secretory initiation and secretory 

Slage J lactogenesis (secrelo,) lRll18lwn) takes pIKe during the second half of 

pregnancy. The placenta supplies high levels of progesterone which inhibit further 

differe~tiation. In this stage, small amounts of milk can be secreted by week 16 

gestation. By late pregnancy, some ,""omen can express colomum. 

Stage II lactogenesis (seefelo!,) acti\8Iion) starts "ilh copious milk production aller 

ddi\Cf)'. With the removal of the placenta at delivery. the rapid drop in 

proaesterone.8S\\ellasthe preienceofelevated levels of prolactin, cortisol. and 

insulin, are what stimulate this staac. Usually. at days 2 or 3 postpartum. most 

women experience swelling of the breast alan, with copious milk production. In 

primiparouswomen.lhcsecretOC'}· activation stage issli&t!tly delayed,and early 

milk volume is lower. Lower milk volume is also obier\'cd in \\'OOleIl who h-.;l 

cesarean births compared .... ilh those who delivcm1 \·~inally. Late onset of milk 

production has also been seen in "omen who have had retained placental 

f'raemenIS.diabetcs.,andsunsful\·aginaldeliverics.Withretainedplacmtal 
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;ho1ogical effect which inclooes inducing 3 state of calm. and reducing stress. It 

enhance feelings of affection bernccn mother and child, an important factor in 

alion is established and maintained, production is regulated b)' the interaction of 

sical and biochemical factors. If milk is not removed. elevated mtr.llll;tnlllUUY 

and accumulation of. feedback inhibitor of lactation reduce milk production and 

1aJJlJJlaJ)' involution. If breast milk is removed, the inhibitor is also removed. and 

will resume. The role of the feedback inhibitor of lactation is to regulate the 

,f milk produced which is detennined by how much the bab) takes. and therefore 

nuchthebaby needs. 

artanct:ofOre.stfeed ing 

n breastfeeding in the firstsixmonlhsafterdeliveryandcontinuedbreastfeedin~ 

mths.is ranked highest among the list of preventive interventions that would most 

he nwnber of deaths of children less than five years old from all causes (Aryecte)" 

1. 200S).Opti mal breaslfeedingcan potentially aJleviate 1.4 million deaths ye atly 

infants less than five years of age. The advantages for infants gOC$ beyong 

.xi . The benefits extend 10 the mother and famil). Research eonducted in Ghana 

!Where reveal that brcastfeeding a baby wthin the first hour post delivery could 

ose to 20 percent of deaths among neonatcs.( UNICEF. 2010). 
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think they cannotactuallyarcabletobreastl"ecd Lactalionconsultantsareabletoprovide 

suppllrtlo womcn Ialming to breastfeed. 

2.4.Proc('ssofLactation 

l.attoi!cnnis is the process of devctoping the ability 10 secrete milk and involves the 

malurnliunofaJveolarcells.lttakesplace in 2 stages: secretory initiation and secrelory 

Stage I )aclogt'll<!~i~ (sccretory initiation) takes place during the second half of 

pregJW1Cy. The placenta supplies high levels of prog.eMcrone which inhibit further 

difTcre~tiation,lnthisstage.smaJlamountsofmilk can be secreted b)' \\cd: 16 

~otoilion. By lale rregn&nCy. some \\omen can express colostrum. 

Stage IIlaclll~enc:w. tsccrelory ac:tivation) stans ""ith copious milk production after 

deli"'eT)'. With the removal of the placenta at delivery, the rapid drop in 

proaesterone, as well as the presence of elevated le\elsofprolactin.cortisol ,and 

insulin, are what stimulate this stage, Usually. at days 2 or 3 postpartum, most 

"omen c:o.:pcricncc swelling of the breast alon8 wilh copiuulIo milk production. In 

primipu-ous women, the secretory activation stage is slightly delayed, and early 

milk vo)wne is lower. Lower milk volume is also observed in women who had 

cesarean births compared with those who delivered vaginally. Latc onset of milk 

production tw: abo been 5CCn in \Ioomen who ha\"e had rd8ined placental 

fngmmts. diabetes.. and stl"C"S!'oful vaeinaJ delivcrin. With retained placental 



mink they cannot actually are able to breastfeed. Lactalion consullanls are able 10 provide 

support to wUrTk:n kaming 10 bttaslfeed. 

2.4.ProcessofLaclalion 

Lactogenesis is the process of developing the ability to secrete milk and involves the 

manuation of alveolar cells. It takes place in 2 stages: secretory initiation and secretory 

Stage I lactogcnc~is (secretory initiation) takes place during the second half of 

pregnancy. The placenta supplies high levels of progesterone which inhibit further 

differentiation. In this stage. small amounts of milk can be secreted by week 16 

gestation. By late pregnancy, some women can express colostrum. 

Stagcl llactogencsis(sccretoryacti\'3tion)startswimcopiollsmilkproduclionaftcr 

delivcr),. With the removal of the placenta al delivery. the rapid drop in 

progesterone. as well as the presence of elevated levels of prolactin. conisol. and 

insulin. are what stimulate this stage. l'l'ually. at days 2 or 3 postpartum. most 

'WOmen experience s'A-eUing of the breast along with copious milk production. In 

rrimiparouswomen" tIlC'secretory activation stage is slightly delayed. and early 

nulk volume is lower. Lower milk volwne is also observed in women who had 

ccsamm births compared with those who delivered vaginally. I.ate onset of milk 

production has also been seen in women who have had retained placcnlal 

fragments..diabete~andst1essful\'aginaldeli\"eries.Withretainedp lacental 
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fragments. lactogenesis stage: II could be inhibiled by the continued sel:fction of 

progesterone and would continue 10 be inhibited until remo\ 011 of the remaining 

placental fragments. 

lactation is maintained by regular removal of milk and .. timulalion of the nipple, which 

trigg1.."f'sprolactin release from the anterior pituitary gland and oxytocin from the pos1erior 

pituully gland. For the ongoing synthesis and secretion of milk. the mammary gland must 

receive oonnonal signals: and although prolactin and oxytocin act independently on 

different cellular rcceptors. their combined aclion is essential fors uccesstullactation. 

Prolactin is a polypeptide hormone synthesized by lactotrophic cells in the anterior 

pituitary and is structurally similar to growth hormone and plact:ntal lactogen. Prolactin is 

bolll positively and neg:Jlively regulated, but il'\ main control comes from hypothalamic 

inhibitory factors such as dopamin~' which act on the 02 subclass of dopamine receptors 

present in lactolrophs. Prolactin stimulates mammary gland ductal growth and epithelial 

cell proliferation and induces milk protein synthesis. Emptying of the breast by the infant's 

suckling is thought to be the most imponant factor. Prolactin concentration increases 

rapidly "'ith suckling oflbe nipple which $limulates nerve endings located there. 

Oltytocin IS involved in the milk ejection or letdown reflex. The tactile stimulation of the 

nipple-areolar complex by suckling leads to afferent signals to the hypothalamus that 

trigger ~Iease of oxytocin. This results in c:ontmClion of the myoepithelial cells, forcing 

milk into the ducts from the alveolar lumens and UUI through Ihe nipple. Oxytocin also 



think they cannotactuaJly are able to breastfecd. Lactarion consultants are able to provide 

support to women learning to breastfced. 

2 .... Processo(Laclation 

Lactogenesis is the process ofdevcloping the ability to Sl.'Crete milk and involves the 

maturarionofalveolarcells.ltlakes place in 2 stages: secretaI)' initiation and secretory 

activation 

Stage I lactogenesis (seCfetory initiation) takes place during the second half of 

preSnancy. The placenta supplies high levelsofprogeslcrone which inhibit further 

differe~tiation. In this stage, small amounts of milk can be secreted by week 16 

gestation. By late pregnancy. some \\--omen can expn=ss colostrum. 

Stage II lactogenesis (:secretory activation) starts with copious milk production after 

delivery. With the removaJ of the placenta at delivery. the rapid drop in 

progesterone, as well as the presence of cleva ted levelsofprolaclin.cortisol,and 

insulin, are what stimulate this stage. Usually. al days 2 or 3 pustpartum. most 

women experience s\\-elling of the breast along with copious milk production. In 

primiparous women.. thesecretol'l activation stage is slightly delayed, and early 

milk volwne is lower. l.ower milk volwne is also observed in \\.-ornen who had 

ce5UC'an births compared with those who deli\'ered vaginally. Late onset of milk 

production ha. .. also been seen in women who have had retained placental 

fragments, diabetes, and stressful vaginal deliveries. With retained pJaccnUtI 
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Iragmc:nts. lllcwgcncsis stage 11 could be inhibited by the continued secreli\lll of 

progc:sccrone and would continue 10 be inhibited until I\.."TIlOvlIJ of the remaining 

placenta1fragments. 

laI:lation is maintained by regular rcmo\·aJ of milk and :-llrnulation of the nipple. which 

triggers prolactin release from the anterior pituitary gland and oxytocin from the posterior 

pituitaI') g.land. For the ongoing synthesis and secretion of milk, the mammal) gland must 

rec:ei\·c hormonal signals; and although prolactin and oxytoCin act independently on 

different ceiluJar receptors. their combined action is e!>scntial for !>uccessful lactation. 

Prolselin is a polypeptide hormone synthesized by lactutrophic cells in the anteflllr 

pituitary and is structurally similar to growth hormone and placental lactngcn. Prolaclinis 

both posilively and negatively regulated. but its main clmtroJ comes from hypothalamic 

inhibitory factors such as dopamine whkh acl on the 02 subclass of dopamine receptors 

present in 1actotrophs. Prolactin stimulates mammary gland ductal growth and epithelial 

cellprolifcnltion and induces milk protein synthesis. Emptying of the b re&stbytheinfant', 

suckling is thoughl to be the most important factor. Prolactin concentralion increases 

rapidly with suckling oflhe nipple which :-tlmulatcs nerve endings located there. 

Oxytocin is involved in the milk ('jeclion or letdown reflex. He tactile stimulalion of the 

nipple...-eolar complex by suckling leads to affercm "ignals to lhe hypothalamus lhat 

trigger release of oxytocin. This results in contraction of the myoepithelial cells, forcing 

milk inlo the ducts from the alveolar lumens and out through the nipple. Oxytocin also 



has a psychologicll cfTect. which includes inducing. a state of calm. and reducing stress. It 

may also enhance feelings of affection belv.e..'n mother and child, an imponant factor in 

bonding. 

Once lacwion is estahlished and maintained. production is regulated by the interaction of 

both phy5icaJ and biochemtcal factors. If milk is not removed, e le\'ated intramamm;uy 

pressure and accumulation of a feedback inhibitor of lactation reduce milk production and 

inltialernamtnar}' in\'olution . lfbreastmilkisr~n1oved.theinhibilorisalsoremovcd.and 

secretion will ~ume. The role of the feedback inhibitor of lactation is to regulate the 

amoWlt \11 mIlk produced which is determined by how much the baby takes, and therefore 

byhowmuchthebabynecds. 

2.5 Importlncc or Brcaslfteding 

Opeimwnbreastfeedinginthe first six months after delivery and continued breastfecding 

to 12 months,is ranked highest among the list of pre\'entivc interventions that would most 

reduce the number of deaths of children Ins than five years old from all causes (Aryccley 

and Goh. 2008). Optimal breastfecding can potentially alleviate 1.4 mi llion deaths yearly 

among infants less than five years of age. The advama.ges for infants goes beyong 

childhood . The benefits e",tend 10 the molher and family . Research conducted in Ghana 

and elsewhere reveal that breastfeeding a baby wthin the first huur post delivery could 

ave" close to 20 percent of deaths among neonatcs.(UNICEF. 2010). 
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Evidence available through numerous research reveals that initiating breastfeedin@ earl~ 

has a signjlic:ant role to play inlhe reduction of neonatal mortality. Children who are 

brcasIfed.are six times likely to sur",i\"!: in the early months as compared 10 their 

counterparlS who are nol breastfed. Durini the early six months of life.infants who are 

breastfcd are six times less likely 10 dte from diarrhoea and 2.5 times less likely to expire 

from acule respiralOl)" infection. Children an: proIeCled by breastmilk against dWrOOea 

through 

1.1be transfer of antibodies that helps to prevCflt stunted ~towth.which resWI! from 

acquisition of infectious diseaslCi. Also, children who are breastlCd do bener on tests of 

cogniti"e motor development and academK: outcomes and have lower fisk \)( mental health 

problems than childrm woo are not breastfcd (I.ucas et aI., 1992). Breastmtlk contains 

decos.ahehaenoic acid which also contributes 10 the growth and development of healthy 

eyes aDd nervous system (Droveret &1 .• 2011; Jorgensen el al .. 2001). Yadavannavar and 

Shaillja (2011) reported that cxclusi\·c breastfccding and longer duration of breastfecding 

is known 10 proteCt a child from o~sit) risk, helps cnharking brain and leaming readiness. 

It also serves as child spacing method. This is good for developing countrics. likc Ghana. 

Itfwther~,\esbondin&ofmotherandinfanl through "km-lo-skinconlaCt forme infants' 

welihein~«(jD1IS,2008). 
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hideocc availabk through numerous research 1e\c:nls that mitialin!! breastfeeding early 

has a .ficant role to pay in the reduction of neonatal mortality. Children who are 

tnastfed.are six times likely to surviH! in the early months as compar'-'tt to their 

COUIIlCrpUtS who are JKll brea .. tfed. During the early six months of life.infants who are 

breastfed are six limes less Iikel} to die rrom diarrhoea and 2.5 times less likely to expire 

from lICuterespiratory infection. Children are protected by breaslmilk against diarrhoea 

through 

I.The uansfer of amibodies that helps to prevent stunted growth.,which results from 

acquloQlion of infectious diseases. Also. children who are brc:astfed do better on tests of 

cognitive motor development and academic outcomes and have lower risk of mental health 

problems than children who arr not bn:astfcd (l.ucas el al .• 1992). Breasbnilk contains 

decosahehaenOlclcid which also contributes to the growth and development ofhe:l.lthy 

eYCiandnervoussystemtDroverelal..2011; Jorgenscn etal .• 200J). Yadavannavarand 

Shailaja (2011) reponf'd that exclusiu: bn:astfecding and I OIl~cr duration ofbrca~lIccJmg 

is known 10 protect achild from obesity risk. helps enhancing brain and learning readiness. 

It also ICT'\fe$ as child spacing method. This is good for developing cOWltnes. like Ghana. 

II furthergi\'es bondil'\i!ofmotherand infant throughskin-to--skin contact for the infant s · 

wellbeing (UDHS. 2008) 
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2.6 Employmcnl and Brealltfeeding Practices 

Sick cl aJ. (1998 as cited by Sil...a heighl. 2011) stated lhat, mothers level of education and 

employment status is related significantly to infant feeding pral:tices. They added that, 

working mothers are les~ likely to maintain breastleeding and an: more likely to introduce 

mixed feeding before 6 months of a child I.te when the leave period expires (Sika·bright., 

2011). Auerbach & Guss (1984 as cited by Sika· Bright, 2011) realized that. mothers who 

are given short maternity leave will have difficulty maintaining breastfeeding as would 

thox who are doing full time as opposed to part-lime. According to Liben el aJ. (2016). 

being. housewife is associated positively to breastfeeding exclusively. They stated that 

housewives have ample time and hence are able 10 provide breaslmilk to their babies on 

demand. Tewabe et aI. (2017) SLlted thai mothers who are unemployed are able to practice 

exclusive EBF in comparison to employed mothers because they earned less money than 

the employed mothers hence have no less mone)" to buy other feeds for their infant. 

thereforc, they have no option tIWlto breastfeed exclusively. 

The findings in a study done by Draman, Mohamad. Yusoll". &. Muhamad (2017) show 

significant as.sociation among exclusive breastfeeding practices and father's incume, 

mother' s income and mother's occupation. Similarly, factors that showed positive 

associations with hreastfeedins duration in a study done in Indonesia are higher social 

class. higher income and higher socioeconomic status (Kumals. 2017). Mothers who are 
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self employed hive lheir own schedule of work and are lhc:refore have adequate time to 

excJusivelybrcastfeedteirchildren.(Mensahetal.,20 17) 

2.7 Global tnnds on E"dusi"e BrtllstfeediDg 

Breastfeeding. as ('slimmed by WHO. has the potential for providing great influence on 

child health and survi val all over the world and studies show that about 1.4 million deaths 

th.toccur inchildrcn under five yeatS can bc prevented each year in dneloping('ount ncs 

(Black et ;11. ~OO81 . Yet the earlier identified barriers \(I brcastfecding, has led to poor 

breastfeedingpncticeSMd rates workiwide. 

GlobaJly.ofalichildrenagedOt06months,only38%arcexclusivelybreastfcd,andlesscr 

childrenarebreastfedindevelopedcoWltries (BlackctaJ..20IJ).Breastfeedingpreva!cnce 

has beenrcportcd to have increased in developing countries and in sub-Saharan Africaw;th 

about lew. of infants 0·5 months hting exclusively breast fed (Cai. Wardlaw. and Brown. 

2012). Also about 60% of these infants were found still breastfeeding and receiving 

complementary foods between 6-12 months (WHOIUNICEF 2012). 

A study conducted by Natalia.Lauren ('1 alan mapping exclusive breastfeeding in Africa 

bet'oJolCen2000and2017foWldoUllhat EBF prcvalence and lrends varied greatly across the 

African conlinenl between 2000 and 2017. often irrespecthe of national or subn.tional 

boundaries. The greatest observable panems of improvement, where estimated EBr levels 

had increased from <25% to ~40% in the modeled periud, were along or near the East 

African RiH. including Sudan. South Sudan. Democratic Republic 
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of the Congo (ORC}, Kcn~ .. Tanzania. Zambia and MaJawi . Within these countnes. an 

estimah .. '\J 68 s«ond administrative subdivisions (out of 534) had low EBF prevalence 

(estimates: <25-;0) in 2000. which subsequently increased to meet or exceed the World 

Health Organization's (WHO's) Global Nutrition Tuq;c:t (GNT; estimated EBF prevalence 

of '" 5U%) by 2017. 1ne estimated national prevalence nearly doubled in some coWltrieS in 

weSlem (for example, Burkina Faso) and southem (for example, Namibia) sub-Saharan 

Africa (SSA) betwten 2000 and 2017. This was achieved by reducing the number of areas 

withlowEBFprevalence. 

Despite reports of increased EBI-" in many areas (22-30% in sub-Saharan Africa and 30-

45°/. in Latin America and the Caribbean, excluding Brazil and Mexico), the prevalence is 

S1i1llow compared to the 9()O1O recommended by the WHO. (2009). The globe.! pre\'alc:ncc: 

is low, at 37%, with low income countries having a slightly higher prevalence (47~.) 

(WHO, 20 10). According to the Nigerian Demographic and Health Survey lNUHS). in 

2008 (National Population Commission Federal Republic of Nigeria (NPC), 2009), 17% 

of children were exclusively breaslfed for Ics~ than 4 months. while 13% were exclusively 

brastfed for less than 6 months. The mC'dian exclusive bn:astfeeding period in Southwest 

Nigeria in 2003 was 7 months, but by 2008, it was 6 months. In the same period. early 

initiation of breast feeding among ,",,'Omen in the region was 12.7% in 2003. but increased 

to 35.5-/_ in 2008 (NPC, 2009). However. by 2011. the percentage of EBF dropped to 

15.1% in Nigeria (WHO. 2010). Child mortality remains high in low- and middle.income 

countries. According to the most recent Jl..;DHS. in 2013, Nigeria he 
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one of the highest child mortality niles among selected sub-Saharan Africa countries. with 

12K!IOOO live births for tmder 5. 69! IOOO for infants and 3711000 for nconatcs 

(NPc. 2014). Malnutrition and communicable diseases are implicated as major causes of 

death. and children 

A study conducted by Diji et al(2011) on challenges and predictors of exclusive 

brnSIfecding among mothers anending the child welfare clinic at a regional hospital in 

Ghana reported that the EBF rate among the 240 participants was 66.7%. While 160 of the 

participants reported to have practised HU, the remaining 110 participants repurted to have 

practised mixed or fonnuJ. fccdins.n.e top three breastfeeding challenges "cre: mochers' 

perccplion ofbtcastmilk alone rx~1 meeting their babies' nutritional needs, short maternit) 

leave period . and socio-cultural pre:s~urc tointroducc wBterand artificial feeds. 

The Ghana Demographic and Ilealth Survey. (2014 J reported that 98% of all chiktren born 

two years prior to the health su ..... ey, were breastfed at some point in time. Also 56% of all 

tbellCchild«n started to breastfced ..... ithin the ftrst hour of birth. About 87-/0 are bmlstfed 

within the fil"S1 day ofhirth . It also found thai more than 520/. of children less than 6 months 

old were breastfedexclusively. Conversely. at 46 months. only 36% of mothers continued 

to hreastfeed their babies exclusively.Sub.gptimal feeding practices was seen in 15-;0 of 

children especially in urban areas and chi ldren oorn to .... cahh)' families . Also 12% of 

infants 2-3months ofage and 34% of children 4-5 months recei\"ed complementary! foods. 

which does not meet the WHO recommendations for infant feeding (Ghana Demographic 

HealthSurvey.20IS) 
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CHAPHR Til REt: 

METHODOLOGV 

3.1 StudyOC'sign 

In this study. the design used",u cross·sectionaL Data was collected over a two week 

period.(rink. 1995: Polit & Hungler. 1995). Cross-sectional srudy is straightf()f'Ward in 

design and is designed a' finding out the prevalence ofa phenomenon, problem. attitude 

or issue by taking a picture or cross section of the population. This dHign mahod "as 

chosen because orlhe short time frame within which this research was conducted. 

3.2 StudyAr~a 

Mamprobi Polyclinic is located at Mamprobi, a 10\\1'1 in the Accra Metropolitan djstrict • 

district of the GlUter Accra Region of Ghana. It is located south of Latebiokorshie. 

northeast of Old Dansoman and nonh ofChorkor. The Ablekuma South Sub 

Melropohlan District Council is one ofttle Six (6) Sub Metropolitan District Councils of 

Accra Metropolitan Assembly (AMA). lbe Sub Metro is the iaT(!csl in the Metropolis 

and shares its boundaries with Ablekwna Central. Ablekuma North and Ashiedu Keteke . 

ItcoversanareaofI5.1Sqk.m. 

The Sub Metro has an estimated population of257,543 with 22,751 houses and 69.401 

households according the 2010 housing CeMus.ln 2018. using the (jreater Accra (jm",h 

Rate of 3.1,... .. it is proj«te<i that the popululitIO of Ablekuma South Stands at 31 S,051. 
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Mamprobi Polyclinic receives patients and clients from this population.!1 has all the units 

of a oospilai with the exception of a Mortuary.1t has about 900 staffs who work in various 

departments in the hospilal. 

3.3 Populalion 

Fonnally employed nursing mothers. thus nursing mothers who have jobs with normal 

hours and earn regular wages.. and are recognized as income sources on which income taxes 

must be paid. Example. nurses. doc'o,.,. bankers, teachers, civil servanls.. etc and informally 

employed nursing mothers that is. nursing mothers who are self-employed, or who work 

for those who arc self-employed and in mosl cases arc not on payrolls so are not taxed on 

their incomes. Examples are seamstresses, hairdressers, bakers, and markel traders elc. who 

attend child welfare clinic at Mamprobi Polyclinic in the Ablekuma South DistrH:t In the 

Grealer Accra Region. 

3.4 Indu~ion(,riteria 

Brustfeeding women between 15-45 years old 

Nursingmothcrs v..;thchildrcnaged6-24 months. 

FonnaJly or infonnally employed nursing mothers who ha\'e had singleton 

delivery, 

Nursing mother! who attend child welfare clinic at Mamprobi Polyclinic. 



3.5 Exdusion fricma 

• Mothers who have hadmulliple birthreccnlly . 

3.6Sampielliurstilllation 

with reference so. cross sectional study conducted by Diji el .t.20 17 which used a sample 

of 240 mothers 10 assess the challenges and praclices of EBF among mothers anending 

ewe at a telion.1 hospital in Ghana. the clinicaJ ~cords on attendance althe Mamprobi 

Polyclinic child welfare clinic was requcsted. It was re\caJed lhalthe clinic received two 

hwldred nursini mothers on the averaae in a week. The data was coUceled over a two (2) 

week petuJd. Ba~'lI on this it can be said that the 10ta1 number of nursin~ mothm over the 

two (2) \\-cek period will be foUt hundred (400). Usina Yamane (1967) simplified formula 

8ivenbelowthc~izewasdelermined. 

Where N is population size. e is level of precision (95% confidence level. aivina ~ 0.05) 

Based on the fonnula a sample of 229 samples of nursing mothers who qualified based on 

the inclusion criteria wm: ~cI"ted ensuring equal representation of mothe~ workins in 

Ihe formal and informal sectors. The simple random sampling IcchniqlK" which is a kmd of 

a prot.bility sampling techniquc \\ns employed.A 100/. non-n:sponSt' rale was anticipated 

and hence increased the number of respondents (0 220 pan.icipant~.1 n all,229 participants 

were recruited in the actual study 
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3.7 SampiiD& Metbod 

Over 1M' two week period. pO~lnalal mothers who satisfied the inclusion criteria. were 

randomly selected on clinic visit days. This procedure was done hy grouping the mothers 

inlO two.Those ,",orking in the formal sector in onc group and those working in the informal 

sector in another group.Mothers in both groups were then numbered.On each day.an 

average of 12 nur..ing mothers were selected to be participantS using either all odd 

numbered mothers or all even numbered mothers. This \\'85 done daily li11 the required 

numbeT of \\illing par1icipants for each group was obtained. That is, a hundred and fifteen 

fonnally employed nursing mothers and a hundred and fourteen informally employed 

nursing mothers. All the nur.;ing mother.. who participalt!d were selected randomly 

3./SData(·ollectionTechnique 

Quantitative:- survey was used to collect data using structured questionnaires 

Questionnaires were administered to mothers who could read and wrile while mothers who 

could noc read and write were interwiewed usin~ the same quesliollMirc. Eacb of the 

respondents was given an infonnation sheci which was read and explalOl!d to them before 

a c(m!>C:nl form was given 10 be signed or thumprinted. 

3.9 Dala Collet'lion Tool 

The main 1001 uSl!d to collect data in this research was a structured questionnaire. It was 

dt:vdoped (rom reviewed Iiterature.1bc questionnaire "'liS made up of close ended 

questions.ln.1I there ""'-'1"1: four 5CCtions.Section A, collected infonnation on infant 

data.Section 8 on Socio demographi<: characteristics of mother.Section C nn maternal 
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health and delivery history and Section D. on cultural and societal factors related to 

exciusivcbreastfeeding.lnall.there wc:re33questions.Pretesaingofthequcstionnairewas 

done 10 ensure its reliahility. In in.<;tances where an interview was necessary, it was done in 

a conduci\'c atmosphere agreed 00 that was free from noi~ and intrusion to en5w-e privacy. 

PeonilOSion was soughl to record the interview on a tape recorder with ~sur ... n('e of 

confidentiality and anonymity after which interview was transcribed and recordings 

discarckd 

3.10 Study \'ariables 

3. lOa Oependent Variables 

The dependent variable for the study was exclu.<;jve breastfeeding and it was measured by 

ils defimlinn. whieh is not ~iving anything to the infant C:oI:ccpt breast milk only for 6 

completed months. 

3. IOb lndcpendcnl \'ariab~s 

Independent vanab/cli IIldudc: 

I . Infant factors: infant health. wcight. 

2. Maternal factors: age. cducationalle\'el, occupation, delivery history, mother's health, 

maritalstalus 

J. Cultural! societal factors: nonns, beliefs and practices on infant feeding. health staff 

support and sUPJ'IOrt from family and friends. 
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3.tlOalaanalysis 

Tbc data that was C('lllectcd was screened for errors and omission. Data coded and entered 

into excel was exported into Stda venien 15 for deaning and analysis. Respondent ' s basic 

charaderisaicswas describcd using descriptive statistics such., frequendcs.{!raphs and 

charts. Bivariate analysis was employed to examine associations between dependent and 

independent variables, while the sarcngth of association between the dependent and 

independent variables was detennincd using logistic re~rcs~ioo analysis while adjusting 

for other variables with confidence intct\'alsC'l at 95% and p-vaJue of less than 0.05. 

3.12Elbicaleonsideration 

EthicaJ de.trarM;e ",as sought from Ghana Health Service Ethical Review Committee 

(ERe) through the School of Public Health (SPH). University of Ghana lUG). Ethical 

clearance .... ith reference number GHS·ERCOS8i(14/t9 was thus received from the Ethical 

Review Comminee to conduct the study al the Mamprobi Polyclinic. Permission was 

n:cei\'ed from the District Health Directorate, An introductory Icncr from the Department 

of SoeaJ and Beha\ ioural Sciences Dcpanmcnt of SPH. UG W85 presented aI the 

directorate as well a. .. a personal lener seeking to conduct the study. All respondents 

pro\ ided consent to partake in the stud) before questionnaires were administered. Where 

necessary. consent and accent was IOUght from parents or guardians of mothers belo .... 18 

years of age before they pankipatcd in the rese~h. This was d~ tIvough the sianin&f 

thumb printina of the consent form (see appendix) , the potential risks and benefits of 

particlpatmg In the study was explained, Privacy and confidentiality WaJ maintained during 

dala collection. This was achieved by interviewing respondcnl~ one--on-onc at a 5erene 

location ."'"&)' from other third I*tics- Comlurtahle \'enues frtt' from interruptions qrccd 
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upon by born puticipMts Ind the retearChers wrre used. franslation was done for tho~ 

~ho COlIki not read in the prrsence ofa witness they chose. ('opies of the infonnation sheet 

anJ ~I~ned or thumb printed consent forms .... 1lS gi\en 10 the respon<icnts before the 

admlnJslrallon of the questionnaires. Participants of the' study were assured of 

confidentiality of infonnalion collttted. They wert also offered the opportunity to 01" out 

of the study anytime they felt likedoi"l so. No personal idenlitiers lik,,· flam,,'!> was recorded 

on any questionnaire. Respondents wrre assl{Uled and identified by digils ranging from 001 

10229. InfolTl'&l;tion retrie\'C!d from participants was stored in a pass ..... ord·protected 

personal computer. Access 1(1 the dala was lim itl'tl to the principal inveMigalor and it will 

be destroyed after five yean. All data colleelcd t,,!uc:stionnalrcs) will be: st(lred under lock 

and key for 5 )'C'an after whK:h the data would be destroyed. 
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CHAPTER FOUR 

4.0 RESI ' l.rS AND FINDINGS 

l.troduCliuo 

This chaPI~'" presents the analysis of data collected. The aim of this study "as to examIne 

and c.ompare breastfeeding practices of formally employed and infonnaIly employed 

nursing mother who anend Child Welfare dinic at Mamprobi Polyclinic 

4.1 I)~mogr.lphic ehanu:luistks of participants 

One hWldred and fifteen informally employed women and onc hundred and fourteen 

formally employed women we~ involved in this study. The mean age of a11 participants 

was 25.5 :t. 5.24. the mean ages of infonnall) employed women and formilly employed 

women 1A"eft: 25.4:t4.89 and 2S .7:t5.S9 respectively. Majoril> (82.6%) of infonnally 

employed women and 86.8% ofthe ,,",omen in the (onna] sector had children aged 7 to 24 

months. The prevalence of low binh\\'eighl among formal sector women wa3 7.«)% 

compared to 5.2·/0 for infonnally employed women. Among. the fonnally employed 

","'OmC"n, 31.6% indicaled their children .... ere sick in the: first six months as against 9 .6~. 

among the informally empklyaJ "tlm~n 

With regard 10 maternal age, most women from both gmups were aged between 20 and 34. 

Education wise. morc lhan • third (34.8-;') of informally employed women had schooled 

up to the primal)' Ic\'d while for formally employed women, mof'( lhan half (79.8% •• had 

lertiaryedueation. Most the study participants opined they lived with their partncn (Table 

4.1). 
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4.0 RJ-:SVI.TS AND FI~DI~GS 

Inlroductioa 

This chapter presents the analysis of data collected. The aim of this study was to examine 

and compare breaslfeeding practices of (onnally employed and informally employed 

nursing mother who anend Child Welfare clinic al Mamprobi Polyclinic 

4.1 DemOlraphi<" <"baracteristin of participanb 

One hundred and lifleen infonnally employed women and one hundred and fourteen 

formally employed women were involved in this study. The mean age or all participants 

was 25.5 .t. 5.24. the mean ages of informally employed women and formally employed 

women "'c::re 2S.4±4.89 and 25.7±5.59 rc::spc.:ctivdy. Majority (82.6%) of infonnally 

employed women and 86.&-/0 of the women in the fonnal sector had children aged 7 to 24 

mllnths. Ole prevalence of low birthweight among formal sector women "'85 7.0% 

compared to 5.20/. for infonnaJly employed women. Among, the formally employed 

"omen. 31.M'. indicated their children were sick in the first six months as against 9.6% 

arnuog the informally employed women. 

With regard to materna] age. most women from both groups were aged between 20 and 34. 

Education \Io;se, more than a third (34.80/.) of infonnally employed women had schooled 

up to the primar, level wttile:: for formally employed "omen, more than OOlf(79.8'Y.) had 

tertiaryeducalion.MostthestudyparticipanlSOpinedtheylivedv.ilhtheirpartnersITable 

4.1). 
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Table".! Dtm~,..phi((hllra(t('risli(,sll(p.rticipants 

lll(ormlillyemplo~·td ForlUlIlI} employt'd Tota l 

\n '"' 11 51 In= 1141 In",2211 

0('";_) n('"I,") 0(°/.) 

l lulll rhOlrOl':I~rh'if' 

·\:."!e"frhild(m"nlh" 
20(17.4) I ~ \ : : : ~ '\( I ~ 1 

<l5,1( ::! f,1 "')lllh .!!) 1<141114 

Birlh' ... ·,c hl 

I ' ~' ~:~Ir " 
I 4{6. I 

LtYl- hrl l,.,.' I" I ~ ... . , I" 
~ I~ ,": . 

NonnaIDWth;eii!!t ( : ... .. "'.".,' 
Ct.iktad.illedtaNI(L 

'~~9~"/) 
~ 1)/,0) , 

No 
y" ... ,4 ~ I 111 -1.\ 

RnlOns(oradrn"'Hlalo\ ll{ 
7(87.1) ,·,H" Jaundice 4(66.7) 

Asphyxia 0(0.0) 1(12.5) ',,7' 

H~f2I!~cemia 2p3.3! ~O.O) ~(14 : 

Baby liek in Rntf> munlh. 
7Sl08") I 82{79. No 104(90.4) 

Yo. 11(9.6! 36(3J.6l 47pOJi 

Did skkllH' inttrrtrt witll hn'"'' 

~~llIg 
9(31.1) ~9(80 .61 3Sl80.1 
~(18 22 71'9.4) 9p9.2 

Mot her'5ehara('tt riSfi('s 
MeaoM&e(~e.llrs)SD 25.4~4.89! 15.'~~.59) 25.5 (5.2 

~~Or.OlbU()ars) 
1(7.0) 12(10'\1 20(87 

20·34 103(89.6) %(8"21 199t86 , 
35--49 4p .5! b{ S. l, lut44 
Mlrital,UlI.s 

~~:c. ..&6(40.0) 22(19.31 68(29.1 
69{60.0! 92(30.'! 

None 1(0.9) 0(0.0) 1(0.4) 

m:ary ",0(14.8) 2(J.7} 42(18.1 
71(6171 6(1.3) 170ll! 
010.0, 15(1321 
Jllb, QI(79.8, 

Religion 

i~~:h"n" ) Q5c8~ . bl 8~(7J 71 
2OtIV) " "' ~I) ' 1 

~~'C"'ifh parlnt( 
41(3'.6) 33(28.9) 

y" 7~64.4l 81(711) 
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4.2MatenaaIHhlthaadVeliur}'bisIOr}' 

Maternal health and delivery history ofstuciy participants is summarized in table 4.2 below. 

All mothers irrespective of employment status delivered at the Mamprobi Polyclinic. The 

most common delivery mode "-as sponlaneOuS \'8l!inal delivery (infonnally employed: 

90.4% 'IS formally employed: 118.6%). A large proportion (94.8°0) of informally employed 

women had initiated breastfeeding within 30 minutes after delivery and 89.5% of formal 

sector women had also initiated breastfceding within 30 minutes after delivery. All women 

involved in this stud)" !>tatcdthey had suppon from health staff to initiate bre astfeeding. 

Table 4.2 Maternal Heallh and De1ivel1' history 

Informally Formally 1 
employed em~o}t'd I" 
1 .... 1151 In '"' 1141 
n!%l nl-/.) 

PI:u~eordeli\lery 

"-1"n,c,,,", Pol~,"r", 115(100.01 \14\100.0) '" Odl"t'1')' mode 

i':'~i~inaldcli"ef) 104{90.4) 101(88.6) 2°1 
1119.6) 1,1(11.4) ~4~ 

~umbtrOr~hildren 

52(45.2) 42(36.11) ""I 
2 
3 

42(36.5) 51144.7) ?~I 
4 

11(15 .7) IS(15.S} 
3(2.6t )(2.6) '"I 

~:peritMt'da.yeo.pIi.UtionlirtcrtlCli,rf) 

y" 
112(97.4) 11~~~'~;~, 

~:pilllliud ror 1111) (ond1lion I'IIllun ~n months after deli\lery 
1(2.6) 

y~ 
II\l'1IU) 110(965) 1~ \1 

Diagnosis for hospilaliulion 
2(1.7) 4(15) 

P,>\t·p.anumHokm,'rr" ... " 2(667) .tI'iO.O} 
H~eerten~,on ', I 
~~leloinilialebreaSlr('('ding"'ithin 30 minufesalltrdelhel") 

1(11.l· )( ~,. OJ 
I 

Ya 
6F~1 

;(~:'\~;~;I '::1 ~~pportrro,"hC'.lIh~llIrrtC>ini'i.tchrU'lftedi'" 
111')1'1..\ x, 

115(100.0) 114(100.0) '''I 
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4.3 CuhwraJ aDd !orirlal (a"lon in rei. dOD to Eulusivt BrustfredinjC pradiC't 

(,uJturaJandsoc~fllCtoninrcl.tlonIOrl(:JLl'Ji\l'rbrc8Slfeedingpraclice",('~aJso 

explored in this study. In that regard. all partiCipanL~ kne\', about exclusive breastlccding 

For both groups, the-dominant sotllttofinformalionaboulexcJusivc breaslfeeding"as 

health workers. The practice of exclusive breastfecding showed lila! 78.8% of infonnaJly 

rmployed women exclusively breastfcd their children compared to 23. 7~e amona formally 

employed "omen. WClght of baby was the most conunon source of mocivaeion for 

exclusive breastfeeding among both groups. Additional ly. aU panlClpants stated their 

religions suppor1 and promote exclusive breastfeeding Crable 4.3). 



Table 4.3 Cultura l and sodet.l racto~ in rei.llion to Eulu~(\'r 8rellstreedin~ 
practice 

C.aracteristic Informally t'ormally Tolal 

employed emplu)'ed 1·- 2291 
In :: 1151 In::: 11 41 n(%) 

11 ("/") n(%) 

~;:"'I lb,,"lexclll,ivebr(":ntfetding 
11,,(lunnl 1I.t{IOO.tI\ ~291100 0) 

s."DrH:orlnforma1t08o.hreastftedi.g 
14{:lt ') 7:(1);:1 11 6(50.7) 

Health staff 
Family 1:1':l<', 11)\ 1 1 th 19(2 1A} 

Fnends ;1)\:11 " :6!.!:'8, 6.11214) 

~~Cd« esdllsive brUMft<edi.g 
lSt2!.7) .,( ',',,-1 

II ~,. 51 I) 
y" 'jl'( I ~ ;) 2~{: 1 ') 

So.r«ofmot'utton foreuhlshl' breastfeediBg 
3(3.3) 4(14 .8) 7(f)!!J 

::~l 4(4.4) I(J.7) ~l.t ; 1 

Health of bab~ 21(23.3) 6(22.2) .:71D81 

lIeahhstaff 4(4.4) 4{14.S) ~ i f> S, 

;r:':t~:;~~;~b«auSf' \ou cou ld nfll ~rrorllinrani food 
5!j64.4) 12(44.4) 70\j'UI) 

No . 61(61.8) 27(100.0) 88l75::1 
2~32.2~ 1J(0'o) 29124til 

~~u ~our reli2ion ~upport IUUJ prumule FHF 
1J(0,0) 0(0.0) 0(0.0) 

115il00.0! I 1 4~ 100.Oj 22900UO) 

~~ )ou ba\e any cliitural hdie:(.2.in~1 EDF 
11S(I00.0) 114(100.0) 229(100.0) 

Yes 2!;0.O~ ~O.O) O'O.O~ 
Workiag cu ndilioo~ .Unw adcqualt' limc for f.DF 
No 0(0.0) 114ll00,O} 114(49.A) 

115(100,0) O{O.O! 115l50 . ~) 

Dwralioaoflu\clflrrdclhtry. be(ortrcnraillgwork 
I'hreemonlM 0(0.0) 114(100.0) 114(49.8) 
lllhnllied 115~1 OO.O~ ~O.O! 115(50.2) 
~~cupatiua innutaccd ~our prarllcE' u( EDF 

0(0.0) 1J(0 .0) 1J(0.0) 

11:"1100.0) 114(100.0) 229(IOUII) 
~~('e:he-d ,oclai)upportarlcrdl'lhrry 

II(UO) 11((10) 0(0,0) 
y" 115(lIMIU) 114(1000) 2~q( 100.0) 
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4.4 Oc:cupario •• 1 ditrucnc(s" i.ldaUOII ofbreastfHdmg .,.itbi .. 30 lIIiDutn after 

deUnry 

Thcrt: ,",,"IS no statistically signiticant difference with repro to occupationaJ difTCfcnces In 

initiaitionofbreastfco:lingwithill30minulesaftcrdelivery(p-O.l)6) 

,. I 
'lIIIrIat_br"nt..olnc ..... JO ....... ftl.,..~ryt~O .lHI 

Fi.ure I Occ:upational diffrnnces In initiation of brea!ffeeding wit~in 30 minutts 
afterdelinr) 

4.5 Occupational diffeR.a! fa praclicing ":xdusin bru~tfetdin~ 

Fiaurc 2 bckwf 1M"'S tNI there ""'as a sla'i~k.ny sirnilkanl Jifference between type of 

o«u~ion and lhe prncli(e of ndUlolh" t'>rcalotkcJin~ \1ajority of p.tJ1icip;IOIS "'00 

practiced exclusive hreastfttdin,g wt"rc in the infonnal sector (P<O.OOI). 



PracticehduslveBreastfeedlng(p<O.OOl) 

Figure 2 Oc('upalion.1 differenn's in practidng Exclusht! bn'a!i-Ifceding 

4.6 Assodation between demognphic, maternal health, ,ocio cultural 
chara('teristi('sandnclusivebreastfeeding 

There were statistically significant differences between a baby being sick in the first 6 

months (i -J2.99, p<O.OO I. a-0.05), marital status (i - 37.8. p<O.OOJ. a"O.OS), education 

(r -5S.24, p<O.OOI. o=-O.OS), occupation (i ~,g.30, p-O.OJ4, o:O.OS) and practice of 

exclusive breastfeeding. Maternal 3ge ("l '" I 0.10. p 0.006, o -=- O.OS), li\"ing with partner (i 
-'8.ifl.p:oO.004,a-O.05),nwnberof children(t =tO.64. p"""O.O t4, a=-O.OS). experiencing 

complication." .Ihc:rdelivery (i ..... 94, p"'0.026, Q"0.05) \\--ere significantly 85:-.ociated with 

practice of exclusive breastfet'Jing. Furthermore, there were statislical1y significant 

differences between exclusive breastfoeding and hospitali7.ation (i =6.43, p-O.Ol J. 

a-0.05), working conditions a llowing adequme lime for exclusive breastfetding (f 

,;:bS.24, p<O.OOI. a~ O.OS) and duration ofle~l\"e after deli,·c!)· (t 1<"68.24, p<O.OOJ, 0'..:.0.05). 
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Ta~ 4.4 A5SCM:iatio. Mtw~tII demo~rapbic. maternal hultb. MK'to cultural 

c:haracterllticsandudusivebreastf«diDg 

Practiced Exclu .. i\'e Orcilstfeedi ns 

Yan",hle ~o Yes Xl 

N(% ) ~(%I 

In- I121 In=1I71 

Ageofchiktlmonlhs) 
0.1(1 

0-6 18( 16 11 17(14.5\ 

7·24 'i4IlS .~ 9 ) lII(ljX" 'I 

Birthweigbt 
I.ow birth ~ci~nl \. 2 S kllo~r.lms) 1I(~' l ' 1 1 I 11.'196.6\ 

Nonnall>irtn wc;!l~hl \:. 25 kilo~rams) .. Ii.~ -l! 

Cbild admitted to NIC"t :62 

No lo.t(92 t J i 114(97.4, 

Yo. KI""'I) 3(2.61 

Oaby sick in first 6 month .. 12.'1'1 

No "X(6'I.n) 11).1(88.9) 

y" \J( ~q 4) 13111.1) 

Age of mother ()ears) 10.10 

< 20 3(271 17(14.5) 

20·34 II).I\n.9) 95(81.2) 

35-<19 5(4.5) S~ 4.3 ~ 
Marital status 37.8 

Single 12(10.7) 56(47.9) 
Married 100\89.21 61~S2.1 t 

Education ~5 24 

None 0(0.0) 1t0.8) 
Prim&r) 12\ IO.7( 30(25.6) 
lHS :Ot.17.7, 57(48.7) 
SHS 71h.1 1 8(6.8) 

Tenl~ 71(651) 21(17.9t 

Occupation 68.2-' 
Informal 25, ~:! .~ ) '>0(76.9) 
~ormal R7t77 7) 27!23.lt 
l.i\e wUbparlncr 8.l0 
No 26(23.2) 48(41.0) 
y" 86(76.9) 60(59.01 
Delin'~: mode 
Spontan..:"usV8@:nl.lldelivery lOOiK9.3, I0518Q7) 
Cae:sanall ...... \.·llon 12{IO.7) 1 ~(IO 1) 
Numb",. of children 
1 34(30.4) 6O(;I.J) 
2 55(49.1) l8(12 .S) 
) 20( 17.9) 1611' .7) 
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p-ulue 

0.746 

n.os: 

011)' 

.... 0 .001 

~O.ll() l 

<0.001 

0.004 
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1 able 4.4 Associatio n btt\\te n d~mo~rllpbie. maternal hea lth . soeio eultural 

charaeleristicsanduclusive breaslfeeding 

Variable 

Agetlfchildlmonths) 
0-6 
7-24 
Birtbweighl 
Lo,,· birth. v.clghtl .... ::!.5lo.ilograms) 
Normal bIrth \\ciShll . 1 5 kllo§rams) 
Cbikl admitted loNJ("t.; 
No 

8 ab) sick in fi l"S 1 6month~ 

No 
Yes 
A~e of m llth ~r (years) 
<20 
20-34 
35-19 
Marital slalu s 
Single 
\-1amed 

/'.i',"1i! 
Pri mal) 
JHS 
SHS 
Tertiary 
Occupalion 
lnronnal 
Fonnal 
U'C,..·ithpartner 
l\n 
yc~ 

Delinl") mode 
Sponlam.·IIUS Vaginal deli\"eJ)' 
Cacsarlan M· .. :lion 

Number nf cbildren 
I 
1 
3 

N(%) N(%) 
In Ill ! In- 1111 

ISI 16.1) 
941S3.9) 

102(91.11 
IO(S.9) 

104(92.9) 
8(7. 1) 

7S(69.6) 
34(3004) 

3(2.7) 
)04(92.9) 

54.5 

12(10.7) 
100(89.2) 

0(0.0) 
12(l0.7( 
20(17.7) 

7(6.3) 
73(65. 1) 

25(22.3) 
81(77.7} 

26(23.2) 
86(76.9) 

1lX){89.3) 
12(10.7) 

34(30.4) 
55(49.1) 
20(17.9) 
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17il45) 
IOU 85.5 

Ill(96.6) 
4(3041 

114{97.4) 
3(2.6) 

I041SS.9) 
13il l.1 ) 

17( 14.5) 
951S 1.2) 

S .t J 

I(O.S) 
JO(25.6) 
57(4S.7) 

S(6.S) 
21(\ 7.9) 

90(76.9) 
27(23. 1) 

105(89.7) 
12ilO.3) 

60(5 1.3) 
38132.5) 
16(13.7) 

0 .10 

3.03 

2.61 

12.99 

10 10 

55.24 

6S.24 

00 

0.0 1 

10.64 

0.006 

<0.00 

<0.001 

·-o.c." 

0.9 10 



312.71 !'.:''t 
ILlI:'1l l-\i'l"I~nct"an~ (:omplicatio n aflcrdcli\'e~ 

!'.u 105993.8) I:IJI'/'J.ll 
Yes 7(b.~1 

Hospilalul"d fOr an,,' condition wit hin sh " -l~' 
.oath\aflerdeli\e·~ 

117(100.0) No IUO(Y4.bJ 
Yes 6(541 (0.0) 
Able to initilllll: brnstfeedingwithin 30 ::.v, 
.iautnaflcrdtliH't') 
No 12(10.71 6(5.1) 
y" 1~89J~ 111,94.9) 
Working condition\ 1I 11o\\ udcquah: limefor MU·J 
[B f' 

H7(7771 27(23. 1) 
Ye~ 25~22 .. "\ I 92176.91 
Duration of leavcafferdeli \'en' hcfore 
rc,umingwork .. 
rtue\:"lUuOlh .. 87177.7) 27(23 .1) 
Unlimited 25(22.3! 2!!!76.91 



4.7F.clonU.nUtDdagprtICliC'torucl.lIivtbreas1r«di.g 

Bul.1ry logistic regrnsion was performed 10 detc=rmine risk factors associated with 

(' "(elusive breastfeeding. Bahy being sick in its first 6 months after birth, mat.emaJ age. 

heiRg employed in the (onnal sector and hospitalization for any condition within six 

months after delivery ,,"cre significudy associated ,,"ith the practice of exclusive 

meastfeeding 

The regression model showed that women whosc babies were sick in thefr first s ix months 

after birth had 0.39 reduced odds of beina breast fed compared 10 non-sick chiklren 

(AOR" O.39; 95'1. CI: 0.16-0.95: p-O 0:;8). AllIO, mothers aged between 20 and 34 years 

had 0.02 reduced odds of exclusively breastfeedingtheirchildren compare dtothoseage<! 

less than 2D years (AOR-G.02; 95% CI : D.DI'().40; p='O.OOl). Funhermore . panicipants 

employed in the formal sector also had D. I 0 reduced odds or exclusi\d) ~alllfeeding their 

children (AOR*O. IO: 95% Cl : 0.05-0.29: p-O.OOI). Mothen who wert: hosrilah.red for 

uy condition \\ithin six months after delivery also had 0.04 reduced odds of practicing 

cxdusi,·c breastfeeding (AOR~-O .04; 95% CI : 0.01-0.98: p""'O.049). 
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Tabk ",S Factors iaftuencing practic~ of nclusi\-'e breas.f«din~ 

Cbildadmil1tdt,,\I(1 
No 
Yes 
labysickiqfirst6 .... tllI 
No 
Y .. 
AgC' of mother (years) 
-20 
20-34 
35-19 

Maritalsl.lus 
Single 
Manied 

None 
Primal) 
JIIS 
SIIS 

Occupation 
Infonnal 
ronnal 

Ln-e",ithpartDer 
No 

DC'lhcl') mode 
Spontdllc()usVaginaldelh'el) 
('<te, •• U1ansc;:ction 

Nllmhc-rofcbiklnn 
I 
2 
3 
4 

Experience aD) complklliion after delhcn 
Nu . 

Yo. 

Crude ()dd~ Ratio Ad'usted Odd!l 

Ref~rmce 
1 DO.5S-2.3l)U.74b 

Ref~rcnce 

0.34 0.09-1.32 0.120 

Refermce Reference 
0.290.14-0.58 <1)11(11 

Re(ermce I{~ frrencc 
0.16(0.05-0.57)0.004 lJ,1).~t(),OI-11 40) 
0.180.03-1.0000.051 1J.'IJtOU.\-.\ 4611 

Reference 
U.13l0.0b·O.26 <0.001 

Reference 
0.8110.03-21.34)0.9'" 
0.93(0.04-23.87)0.%8 
0.l8i0.OI-IO.74) 0.569 
0.1 0.04-2.48 0.159 

Reference 
0.0 0.5-0.16 <0.001 0.11 O.l15·() 2'1) 

Reference 
U.43(O . .:!4.0.77 0.004 

Reference 
0.95(0.41-2.21 0.910 

Reference RefermI:C 
II.D 0.01-1.07 0.058 0 1~(0.02-I."O 



Table 4.S Facton innu~ncing practice oftulusivt bn';t,tfcl'dinl! 

Variable 

Hirth"·tipl 
Lowbirth ..... eight«2.5 kilogl'1lJ11S) 
/'\ormal binh .... eiRht(> 2.5 kilowams) 
Cbild admi"ed to NICU 
l'o 
Yes 
Baby sick in fi~t 6 monlhs 
No 
Yes 
Ale of mother (ytan) 
<20 
20-34 
3549 
Marital status 
Single 
Marne<! 
Edutalion 
None 
Primary 
lHS 
SIIS 
Tertiary 

Occupation 
Informal 
Formal 
U"'ewitbpar1ner 
No 
Ves 
Dtlivtrymode 
Spontaneous Vaginal delivery 
Caesarian section 
Nu .. berofchildrea 
I 

3 , 
EJ.ptritnccan) compliulion .fterdelh'ery 
No 
Ves 
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('rude Odds Katio 

Referc:IKC= 
1.11{U5S·:.31\O.746 

Rt!ft!rr;:m.:c: 
0.34 t009·1 .12) O.I~O 

RdereIH:C: 
U 2Q{U.14·0.5R,· 0.001 

Rclen!n~t: 

O.16tO 05-0.57) 0.00"' 
U.18<O.OJ-I .OOOO.051 

Rdo:rc:n~1! 

0. 13(0.06·0.26) <0.001 

Rc:ference 
0.81 (0.03-21.34)0.901 
0.93(0.04-23.87)0.%8 
0.38(0.01·10.7410.569 
0.10<0.04.2.48)0.159 

Reference 

Adjullted Odds RlJ 
OR (95% eI) C-\';t 

Rc:ference 
0.J9(O. 16·0.Q 5)U.O 

Reference 
0.02(0.01-0.4010.0 
0 . .10(0.03·3.46)0.3 

0.U9(U.5-0.16) <0.001 O.lUlU.US·U.2'J)OO 

Reference 
0,43{O.::!4-0.77) 0 .004 

Rdim;!m:c: 
0.95(0.41-2 .:1)0.910 

Reference 
0.39(0.22·0.71)0.002 0.58(026·1.29)0.1: 
0.45(0.21-0.99)0.047 0.44(0.15·1.28)0.1 
0.57(0.1 1-2.96} 0.501 0.41(0.03·5.11)0.4 

Reference Reference 
0.13(0.01·1.07} 0.058 0 . 1~,o.o2·1.40)0.O 



HOllpitaliled for •• , condition wit~i. ~i, mflnth .. afl(', 
deli""ry . 
No 
Yes 

:e~;::~jDiliatr bru~ffeeding "itbin 30 _iautes .ffer 

~o 
y., 

Duralionoflu,'e.af1ndl'lh('rybe(ortrC'lluming"orl.; 
'Threcmonth .. 
Unlimited 

Reference: Reference 
0.07(0.03-1.25) 0.071 0.04(0.01-0.98) O.C 

Refe:renc(' Rcfercm:e 
2.22(0.80-6.1)0.124 2.59(0.73-9.19)0.1 

Reference 
11.6(6.24-2 1.5) <0.001 19.01(0 .71~O"9 

0.078 



CHAPTEt< FIn: 

DISCL'SSIO~ 

rile chaplcr presents the discussionoftbe resullsby relating it with find ings from other 

similar studies. The chapter also contains the conclusion and recommendations propo~ 

to improve adhehcmce to the practice of EBF amonj:!: nursing mothers 

5.1 Discussion 

The current study compared breastfeeding practices among fonnally and informally 

employed nursing mothers who anend child welfare clinic at the Mamprobi Polyclinic. It 

also determined the factors which inOIXn<:es the practice of exclusive breastfccding 

among the two groups of mothers. Generally, this study found higher practice of U3F 

among informally empillyed nursing mothers compared to their counterparts who are in 

the [annaJ seClor. An a.<;~jation exist between marllnl !'tatus. maternal age, level of 

educ8tionandlhepraCliceofexclusi\'ebreastfeeding. Similarly,1he logistic regression 

found health condition of baby in first 6 months. maternal age, mother's occupation and 

hospitalization within 6 monthsofdelivel'Y 10 influeocc IhC' pr8cticeofe xc lusivc 

breastfeeding. 

O\.\ingtoresults from pre,iou<; slUdieswhich correspond with thisstudy, thcrc isantar 

universal awareness of exclu~i'e breastfceding among nursing mothers (Dun-DeT)' & La.f. 

2016). Ne\·erthcless, there exist some dhparnics in the praclice ofEBF among 
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mothers. Dwt-Oery & Laar (2016) found from their cro!iS s«lional study done in Ghana 

that. initialion of breastleeding is high among all mothers but the rate of continualion is 

comparatively lower among professional working mothers. This study al50 found a 

difference in initiation ofEBF among mamers in the formal (48.3%) and informal (51.7%) 

sector ho .... c\'er. (here was a great diffcn:nce in the practice of FBF among the two 

categories of mothers thus. fonnal working mothers (23.1 %) and infonnal working mothers 

(76.9%). Although not all inlormal working mothers adhere to the practice of EBF, this 

and other study tDun-Dery & Laar, 2016) fOood an improvement in practice ofi:BF among 

the infonnally employed to the formally employed mothers. Undoubtedly, the varialion in 

practice of EBF among the two group of nursini,: muthers is ac;cribed to multiple factors 

some of which arc associated with mother's occupation and lit cultUI'C'. This study however. 

found significant association between mother's occupational status and practice of 

exclusive breastfeeding. The odds ratio indicates that mothers who are in the informal 

sector ha\C an increased odds of) and are therefore more likcl) 10 practice EBF compared 

to those employed in the fonnal scclOr. Likc,,,·ise. Danso (2014) who conducted. similar 

study on EBF among mothers in Kumasi, Ghana found that professional working mothers 

find it difficult to exclusively brea:.1feed their babies compared to the infonnally employed 

mothers. Also. Egenti et al. (2018) found a significant association between occupation and 

EBF by indicating thai mothers ..... ho are informally employed practice ESF as 

n.."(:ommended than mothers who arc formally employed. As indicalcd by Dun-Day et al 

(2016), in Ghana, female workers who are fonnally employed are by la\o\., given a fully 

peid ~vc of 12 weeks.The leave is extended to accommodate two more "eeks instances 

where the '"'oman had a caesarean or abnormal delivery. Tbey found that molhen who hid 
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,hurter maternity leave ,"'-ere less likely to practice exclush'e brea.o;tfeeding than their 

mfonnally employed counterparts. This is to suggeSi that the ~orking class mothers have 

less time to spend 81 home cuing for their baby's. 1he situatton subjects such mothers to 

the option of n..-ducina:. the duration recommended ror exclusively bmlstfeeding their 

babies. This assumption supports Ihe finding of Mogre et al. (2016) that mothers who had 

babies I~s than 3 months old are likelier to exclusively breasUeed than those who hive 

infants ~ 3 months old. In view of this. it is of the essence that this policy be re-modified 

either by increasing the duration of study leave given to working class mothers or intensify 

sensitil.ation offered to thnn for them to understand and appreciate the essence of 

exclusively breastfeeding their baby's in light oCtile precluding factors, Notwithswnding. 

some "orking class mothers receh .. e support from their family members particularly. 

mother in-laws or lady siblings in providing care. As indicated by Danso (2014), 

professional workmg mothers linds it difficult to EBf their babies however. the presence 

of family members influence the practice of exclusive br~a~tli:cding. Sekyi &. Anyobodeh 

(2016) also opined that husband and family support are factors that could influence EBf 

by promoting and constantly r~minding their fellow to adhere to the pr.u;ticc of EBF 

Although lhis Sludy found no association between the presence of married partner 10 the 

practice of I·. BI-" among mothers, it will be useful if husbands and family members could 

be involved in EBr since their ~rrort could help mothers adhere to the practic:c of EBF 

more particularly, among women employed in the formal s«tors. 

Maternal age was also identified as a general (actor influencing the practice of EBf among 

mothen in this study. 'Jne odds ratio indicated that mothers Iged 20-)4 years were Q90. 

more li~cI)'10 Practi .. c ~Bf than mothers below the &Ie of20 years. Pre\'ioU$ studicslinked 
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~nowled8C' til practice Ill' un (Aliyu &. Shehu. 2016). Similarly. Egenti et at. (2018) 

opi~d thac the non-adheftncc 10 1·.81-= among some mothers is due 10 the fact that they are 

111omformed abut theenrire practice. h could be inferred from these finding .. therefore thai 

nur.;mg mothers below the age of20do nol adhere 10 EI3I-= hccauSC' they are W\iwareofthe 

practicc. Also, it is likely majority of those youna mothtrs might nol have.: experienced 

brcastfcedlni; hence, they find the practice challenging. Regarooflhis, more of the young 

nursing mothers should be educated by nursing staffsal antenatal and postnatal care clini c 

on the essence ofEBF and the need loadhtre it. 

In addition. the study found health condition of baby in tirst6 monthsandhospila lization 

within 6 months of delivCT)· to innuence the practice of exclusive breastfeeding. Often 

times but nol always the case. mothers who arc hnspitalised for so many days before being 

discharged might have gone through the cat!So1.r~l:In mode of delivery or eneountered 

haemorrhage or some pregnancy re lated condition Most of these conditions coupled with 

the pain incurred through delivery put some mothers through some slate of discomfon 

hence, the feeling 10 iniliatebrea.stfeedingis absent rhi!o~uggcstionconcurswith findings 

of Oun-Dery & Laar (2016) who found that mothen who deliverd spontaneously through 

the vagina were almost 10 times likely 10 el\.clusivt:ly breasfeed their babies than their 

counterparts who underwent caesarean sections. It is worth to note that Ihe ability and 

affanity of infants to brtastfeed relies on their health conditions. Thus. infants not in a good 

health condition arc like!} 10 reject breast milk . All these factors. serve as barriers to the 

practice of EBF. This study however, found no association between mothers' educational 

lew:lald practice of ~ln as found by Mogre et al . (2016). To this end. the study idmtificd 

~'n, ;n the practice of E8F among fonnally and informally employed mrs,,,, 



modlersand has found factorsassocialed with the5edisparilies. However. there'R! still 

SOme contrasting findings in literature with regards to fK10rS .... suciated ""ith these 

differences in EBF among rnochcrs. This calls for more practically oriented research to 

idc:nlify ractor.; scnoing as banicramong nursing mothers. 



CHAPHRSIX 

CO~CLUSION AND Rf.COMM~:NDATION 

6.tConciulioa 

Although the benefits of exclusi~ breastfeeding have been documented widely . there are 

some lapses still in the practice as a result of [actors sllth as occupation, maternal age. 

health condition of baby and hospitalization afterdclivcry . Nursing mothers in the fonnal 

sector tend not to adhere strictly 10 EBF due to workload and demands compared with 

mothers in the informal sectors. There is the need to amend policies on maternity lea\c to 

make working environmcnls breastfeeding friendly so that nursing mothers can adhere to 

exdusivebreastfeeding. 

6.2Recllmmendatif)n~ 

1. The Ministry of Health in collabouration with Ghana Health 5ef"\'icc and I'ublic 

Heallh Practitioners should embark on massive educational campaigns to raise 

awareneSS on the barrier~to ';.BF, adding its effect on chi ldrens health in order to 

draw the attention of the government and the populace to put measures in place to 

facilitatecxclusivcbrcastfeeding. 

2. The Ministr)· of Gender.Womcn and Children Protection should engage the 

Ministry of '·.mployment and Labour Relations to advocate for an amendment in 

the policy on maternity leave to allow for an extension. This is hkd} 10 increase 

adherence to the practice of exclusive b~astfeeding especially amona: nursing 

mothers who work in the lormal s.c..'t:tor 
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'" Public Health Prac:tioners should champion the cause of cruling and promOfins lhc: 

formation of SOCial SUppOI1 groupS that will encourage' nursinl!: mothers to address 

chaJlentes that p"vent them from practicing exclusive brcastfeeding. 

'i <'(I\'emmt.'nt and Employers in the private sector should be bounded by laws to 

provide breastfceding friendl) environments so Ihatnursing mothers can have 

adequate lime and spacc to breastfecd their babies on demand irrespective of where 

6. I rt'tommmd fUlure researchers employ a more robust fISk lactor .. 'valuation desl~n 

wchascohoI1studysincefjndingsgeneratedin thiscross~cl ionalstudyareon1y 

b)'pOthesisgcnerating. 
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QUr.STlONNAIRE 

l niHnit) or Chana· SC'hoo' Of Publif Health 

The researcher is a student ofthc School of Public Health. University of Ghana pursuinG 
MIsIer of PublK: Hnltb degree. She is researching 0fI "EXCLUSIVE BRJ-:ASFEEDING 
PRACTICE AMONG FORM ALL Y AND INFORMAI.L Y r "PLOVED J';lJRSING 
MOTHERS ATTENDING CHILD WELFARE CLINIC AT MAMPROOI 
POL YCU t-;IC", Kindly respond to the folkw.1Rg questions ac<:Ohiinlly . Your rnponscs 
",.11 ~ dul) apptcciated and treated with utmost confidentiality. Be informed thai this 
study ts for academic purposes only. 

?UESnOlliNAIRE 10 NO ........ Facility name.... .. Name ofthc 
Inttrvtewer 

RespondentlD 

interview ..... Tunestaned ... . .... Timefinished 

QueSlionnai~ checked tor completeness: Yes ( ) No ( ) 

SECTION A: IN"'ANT DATA 

Instrudion:Pleascli('kwbereapplinble 

J.Ageofbaby 

a. 0-6months() b.7-24monlhs ( ) 

2. Weight at birth 

a. Above 2.5 ( ) b. Oelow2.5() 

3. Was the bah)' senl 10 NICU afterbirth? 

A. Yes () b.No ( I 

4. What was the reason? 

a.Jaundice b. A!phyxio c.Hypoglycemia d. Scpsis 

5.Did yourbab)· cvcr fall sick within six momhs after delivery? 

aV.. () b.No () 

6. Didtheliickncliliimerfere\loithbn:astfecdin&? 

8 . Yes ( ) b.No( ) 
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Sl:(TION B: SOCIO DE\10G RAPHI(' CHARA< T F: H.I~TIC!'J OF T H f 
MOTHER 

(nstrucllon. rickwhereapprorndtc 

I.lioo.· old~you? 

1I.15-17Yf'1()b.18_35yrs() c.36-45yrs() 

2. Mar;tal status 

a.Single t ) b.Married ( ) c.Divorced ( )d.Separaled ( ) e.WKIoWC'd ( 
) 

3.l..evtIofeduc.lton 

~. No formal edutalion ( ) b. Some primarylPrimary c. Secondary t ) f. T crtWy ( 

4. Whalisyourrcligion? 

aChristilnity ( I b.ldam ( )e. Traditional ( ) d.Other( specify) ... 

5. What is your occupation? .. Housewife () b. Ca.'iua\ \\orker ( ) c. Self-employed 
( )d. Trading ( ) c.F.-ming () f.Other 
(Specify) ... 

6. Do you receive I monthly salary on "hich you are taxed? 

a. Yes ( ) b.No( ) 

7. Do you live togethcrwith yourhusblnd.panncr'? 

a. Yes ( )b.No() 

\!ATt:RNAL HEALTH AND DELIVERY IIISTORV 

I. Placcofdcli\-"eT)' 

a. Hospital ( ) b. Malcmil)' home () c. TBA () 

2. Mode of deli very 

a.SVD() b.Caesarian ( ) 

:\. How llWly children do you have? 

Specify ... 



4. o;d )OU expcrienceany compltclttonafterdehvcf) ·.' 

a.. Yts ( ) h. No ( ) 

6. Wefe ) IJU hospitalized for any condition within six months after delivery? 

a. Yes ( ) h. No! ) 

7. lf )es., whalwasthediagnosis? 

8. \l,cle you ablcto initiatebreastfcedingwithin JOminutes afterdelivery? 

a. Yes(, h. Nol ) 

9. Did thr:betlthstaffeocOUl1lgcor support you to initiate and practicccxclusi\'e 
breastfeedingafterdclivery? 

a. Yes 0 b. No() 

SECTION I>.CULTl·RAl AND SOCIETAL Jo'ACTO RS IN RELAT ION Ie) 
f-:XCLllSIVE BREA~'I n :EDlN(; PRACTICF. 

I . Do YlJulrnowaboutexc!usivebreastfeeding? 

a. Yes () b. No() 

2. What was your source ofinfonnation? 

a. Heallhslall"{ lb. Famiiy( )e . Frimcis\ ). d. ~a.iia( )e. Others 
\spccify) .. 

J. Did you btcastfccd )'uwchildexclusively for the first six months? 

a. Yes ( ) b.No( ) 

4. If yes. what was your source of motivation? 

u. Healthstaff()b. Family ( )e.Friends( ). d.Media( }e. Others 
(.pec;fy) ..... 

5. Did you pr .. u:III':c EBF because you could not afford infant food? 

• . Ves() b. No( ) 

6. Does your religion support and promote exclusive hrca. .. tfceding·.1 

a. Vea ( ) b. No l ) 

7 . DoYOUba\'eanycultutillhchcforpraclicethalisagainstexclusivebreastf~i",,? 
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a.Yn \ I b,No () 

•. Does lhc \o\,otkin& conditions of yow job allow you 10 hive 8dequale lime 10 bre~fced 
YOUr .... b) excJusively for six mon&hsaftcrdclivery? 

a.Yes t ) b.No() 

9, Ho-.o long do you Slay home after delivery before resuming wort? 

I D. Do you think your OC(:upalion influenced your practice of EBF? 

a. V",() b.No( ) 

II. Do you receive in~lrumental social support from family and friends after delivery? 

L Yes ( ) b.No() 

THANK YUU FOR \ 'Ol·R PARTiCiPATION 

so 



GHANA HEALTH SERVICE ETIIICS REVIEW COMMlrrEE 

~rCYAdubea.n"'l>OfIil 

I.JtNoIerSfty of Ghana 
SChooIofPublic.He~h 
leg~ 

~seilrchaDeweiopmentoM5ion 
GNMHlNktlSerwkt 
' . O. 6OI:M8190 

"''''' GPSAdctrtss:GA~)3Ol 
ref:+13J-D30261UOf 

23J-CJ3026.,,323 
F01f + 13J-OJOl68S414 
gh5~rdlt}mOfl.com 

The Gll.ana !-Ieahh ServKe Ethtu ~w Commmee has reviewed and glV~n olpC)fov~ for the Impltm~ntaUcm of 

I GHS-E:::U:!:~ 
ProtKtTitie IlclusiveBreastf~dln&practkeamongformaltyand 

lormany employed nursing mothe,s anenditlg child \Wlfare clink 

~,20:POltydINc,Accra 

ThII ..... ov .. lrequirett.hefoUow\ntfromth.PrlnclpallnveSUSator. 
• Submission 01 yearly PTOI,eu report of the study to the Ethics Revt.w Commmee (ERC) 

Renew.lofethloapprcwalllthtst\ldy~tJ.formof.than12monthl, 

Reponlne an senous adverse events relatpd tOi tnlS study to the ERC wlthinlh ree daysverbany and seven 
dlY'tnwrrtll'lg. 
Subm,SSlOn OIf a liMl r~ort after comP'l!t,OI'! of Ihe study 

InfOfmIncERClfstI.KlYunnotbetmplefn~tedor"dbc.OI'!lln\Iedandr .. $OMwhy 
InfOlflnlncthe ERC and your J,pOnSOf(where .pplic.able)~Ofe any publlutlon at the rese.w find1nas 
Please note thltMYVmodlfintion 01 the studVwithout ERC approval of the amendrnent ts In.,aNd 

lhe ERC may observe or cause to be observed procedures and recOirdsofth e study during and after 
Impementatlon 

KJndly quote tht protoc:ol tdentlfttatlonnumber In all Iutule correspondence m rell1l on to this approved prolocol. 

S'(j~~·CVN!~·~MAN 
(GHSERCCHAlRPlRSON) 

Cc: The o"Ktor. Re-search & Devetopment OIvISlOn.Ghana HealthSel"Vlce, Atcr. 
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