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ABSTRACT

Breastfeeding has always been the ideal feeding practice for infants.  Despite efforts by the county and national government as well as non-governmental organisations, breastfeeding uptake in Garissa County was low. The main objective of the study was to factors influencing breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County. The study used a descriptive cross-sectional survey design. The target population for the study included mothers in Bulla Adaan in Garissa County. Yamane Formula was used to calculate a sample size of 373 respondents. A questionnaire was used to collect data from the mothers. Quantitative data was analyzed by use of descriptive statistics such as frequency distribution and percentages whereas qualitative data was analyzed by the use of content analysis. Chi-square tests were conducted to test for relationships. Analysis was conducted with the aid of SPSS. Results were presented in form of tables and figures. The study found that majority of the respondents had poor breastfeeding practices. Majority of the respondents had high knowledge of breastfeeding. Findings also showed that majority of the respondents had negative attitudes towards breastfeeding.  There was a significant relationship between knowledge of breastfeeding and breastfeeding practices. There was also a significant relationship  between attitudes towards breastfeeding on breastfeeding practices. The study concluded that although women of reproductive age in Bulla Aadan, Garissa County had high breastfeeding knowledge, they harbored negative attitudes which resulted in poor breastfeeding practices. It was recommended that the government and other private institution in the health sector should carry out mass education particularly the women on the importance of breastfeeding to the infants as this has more benefits to both the mother and the infant as well as the society. The aforementioned institutions should educate the mothers and the communities at large on the avoiding retrogressive cultural activities on infant feeding as this has profound effects on their general health and wellbeing.
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Chapter 1 CHAPTER ONE
INTRODUCTION
1.1 Background of the Study
Breastfeeding is a natural, basic, and cost-effective approach that can have a significant impact on establishing the foundation of an individual’s life time optimal health. According to the World Health Organization ( WHO, 2010), breast milk provides all of the energy and nutrients that are necessary for an infant’s health for the first six months of his and her life and continues to provide the nutritional needs for the second half of the first year and up to one-third of the second year. Breastfeeding is also associated with the mother’s health and well-being. It helps to space children and decrease the risk of ovarian and breast cancer. In addition, breastfeeding can reduce the overall health care costs (WHO, 2001).
Breast milk is the safest and most common natural food for an infant. It provides complete nutritional needs up to six months of age. When the baby is fed exclusively on breast milk, the method is called exclusive breastfeeding which provides the best nutrition, growth and reduces infant morbidity and mortality (Anstey et al., 2017). Breast milk also, contributes to continued growth until the introduction of solid foods at six months. A study revealed that over the past couple of decades, there has been an intensification of campaigns for exclusive breastfeeding as the best feeding method for newborns (Pillitteri, 2010). While breastfeeding rates are no longer declining at the global level, with many countries experiencing significant increases in the last decade, only 39% of children less than six months of age in the developing world are exclusively breastfed and just 58% of 20-23 months old benefit from the practice of continued breastfeeding (Kramer & Kakuma, 2012). This is attributed to the implementation of massive programs based on national policies along with global strategies for Newborn and Young Child Feeding, a joint action of the (WHO, 2009). To enhance these even further, actions entailed initiating breastfeeding at the maternity facilities. In Africa, breastfeeding is the normal and cultural way of feeding infants, resulting in high rates of initiation and longer duration of breastfeeding. However, exclusive breastfeeding tends to decline with increased age in months. According to the International Baby Food Action Network [IBFAN] Africa Regional Office, exclusive breastfeeding at three to four months in 2012 in the region was as follows: Malawi and Eritrea 72%, Botswana 37%, Ghana 43%, Kenya 35% and Lesotho 54% (Agunbiade & Ogunleye, 2012).
Breastfeeding is the nourishment of an infant or young child with maternal breast milk via lactation. Babies have a natural sucking reflex that enables them to suck and swallow milk. WHO (2010) recommends that mothers breastfeed their infants exclusively from birth to about six months of age, without the addition of any liquids or solid foods, including water or infant formula. After six months of age, infants may be fed solid food, as a complement to continued breastfeeding. According to the WHO’s Global Strategy for Infant and Young Child Feeding adopted by the World Health Assembly (WHA) mothers are advised to continue breastfeeding for two years and beyond, gradually increasing complementary food, including other milks, until breastfeeding ends. Human milk is the healthiest food for babies providing optimal nutrients in response to the infant’s nutritional needs (Picciano, 2001). 
There are few exceptions, such as when the mother is taking certain medications, or is ill with an infectious and transmissible illness, such as human T-lymphotropic virus, HIV if not taking antiretroviral drugs (ARVs), or has active untreated tuberculosis. Breastfeeding promotes infant and maternal health, and helps to prevent disease (Riordan, 1997). Lactational amenorrhea, a natural postnatal infertility, occurs when a mother fully breastfeeds. If not combined with chemicals or devices, lactational amenorrhea method (LAM) may be considered natural family planning. Infants have increased immunity from ingesting maternal antibodies through breast milk, and the risk of infection is reduced because breast milk is sterile. Women who breastfeed have lower rates of uterine and breast cancer. Infants have higher intelligence and there is some evidence of lower rates of child obesity among children who were breastfed (WHO, 2010).
Breastfeeding has always been the ideal feeding practice for infants.  According to Binns et al. (2016), there is extensive evidence of short-term and long-term health benefits of breastfeeding for infants and mothers. Breastfeeding is widely recognized to be the optimal way to nourish and nurture infants.  Even with the addition of complementary foods in the second half of the first year, breastfeeding continues to be of nutritional, immunological, and psychological significance into the second year and beyond (Cadwell, 2002). The Innocent Declaration on Protection, Promotion and Support of Breastfeeding 1990 recognized that breastfeeding was a unique process with manifold advantages.

Breastfeeding is well known as the best way to nourish new-borns. It has benefits to both the developing child and the mother (Kornides & Kitsantas, 2013). Recent statistics show that the breastfeeding initiation rate for early postpartum period in the US is 74%, which approaches the Health People 2010 goal, yet breastfeeding rates at six months are maintained at only 42%. Additionally, rates for exclusive breastfeeding through ages three months and six months are 31% and 11%, respectively; well below the targets set by Health People 2010 (Centers for Disease Control and Prevent, 2009). The 2020 goals are still under development but it is likely they was in line with the 2010 goals. 

Breastfeeding is an unequalled way of providing ideal nutrition for the healthy growth and development of infants. The global public health recommendation is that infants should be exclusively breastfed for the first six months of life to achieve optimal growth, development and health (WHO, 2003). Exclusive breastfeeding in the first six months of life stimulates babies’ immune systems and protects them from diarrhea and acute respiratory infections, two of the major causes of infant mortality in the developing world and improves their responses to vaccination (United Nations Children's Fund [UNICEF], 2015). Exclusively breastfed infants obtain most of the nutrients required to support growth until six months. Vitamin D which is insufficient in breast milk is supplemented by exposure to sunlight for the skin to synthesize it while iron and zinc are supplemented by prenatal stores. Exclusive breastfeeding during the initial months of life and continued breastfeeding through at least the first year of life is associated with substantial reduction in the burden of infections (Thomas, 2016). 
Breastfeeding reduces the mother's risk of fatal postpartum hemorrhage, the risk of breast and ovarian cancer, and of anemia, and by spacing births, breastfeeding allows the mother to recuperate before she conceives again (Leon-Cava et al., 2002). In many Sub-Saharan Africa societies, exclusive breastfeeding is considered by far the best feeding option for women of unknown HIV status and for most HIV positive mothers, although it is challenged by low acceptability and feasibility (Cames et al., 2010). The rates of exclusive breastfeeding have improved over the recent past, with the global rate at 37% (UNICEF, 2015). However in all regions the percentage of infants under six months receiving the benefits of exclusive breastfeeding is less than 50%. In the developing world, less than 40 % of infants under 6 months old receive the benefits of exclusive breastfeeding. The rate is particularly low in Africa, where less than one third of infants under 6 months old are exclusively breastfed. There has been a major increase in exclusive breastfeeding in 19 African countries including Rwanda (88%), Tanzania (41%) and Malawi (57%) among others (WHO & UNICEF, 2018). 
In Kenya however, rates of exclusive breastfeeding remain low with only 32% of infants below six months being exclusively breastfed (Kenya National Bureau of Statistics   [KNBS] & ICF Macro, 2014). Studies have identified various factors that influence breastfeeding practices such as inadequate knowledge of the health benefits of breastfeeding, inadequate antenatal counseling on breastfeeding and belief that breast milk is insufficient. A range of maternal and child health attributes such as marital status, economical status and child age also influence the practice of exclusive breastfeeding. To make better feeding choices, mothers need specific, culturally appropriate, information that responds to their constraints and concerns (Kimani-Murage et al., 2011).
Breastfeeding is very widespread in Arabic and Islamic culture, in which Islam
carries encouragement for Muslim women to breastfeed their babies for a full two years (Zahed Pasha et al., 2013). This encouragement of breastfeeding by the Islamic religion supports the great importance of breastfeeding to the health of humanity. In Jordan, 94% of mothers initiated breastfeeding, and 27% of mothers initiated breastfeeding immediately within the first hour after delivery (Oweis et al., 2009). Yet introducing supplements other than breast milk, such as water, juice, herbal tea, is very common practice in Arabic culture. A study in United Arab Emirates (UAE) of 221 mothers showed that at one-month follow-up, only 43% of mothers practiced exclusive breastfeeding and others used extensive amount of fluids such as water, tea, and herbal combinations. At six-month follow up, only 13.3% of the sample exclusively breastfed their babies (Al Tajir et al., 2006). This percentage falls below the WHO‟s recommendations of exclusive breastfeeding. 

The reasons for low breastfeeding rates among the Somali women include the influence of society and cultural norms, the lack of continuity of care in the health services, clinical problems and the lack of preparation of health professionals and others to support breastfeeding effectively. Mothers ability to prefer to breastfeed is therefore hindered by barriers and  afar from a matter of ‘informed choice’, breastfeeding is a behavior that is simply not available for most mothers and babies, notably among Low socio-economic groups (Ekström et al., 2003).
Researchers have narrowed on pinpointing factors that may lead or affect the breastfeeding continuation. Successful breastfeeding is dependent on multiple factors associating with mother, infant and supportive environment. Some barriers include the negative attitudes of women, husbands/partners, and health care professionals toward breastfeeding (Dungy et al., 2008). Family support especially husbands or partners, and friends has been indicated as important predictors to influence the women’s choice and breastfeeding duration. Mother attitude is also a concept of interest to health professionals who support breastfeeding. Dungy et al. (1994) indicated that mother attitudes are better predictors of infant feeding method during the postpartum period than are socio-demographic factors. Ekström et al. (2003) compared the attitudes of parents towards infant feeding and of  breastfed infants with the attitudes of parents of formula fed infants at discharge by using the Iowa Infant Feeding Attitude Scale (IIFAS). 
Despite breastfeeding is a commonly practiced in Taiwan, the exclusive breastfeeding rate is very low. They found that there is a strong correlation among mother intentions and actual infant feeding behavior.   Mothers’ positive attitudes toward breastfeeding are associated with continuing to be breastfeeding at the first month of giving birth (Chen & Chi, 2003). A number of reasons have been associated with the low breastfeeding percentage rate, including little family support of postpartum women and few consulting resources for breastfeeding in the community, facilities and policies in hospital institutions and places of work that are not supportive of breastfeeding (Ko, 2002).  

The number of people affected by breastfeeding the mother and the child and this may be attributed to the illiteracy coupled by lack of mother knowledge, health seeking habits, amongst others. The median number of months for any breastfeeding among Kenyan children is 21 months (Dungy et al., 2008), which is similar to the duration documented in previous KDHS surveys, implying that there has been little change in breastfeeding patterns overtime. The median time of EBF is less than one month, though the mean duration is 3 months (Dungy et al., 2008). The median duration of any breastfeeding is slightly longer in rural areas (21 months) than in urban areas (19 months). Girls are breastfed slightly longer than boys. Analysis by provincial level, duration of breastfeeding is longest in Eastern province (26 months) and shortest in Nairobi province (15 months). Dungy et al. (2008) argued that women with no education tend to breastfeed a little  longer (21months) than women who have some secondary education (19 months).
Kenya has high breastfeeding rates, with 99% of babies ever breastfed but only 61% are exclusively fed for the first 6 months of life (Talbert et al., 2018). In Kenya, Frequent breastfeeding of children is a common occurrence. More than nine in ten (93 percent) infants under six months of age were breastfed six or more times in the 24 hours prior to the survey. Children are breastfed an average of 7 times during the day and 5 times during the night. North Eastern region has the highest mean number of times children are breastfed, while Nyanza region has the lowest (Talbert et al., 2020).
Quantitative studies by Akter and Rahman (2010) and Patel et al. (2010) in developing countries have identified factors associated with sub-optimal complementary feeding practices and breastfeeding. These include mother characteristics such as age, marital status, occupation and education level; antenatal and maternity health care seeking; health education and socio-economic status; and the child's characteristics including birth weight, method of delivery and birth order, but these findings are conflicting with regard to the consistency of the associations and the magnitude of the effects (Setegn et al., 2012). This suggests that the context is important when trying to identify the characteristics and practices that may be amenable to interventions (Kimani-Murage et al., 2011). In urban poor settings in Kenya, a study by Kimani-Murage et al. (2011) found that factors associated with suboptimal infant feeding practices include child level factors such as child's sex and perceived size at birth; mother characteristics including marital status, ethnicity and education level; and other factors including whether pregnancy was desired or not, and place of delivery.
Decrease in breastfeeding practice, such as in developed countries like the U.S., has been seen or noted in many developing countries as well (Galler et al., 1998). Sub-optimal breastfeeding practices still prevail in many countries, especially in rural communities. A study that examined infant feeding practices in 12 rural communities in Gambia revealed that delayed initiation of breastfeeding, prelacteal feeding, and failure to practice EBF were widespread. Moreover, colostrum was considered “hot milk” causing diarrhea and stomach pain, and thus was not given to infants (Semega-Janneh et al., 2001). In a study conducted with 136 Guatemalan women, it was observed that stress during labor and delivery was associated with delayed onset of lactation (Grajeda & Perez-Escamilla, 2002). A study conducted to assess breastfeeding knowledge and beliefs among adults in eastern Tobago revealed that in addition to having inadequate knowledge about the benefits of EBF, employment was one of the primary factors affecting breastfeeding
Breastfeeding is well widespread in Arabic and Islamic ways of living, in which Islam religion encourages Muslim women to breastfeed for a full two years (Oweis et al., 2009). This encouragement of breastfeeding by the Islamic religion supports the great importance of breastfeeding to the health of humanity. In Jordan, 94% of mothers initiated breastfeeding, and 27% of mothers initiated breastfeeding immediately within the first hour after delivery indicated that introducing supplements other than breast milk, such as water, juice, herbal tea, is very common practice in Arabic culture (Shaikh & Ahmed, 2006).
A study in United Arab Emirates (UAE) of 221 mothers showed that at one-month follow-up, only 43% of mothers practiced exclusive breastfeeding and others used extensive amount of fluids such as water, tea, and herbal combinations (Taha et al., 2018). According to Al Tajir et al., (2006), at six-month follow up, only 13.3% of the sample exclusively breastfed their babies. This percentage falls below the WH’s recommendations of EBF. Kirkland and Fein (2003) indicated that the early and initial use of supplementation has been linked  with a reduction in frequency of breastfeeding and may cause discontinuation of breastfeeding. This cultural practice could be applicable to Somali women living in Northern parts of Kenya. 

1.2 Statement of the Problem
Breastfeeding has been well promoted among the public health and nutritional inventors in many communities especially in rural set-ups, but exclusive breastfeeding is not a norm in many societies (Talbert et al., 2018). The Ministry of Health in Kenya has implemented the Baby Friendly Hospital Initiative (BFHI), developed by the WHO and UNICEF in order to address poor breastfeeding practices (Maingi et al., 2018).  Despite this and other numerous interventions promoting optimal breastfeeding practices in Kenya, pockets of suboptimal breastfeeding practices. Sub-optimal breastfeeding practices are still prevalent which has contributed to high rates of under nutrition (Mututho et al., 2017). Kimani-Murage et al. (2015) add that poor breastfeeding practices are widely documented in Kenya, where only a third of children are exclusively breastfed for 6 months and only 2% in urban poor settings.
Despite efforts by the county and national government as well as non-governmental organisations, breastfeeding uptake in Garissa County was low.  A survey by the County Government of Garissa (2017) showed low levels of breastfeeding initiation, high use of pre-lacteals, exclusive breastfeeding was low and appropriate introduction of complementary was low. Currently, there exist little information and studies done in line with breastfeeding among the Somali Community and thus there is need to assess the attitudes towards breastfeeding among the Somali and knowledge on breastfeeding This study therefore assessed factors affecting breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County. 
1.3 Purpose of the Study
To assess the factors influencing breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County.

1.4 Objectives 
(i) To determine the extent which knowledge of breastfeeding influences breastfeeding practices.
(ii) To assess women  attitudes towards breastfeeding.
(iii) To establish the relationship between women’s attitudes and breastfeeding practice.
1.5 Research Questions

(i) To what extent does knowledge of breastfeeding affect breastfeeding practices among Somali women of reproductive age in Bulla Aadan Garissa County?

(ii) What are the women’s attitudes to BF on breastfeeding practice among Somali women of reproductive age in Bulla Aadan Garissa County?

(iii) What is the relationship between women’s attitudes and breastfeeding practice among Somali women of reproductive age in Bulla Aadan Garissa County?

1.6 Justification of the Study
Exclusive breastfeeding practices differ in every community because it is strongly influenced by cultural factors, social factors and beliefs (WHO, 2010). Millennium Development Goal three aimed at reducing the child mortality by more than half by the year 2015, yet the progress in most developing countries is lacking in accomplishing the goal. Still, an estimation of 5.9 Million children under age five dies from preventable causes (UNICEF, 2015). Some of which can be reduced through exclusive breastfeeding. The findings of this study will bring a better understanding on infant nourishment which would be attained by understanding its barriers, practices and other general factors associated with exclusive breastfeeding. This will also help policy and decision makers to take appropriate actions. The information that will been generated in this study could help mothers, Ministry of Health and other non-governmental organizations working with child health programs, in supporting the ongoing child survival programs, bringing about the decline of malnutrition and other health problems by making recommendations to encourage mothers to take appropriate steps in enhancing exclusive breastfeeding.
1.7 Limitations of the Study
The main limitation in this study was the descriptive survey design which meant that causal inferences could not be made. Use of a questionnaire was also a limitation as it is subject to self-report and social desirability bias. 
1.8 Delimitation of the Study
The study focused on knowledge, attitude and practices of breastfeeding. Respondents were drawn from Bulla Adaan in Garissa County. 
1.9 Significance of the Study

This study is of great importance as it will focus and highlight the activities, practices and factors amongst the Somali women that hinder optimal adherence to the recommendation on infant feeding practices and breastfeeding. On identification of these determinants to the feeding practices in the area that are stumbling block to achieving this recommendation, it would help the policy makers, stake holders and the Government of Kenya may be more relevant for the County governments of Garissa come up with feasible interventions that ensures these recommendations are achievable amongst the population despite their setting. This study is of great importance as it will focus and highlight the activities, practices and factors amongst the Somali women that hinder optimal adherence of the WHO recommendation on infant feeding practices and breastfeeding. On identification of these determinants to the feeding practices in the area that are stumbling block to achieving this recommendation, it would help the policy makers, stake holders and GoK (Government of Kenya) come up with feasible interventions that ensures these recommendations are achievable amongst the population despite their setting. Intervention such as: educating the community on good health seeking behaviors, building health facilities close to the population to enhance accessibility and create employment to enable these individuals have something to sustain their livelihoods.

Further, the findings from this study have the potential to help better understand Arab women’s breastfeeding attitudes and practices and accordingly having the insight to recognize cultural differences that would assist in promoting exclusive breastfeeding to Arab women not only in the U.S. but worldwide. Additionally, findings of this study can help health educators, nurses, and health care professionals promote exclusive breastfeeding through breastfeeding educational programs to dispel myths and misinformation about early introduction of supplementation other than breast milk.
1.10 Assumptions of the Study
The study assumed that the mothers had been infirmed on the importance of breastfeeding. It was also assume that the mothers were honest in their respondents. 
1.11 Operational Definition of Terms

	Attitudes

	Refers to emotional, motivational, perceptive and cognitive beliefs that positively or negatively influence the behaviour or practice of an individual. An individual’s feeding or eating behaviour is influenced by his/her emotions, motivations, perceptions and thoughts. The terms attitude, beliefs and perceptions are interchangeable

	Exclusive breastfeeding
	An infant receives only breast milk and no other liquids or solids, not even water, with the exception of drops or syrups consisting of vitamins, mineral supplements or medicines.  

	Infant
	A child aged less than 12 months. In this study, it will refer to the child aged less than 12 months breastfeed by Somali women of reproductive age.

	Knowledge
	The understanding of any given topic. In this project, it refers to an individual’s understanding of EBF, including the intellectual ability to remember and recall food- and nutrition-related terminology, specific pieces of information and facts.

	Partial breastfeeding-
	An infant receives breast milk and any food or liquids including non-human milk and formula (WHO, 2008).

	Practices
	The observable actions of a person that could affect her or others’ nutrition. Practice and behaviour are interchangeable terms, despite practice has a connotation of long-standing or commonly practiced behaviour

	Socio-economic factors 
	Defined by income, occupation and proxy indicators such as ownership of items. 

	Supplementary feeding
	Introduction of solid food into child's feeding scheme because breast milk alone is not adequate after six months.in this study they will refer to all types of infant feeds provided to infants by the Somali women.


Chapter 2 CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction
This chapter presents a review of literature regarding factors influencing breastfeeding practices. The review is limited to knowledge, attitudes and breastfeeding practices. The purpose of the review  was to identify gaps and the best methodologies to carry out this study. 
2.2 Overview of Breastfeeding 

Exclusive breastfeeding is defined as feeding the infant only breast milk without any additional food or drink WHO, (2008), where only the addition of vitamins, minerals, and medicine is allowed. The WHO describes complementary foods as any fluid or food other than breast milk (WHO, 2008). Thus substitutes such as cow’s milk and formula milk are regarded as complementary foods (Fewtrell et al., 2007). The term complementary feeding is reserved to describe appropriate feeding of complementary foods in breastfed infants six months of age or beyond (WHO, 2008). The WHO recommendation for breastfeeding applies to all countries and populations regardless of economic status or developmental level (Hörnell et al., 2013). 
As a global health policy in both developing and developed countries, it is recommended that mothers breastfeed exclusively for the first six months of an infant’s life and continue breastfeeding with safe, appropriate, and adequate feeding (Sguassero, 2008). According to WHO (2010), exclusive breastfeeding is the practice of feeding only breast milk (including expressed breast milk) and allowing the baby to receive vitamins, minerals, or medications. Water, breast milk substitutes, other liquids and solid foods are excluded. Exclusive breastfeeding can decrease infant mortality caused by regular childhood illnesses such as diarrhea or pneumonia and helps to recover quickly during illnesses.

It has been shown that infants who are exclusively breastfed for six months experience less gastrointestinal infection morbidity compared to those who are mixed breastfed for three to four months. Furthermore, exclusive breastfeeding through the first six months is associated with rapid postpartum weight loss in mothers and reduction of postpartum bleeding (Kramer & Kakuma, 2002). However, lack of exclusive breastfeeding has been found worldwide. According to WHO, no more than 35% of infants worldwide are breastfed exclusively during the first four months of infant’s life (WHO, 2003). 
In 2000, the initial Healthy People breastfeeding goals were established of increasing the proportion of mothers who breastfeed their baby: 75% at initiation, 50% at 6 months, and 25% at 12 months. In 2006, the objectives were expanded to include two new goals of breastfeeding exclusivity (US Department of Health and Human Services, 2000). The following were the new goals: 60% of mothers breastfeed exclusively for 3 months and 25% for 6 months. 
Breastfeeding is a natural way of providing infants with essential nutrients that ensure child health and survival. According to the WHO (2010) and American Academy of Pediatrics, infants should be breastfed exclusively for the first six months of age to achieve optimal growth, development, and health. Thereafter, to meet their growing nutritional requirements, infants should receive adequate and safe nutritious complementary foods while breastfeeding continues for up to two years of age or beyond. WHO and UNICEF (2018) recommended the following to help mothers establish and maintain exclusive breastfeeding: initiate breastfeeding within the first hour of life, practice exclusive breastfeeding, that is feeding the baby only breast milk, no drinks, foods, not even water. It is also recommended that women breastfeed the baby on demand, that is as often as the child wants, day and night. There should also be no use of pacifiers, teats, and bottles. 

Up to 2001, the WHO recommended that infants should be exclusively breastfed for four to six months before the introduction of complementary foods (Fewtrell et al., 2007). In 2001, after conducting a systematic review and expert consultation, this advice was changed. The WHO now recommends mothers to exclusively breastfeed their infant for the first six months of life, with continued breastfeeding along with appropriate complementary food up to two years of age or beyond (WHO, 2008). The systematic review commissioned by the WHO compared infant and maternal outcomes for exclusive breastfeeding for three to four months versus six months (Fewtrell et al., 2007). The review pointed out a number of benefits with exclusive breastfeeding of infants for six months. These included a lower risk of gastrointestinal infection, more rapid maternal weight loss after birth (Kramer & Kakuma, 2012).

The reasons for why some infants might need complementary foods before reaching six months are inadequate weight gain, difficulties with breastfeeding, the infant seems hungry even after frequent breastfeeding, or if the infant shows interest to other foods (Norwegian Directorate of Health, 2001). In 1989, WHO and United Nations International Children's Emergency Fund (UNICEF) jointly published a ten step plan to successful breastfeeding suggesting the best practice for hospitals in protecting, promoting and supporting breast feeding (UNICEF, 1989). This was a way to enable hospital staff to start making policies and decisions on ways to increase breast feeding (Rogers et al., 1997). The Baby-Friendly Hospital Initiative [BFHI] was launched by WHO and UNICEF in 1991. According to Pérez‐Escamilla et al. (2016), this was a worldwide effort in improving the role of maternity services to protect, promote and enable mothers to breastfeed their infants for an optimal start of life. BFHI follows the ten steps to successful breastfeeding.
Breast milk is widely recognized as the best and most complete form of  nutrition for infants due to its nutritional, immunological, developmental,  psychological, social, economic, and environmental benefits (Steinman et al., 2010).   Furthermore, exclusive breastfeeding, which refers to feeding in which no other liquid or solid is given to the infant besides breast milk, is the optimal feeding  practice for infants up to six months (Labbok & Krasovec, 1990).  Despite the well documented positive health outcomes conferred by breastfeeding, recent reports  have demonstrated low breastfeeding rates in the U.S.  This prompted the  development of the Healthy People goals; a set of national public health aims set  forth by the Department of Health and Human Services (USDHHS), which include  objectives addressing the duration of lactation and use of formula.  The goals for  2020 are to increase the proportion of breastfeeding women to 60% at six months  postpartum and to 34% at one year.  For exclusive breastfeeding, the goals are 46.2% through three months and 25.5% through six months (Koh et al., 2011).

Breastfeeding, compared to formula feeding, is associated with lower personal and health care costs (Pugh et al., 2002).  Given the preventative health benefits conferred by breast milk, annual health care costs could be decreased by an estimated $3.6 billion in the U.S. if recommended breastfeeding practices were  8 observed (American Academy of Pediatrics, [AAP],2005).  Currently, nutrition and health programs such as Women, Infants, and Children (WIC) absorb much of the heavy cost of formula provision in the U.S.  

 Breastfeeding may lead to fewer health care visits that require diagnosis and treatment services (Ball & Bennett, 2001).  Thus, promotion of breastfeeding will likely lead to reduced health care expenditures.  While improving the rates of breastfeeding may require capital investment by certain sectors such as employers and health insurers. The authors assert that improved breastfeeding promotion and practice can be sources of significant cost savings for the U.S. economy. 

Exclusive breastfeeding is nutritionally sufficient to support optimal growth and development for approximately the first six months after birth (Horta et al., 2013).  The American  Academy of Pediatrics (AAP) defines exclusive breastfeeding as “the reference or  normative model against which all alternative feeding methods must be measured  with regard to growth, health, development, and all other short and longterm  outcomes” (AAP., 2005).  In other words, it is the best form of feeding for the infant, against which alternative feeding practices should be measured.  Water, juice, or other liquids meant for hydration are unnecessary during the first six months and may introduce contaminants or allergens.  Around six months of age, complementary foods rich in iron should be introduced to the infant’s diet.  After the initial six month period, breast milk continues to provide protection against diarrhea and respiratory tract infection. Breastfeeding should be continued for at least the first year of life, and beyond for as long as mutually desired by mother and child American Academy of Pediatrics (AAP, 2005). 
While breastfeeding initiation rates have increased steadily since 1990, the  rates of exclusive breastfeeding initiation have shown little or no growth over the  same time interval (AAP,2005).  Obstacles to initiation  and continuation of breastfeeding are common.  Health system challenges include  early hospital discharge, lack of timely routine follow-up care and postpartum home  health visits, and lack of guidance and encouragement from health care  professionals.  Furthermore, supplementation with human milk substitutes or  formula during the early postpartum period negatively affects the length of  lactation (Chezem et al., 2003).  Significant challenges to exclusive breastfeeding result from media portrayal of bottle-feeding as normal or virtually equivalent to  breastfeeding, and commercial promotion and availability of infant formula through  distribution of hospital discharge packs, coupons for free or discounted formula, and  television and magazine advertising,(AAP, 2005).   
Pacifiers, as substitutes for on demand nursing, may also pose a barrier to  breastfeeding initiation and continuation (Jones & Lopez, 2013). Supplementing an infant’s feeding or replacing breast milk with formula is  fairly common, especially when women have extra infant responsibilities and time demands.  However, many women are unaware of the differences between formula  and breast milk and the consequences supplemental feeding has on their own  mammary biology and ability to produce milk.  Formula feeding is not necessarily  bad or unhealthy, but it does carry some health risks and physiological effects that  new mothers need to be aware of.  

According to Venneman et al. (2009), breastfeeding reduces the risk of sudden infant death syndrome by up to 50% at all ages through infancy while a 15-year old cohort study hypothesized breastfeeding was associated with protection against maternally perpetrated child maltreatment, particularly child neglect (Strathearn et al., 2009). Association between breastfeeding and a number of chronic or non-communicable diseases including allergies, obesity, diabetes, hypertension, cancer, and Crohn’s disease have been observed by various studies (Leon-Cava et al., 2002). Findings of systematic reviews and meta-analyses suggest there is a protective effect against overweight and obesity from breastfeeding; this effect is more important against obesity than against overweight (Horta et al., 2007). 

Esmai and Songa, (2004), breastfeeding is an unequalled way of providing ideal food for the healthy growth and development of infants; it is also an integral part of the reproductive process with important implications for the health of mothers. Evidence has indicated that on a population basis, exclusive breastfeeding for 6 months is the optimal way of feeding infants (Davies-Adetugbo, 1997). The authors further indicated that the breastfeeding benefits have been well recognized, and education about and promotion of breastfeeding have become a public health focus worldwide. Attitudes towards breastfeeding and breastfeeding practices and are influenced by demographic, biophysical, social, cultural and psychological factors. Migration to another country may induce to some changes in mother infant feeding attitudes and practices. The associations between breastfeeding beliefs as well as behaviours and the degree of mother acculturation have been identified.
Breast feeding period in many developing countries is high but exclusive breast feeding practices are poor. In Pakistan Thailand, Indonesia, it is nearly 2 months and in Philippines and Ceylon, it is 4 months (WHO, 2009). These numbers are influenced by so many factors among which are deficient knowledge of mothers of how to optimize health and contraceptive benefits of breast feeding. Also, demographic, socioeconomic, psychological and natural factors play an important role. Increase in expansion of milk technology wand advertisement again infant formula sale is another cause of decline of breast-feeding. It has been found that babies given cow's milk or formula by bottle and no breast-milk have over 60% more risk of being malnourished. Almost 5 million babies each year are at risk of poor nutrition because of inadequate breast-feeding practices in rural areas (WHO, 2000).  Many young town based women are increasingly being separated from their own mothers and their female relations and thus have lost their traditional source of support and advice (Davies-Adetugbo, 1997). Fear of adequate milk supply, nipple or breast soreness and other problems also lead to premature cessation of Breast feeding due to inadequate information on how to overcome these problems. It could save lives as well.
About 80% of the cells in the breast milk are macrophages, cells that kill bacteria, fungi and viruses. Breast-fed babies are protected in varying degrees, from a number of illnesses such as pneumonia, bronchitis, botulism, influenza, ear infection staphylococcus infection and German measles (WHO, 2000). Furthermore, a mother produces antibodies to whatever disease is present in their environment, making their milk custom designed to fight the disease their babies are exposed to as well. A breast-fed baby's digestive tract contains large amount of lactobacillus bifidus, beneficial bacteria that prevent the growth of harmful organisms. Sucking at the breast promotes good jaw development as well (Ogunrinade, 2014). Nursing may have psychological benefits for the infants, creating an easy attachment between mother and child. Nursing is also nature's contraceptive. Frequent nursing suppresses ovulation or get pregnant. Lactation also stimulates the uterus to contract back to its original size (Nadeem et al., 2017).
According to Davies-Adetugbo (1997), to support breast feeding, various conventions and declarations have been signed and are being implemented viz. The 2000 convention on the rights of the child which is now international law whereby it is a legal obligation of each state to provide mothers and families with knowledge and support required for breast feeding; the innocent declaration of August 2000 calls for the creation of an environment enabling all women to practice exclusive breast feeding for the first 4-6 months and to continue breast feeding in addition to complementary food for up to 2 years and beyond and during the world the World Summit of 2001, that was attended by 71 Head of States and Governments women were empowered to breast feed their children for the first 4-6 months and to continue, together with complimentary food for up to the second year of life and beyond. In February 2001, the world alliance for breast feeding (WABA) was formed with the aim of mobilizing resources for the implementation of the innocent Declaration and similarly in the same year UNICEF informed manufacturers and distributors of breast milk substitutes to stop the distribution of free samples and advertising by December 2002 (WHO, 2009).

In the United States, infants who are breastfed have lower mortality rates compared to infants who were not breastfed (Chen & Rogan, 2004). Also, breastfeeding is associated with decreasing acute illnesses such as gastrointestinal infections, lower respiratory tract diseases and acute otitis media (Mountford & Salcines, 2006). Further, in developed countries researchers found that for infants who were not breastfed risk of dying from infectious diseases in the first month is six times greater than infants who were breastfed (Chen & Rogan, 2004). Similarly, breastfeeding has been linked to the decrease in the risk of gastrointestinal infections, lower respiratory tract diseases and acute otitis media for infants in developed countries (Stanley et al., 2007). 
According to Stanley et al. (2007), breastfeeding practice plays a significant role in reducing the rates of childhood obesity, certain allergic conditions, type 2 diabetes and leukemia. However, a published report from WHO claimed that breastfeeding has a small association with preventing obesity (Horta et al., 2013). Breastfeeding reduced the percentage for obesity at school age by about 20%, after modifying for related factors such as infant birth weight, parental overweight, parental smoking, dietary factors, physical activity and maternal socioeconomic status (Owen et al., 2005). In addition, breastfeeding has other long-term benefits for infants, such as such as higher cognitive outcome in full-term infants, less cardiovascular mortality in adults and lower adult blood pressure. However, these benefits could be achieved if  the other risk factors have been considered (Stanley et al., 2007).
Practicing breastfeeding helps mothers lose weight after pregnancy and stimulates the uterus to return to its previous position before pregnancy (Woods et al., 2015). Also, breastfeeding helps in decreasing the risk of type 2 diabetes, breast cancerand ovarian cancer (Rosenblatt et al., 1999). A study about the association between duration of lactation and incidence of type 2 diabetes, was conducted with two groups of mothers in the Nurses' Health Study (NHS). For the first group, without history of gestational diabetes, the risk of developing type 2 diabetes was reduced 4% for each additional year of breastfeeding. For the second group with gestational diabetes, the risk of developing type 2 diabetes was reduced 12% for each additional year of breastfeeding (Stuebe et al., 2005). Another advantage for breastfeeding is decreasing the risk of breast cancer among breastfeeding mothers. According to Islami et al. (2015), there is an association between breastfeeding and breast cancer, and the longer women breast feed the more they are protected against breast cancer. The researchers found that the risk of breast cancer decreased by 4.3% for every 12 months of breastfeeding, and 7% for each birth.
Further, many studies reviewed linked breastfeeding and the reduction in the risk of ovarian cancer. Specifically these studies concluded that the women who breastfeed had 21% less risk of ovarian cancer compared to mothers who never breastfed (Stanley et al., 2007). It must however, be noted that breastfeeding even though good becomes insufficient for infant feeding after 6 months than adequate supplementary feeding has to be introduced from about 5 months in addition to the Breast feeding . Otherwise it leads to undernourishment and increased susceptibility to infections. For all its health benefits, breastfeeding does have some disadvantages (Davies-Adetugbo, 1997). In early weeks, it can be painful due to nipples becoming sore or cracked. Also, it affects woman's entire lifestyle. Some few medical reasons why a mother shouldn't breast feed such as cold, flu, skin infections, or diarrhoea, cannot be passed through breast milk but a few viruses like HIV can pass through breast milk.
Exclusive breastfeeding for infants’ months of age strengthens up to six the immune system. Antibodies are passed from the mother to the infant through breast milk, which is important in boosting the normal immune response and resistance from the main childhood diseases caused by poor lifestyles (Wyness et al., 2011). Formula milk has proteins which are made from cow’s milk and it takes time for babies stomachs to adjust to digesting them, unlike breast milk which is easier to digest and readily available after birth. The combination of nutrients in breast milk is necessary to a child's well-being and cannot be compared with any supplement feeds which do not contain all nutrients. Breast milk offers many health benefits starting at birth then continues throughout the lifetime. Defense from allergies, for instance eczema is another benefit of breastfeeding (Kornides et al., 2013).
Analysis of studies on allergy and breastfeeding established that breast milk seems to help prevent offspring from evolving allergies, especially among those with genetic allergies (Creasy et al., 2013). Psychologically breast feeding enhances bonding of the mother and the child, therefore making the child on average, more secure, confident and mature as they grow (Perry et al., 2017). In HIV-infected women, exclusive breastfeeding is helpful in reducing postnatal mother to child HIV transmissions. This was established in a research study of five hundred and forty-three HIV- infected breastfeeding mothers in South Africa (Coutsoudis, 2005). After consideration of confounders, they found a significantly low risk of vertical HIV transmission in children who were exclusively breastfed for six months as compared to those who were weaned preceding six months. Mixed feeding was associated with the highest risk of infant morbidity and mortality mainly from respiratory and diarrhea infection (Lawrence & Lawrence, 2010). 
In concurrence with a study in Uganda, a resource-poor country, where the negative impact of HIV/AIDS is high, exclusive breastfeeding for the first six months had greater benefit than mixed feeding or formula feeding for the prevention of mother to child transmission of HIV (Ssenyonga et al., 2004). Mothers who exclusively breastfeed their infants similarly have an advantage of long lactation amenorrhea and are less expected to develop osteoporosis late in life (Cadwel et al., 2004).Though mothers may have a decline of mineral density for the period of breastfeeding, it is replenished and added later in lactation. There is also reduced threat to breast, uterine and ovarian cancer (Tan, 2011). 
In contrast, a study in Nigeria showed that exclusive breastfeeding was considered dangerous to the infant since the baby has an obligatory requirement for supplementary water to quench its thirst. Colostrum was discarded because it is dirty like pus and therefore potentially harmful to the infant (Davies-Adetugbo et al., 1997). Also, expressed breast milk was suspected to be contaminated, poisoned or bewitched (Boyle et al., 2011). Another study in Brazil found out that most of the mothers provided their children with water because they thought that the milk was insufficient. Breast milk was not believed to satisfy the needs of the child which was probably due to the misconception of mothers (Brunken et al., 2006).
Breastfeeding has been a theme of study over years succeeding its gradual diminution in most societies of the sphere (Cai et al., 2012). However, many researchers emphasize on breastfeeding promotion and intention to breastfeed largely to all mothers. Nevertheless, the figures still fail to meet the public health goals especially in the western world recording lowest values as the duration of breastfeeding increases. Researchers depict uncertainty regarding new mothers who have difficulties breastfeeding (Sasaki et al., 2010). A cross sectional survey conducted in Phnom Penh, Cambodia to identify the predictors of exclusive breastfeeding in early infancy on mothers with infants between 6 to 24 months visiting the immunization clinic in December 2005 to February 2006, showed 83% EBF (Exclusively breastfed) during the first month and 39% initiating after delivery. EBF up to 6months being at 51.3%. This percentile is determinant of various factors chiefly unfamiliarity and ignorance therefore, researcher advocates for the significance of knowledge amongst breastfeeding mothers to subsequently advance EBF outcome (Sasaki et al., 2010). Laanterä et al. (2010), investigates the attitude of Finnish parents regarding breastfeeding during pregnancy and their relationship with demographic characteristics. An electronic scale measuring knowledge attitude and confidence is the tool of study targeting families between 18-31years living in southeast Finland. The researcher conducts the study in eight MHCCs (mother health child care clinics) with the help of public health nurses who explain the purpose of the study to the participants. 

Mossman et al. (2008) demonstrated a quantitative correlational study with 103 pregnant adolescents between 15 to 19 years considered to breastfeed. They are brought in to sample for Breastfeeding Self- Efficacy Scale Short Form (BSES-SF) and the Breastfeeding Attitude Questionnaire (BAQ). The BSES-SF is reapplied during the first week postpartum to those adolescents who initiated breastfeeding 13 (n = 84). Adolescents who were initiated are called for follow up after four weeks and evaluation made between initiated breastfeeding (n = 84) and those who had not (n = 16). The study concludes that, extensively many mothers who gained confidence and lasted the duration of breastfeeding were those followed up. This is results from consistent care, guidance and concern from the health personal. Therefore, the study clearly indicates the positive effects of the external factor on the new adolescent mothers.
2.3 Knowledge of Mothers on Breastfeeding

Singh (2010) conducted in Nepal on infant feeding practices revealed that almost 60.0% of mothers were practicing exclusive breast-feeding at 5 months, almost 40.0% started complementary feeding before the recommended age of 6 months and about 22.0% delayed introduction of complementary feeding. Regarding the breast-feeding that all mothers regarded breast-feeding as being nutritious, 99.0% being promoting bonding between mother and child, 97.0% being healthier for children, 81.0% being cheaper than buying supplements and 80.0% protecting their children from disease. However, 38.0% of mothers disagreed to the contraceptives benefits of breastfeeding. A study in India in 2006 found that only 54.0% of mothers had correct knowledge about the recommended time for starting complementary feeds and only 35.0% had practiced it properly (WHO, 2001).
Al Ketbi et al. (2018) study assessed breastfeeding knowledge, attitudes, and practices among women residing on the island of Abu Dhabi and identified associated factors. Although breastfeeding knowledge was generally good, breastfeeding practice was still suboptimal. Khresheh (2020) study sought to examine and describe the relationship between breastfeeding knowledge, attitudes, exposure, and intention of university female students in Saudi Arabia. Students in the present study were knowledgeable regarding the benefits of breastfeeding for baby and mother and the importance of the early initiation of breastfeeding. Knowledge gaps and misconceptions about breastfeeding were identified among participants. A study by Alnasser et al. (2018) found that Saudi women have limited knowledge about exclusive breastfeeding and early initiation. Most expecting mothers indicated having some awareness about breastfeeding (67%) but only 46.1% intended to initiate exclusive breastfeeding early in life prior to the intervention. Moreover, only 53.7% believed breastfeeding is the best nutritional choice. Actually, 39.5% of participants considered breastfeeding equal to formula.
Zhou et al. (2010) retrospective study explored knowledge and attitudes related to breastfeeding of Chinese mothers living in Ireland. Chinese mothers in this study were by and large aware of the advantages of breastfeeding for babies. In the present study, mothers agreed to feed the newborn with formula before breast milk came in, contradicting to the WHO infant feeding recommendations. Mothers in this study were not aware of the long term health benefits of breastfeeding, suggesting a need to emphasize this information in breastfeeding education in Ireland, and some scientific evidence might be given by way of example. In addition, many mothers thought they should discontinue breastfeeding if they caught a cold, however, medical advice indicates that continued breastfeeding has a protective effect for the baby if the mother has already suffered from a cold

Rajalakshmi and Kalaivani (2018) study showed a lack of understanding of the importance of and poor adherence to exclusive breastfeeding for the first six months postpartum among rural mothers. A study by Mogre et al. (2016) assessed knowledge, attitudes and practice of EBF among rural lactating mothers with infants aged 0–6 months. Factors associated to the practice of EBF were also investigated. The mothers’ knowledge of EBF was generally high, although some notable gaps were identified. Most mothers however had inadequate knowledge of the maternal benefits of exclusive breastfeeding.
Agrawal (2008) study in Uganda found that initiation of breastfeeding was nearly universal. However, 43.0% of mothers reported the use of prelacteal in which plain water, glucose water and sugar were in the order. Exclusively breast feeding rate was 57.0%. It seems that there are several factors influencing the breastfeeding (Agrawal, 2008). For instance, Igbedioh et al. (2010) showed that the most important factors influencing the type of supplementary food were suitability for infant (35.5%), high quality (21.5%) and price (19.5%). The leading types of weaning foods observed by them were pap (50.5%), cerelac (26.5%), and pap mixed with other foods (11.0%). Eighty-two percent of mothers fed gruel to their infant with a feeding bottle. Sixty-five also fed legumes, vegetables, and/or fruits to their infants. The decisions to feed these foods to their infants were based on hospital advice (36.0%), availability in the family menu (24.0%) and easy availability (18.5%).
Gittelsohn et al. (2007) shown that mothers of control children tended to have a higher level of education (p<0.01) and to have fewer children who had died (p<0.01) than mothers of case children Feeding of meat or fish (OR = 0.41, CI = 0.17-0.99) with liver, eggs (OR = 0.11, CI = 0.01-0.88) and mango (OR = 0.28, CI = 0.13-0.60) were found to be protective in association with exophthalmia in early childhood. Igbedioh et al. (2010) in a study on KAP on CF found that those mothers who fed their children with formula milk perceived that it is as good as breast milk and good for their babies. The most influential factors were the recommendation by the hospitals and the husbands. Seventy-three percent used corn in weaning food preparation. More than half of the mothers used a bottle in feeding the paper or gruel to their infants while a similar proportion (65.5%) fed legumes to their infants in addition to fruits. A study conducted in Tibet prevalence of exclusive breastfeeding for 4 months was 20.1%. Mothers' age, education, child's residence, and introduction of egg, fresh milk and milk powder were strongly associated with the duration of breastfeeding. The partial breast feeding was a main pattern in the first 6 months of life. 
In spite of the knowledge on the significance and technique of breastfeeding, a number of aspects affect this knowledge. Negatively impelling influences are reflected as challenges consequently posing a possibility of premature termination of breastfeeding, early weaning or both (Manhire et al., 2012). Baird (2005) noted that one of the obstacles to successful EBF uptake is insufficient knowledge and support to breastfeeding mothers from healthcare personnel. It was reported that most mothers learn from their mothers and grandmothers that there is no milk in the breast in the first three days after birth. Hence they breastfeed three days after birth. However, with further knowledge from TBA, CHW and breastfeeding awareness promotions, they were aware that breastfeeding should start immediately after birth. 
Kominiarek and Rajan (2016) indicated that pregnant and lactating mothers mainly rely on the traditional knowledge received from grandmothers, relatives, TBA, traditional healers, religious leaders and other elderly women on EBF. McLeod, et al.(2002) highlighted that women were less likely to breastfeed exclusively at 6- 10 weeks if they believed they needed more breastfeeding information before birth. In the same study, women were found to be less likely to breastfeed at 4 months if they had experienced breastfeeding problems Omwega et al. (2006)  revealed that the sources of information on EBF among the mothers were; peers, church members, health facility, TBAs and from myths in their communities. WHO (2009) established that the sources of information on EBF among the mothers included their spouses, their immediate families and in-laws and from the community sources. The medical sources were rarely sought by majority of the women from the rural set ups.

Magawa (2012) stated that complementary feeding began within the first 48 hours after birth, as advised by paternal grandmothers, who were perceived to be key decision makers when it comes to good parenting. She also noted that grandmothers (and fathers) were reported not to be actively involved in information, education and communication (IEC) activities on EBF that largely targeted mothers. Even when women had heard of the recommendation to EBF for six months, grandmothers and fathers had heard the recommendation less often. Bolling et al. (2007) noted that the percentage of EBF practice is high (95%) where male partners are the main source of information for the family. Patricio (2006) noted that the information is usually from the media, healthcare workers, mother in laws, paternal mothers, grandmothers, relatives and friends.

Several intervention studies have demonstrated that providing pregnant women with accurate breastfeeding information increases breastfeeding initiation rates (Kistin et al., 1990). There appears to be a similar relationship between breastfeeding knowledge and duration of lactation. In a study focused on improving breastfeeding practices, Pugin et al. (1996) reported that primiparae who attended prenatal breastfeeding skills group education sessions had significantly higher rates of breastfeeding at 6 months postpartum (94%) compared with primiparae who did not receive the intervention (67%). Susin et al. (1999) observed that a breastfeeding class prior to hospital discharge increased breastfeeding knowledge at 1 month postpartum. Further analysis of the data revealed that mothers with breastfeeding knowledge scores at or above the mean in the immediate postpartum period were twice as likely to breastfeed for at least 6 months as were mothers with knowledge scores below the mean. These findings suggest perinatal breastfeeding education can be a powerful tool to promote sustained breastfeeding.

Many  Somali  women  have  given  birth  both  in  Somalia  and  the  U.S.   and  thus,  the  processes  of  pregnancy,  birth,  and  postpartum  infant  care  are   changing within  a  novel  cultural  and  healthcare  framework.    In Somalia, women breastfeed their children for an average of 19.5 months or just under two years  according to the findings from a health survey distributed by the Minnesota International Health Volunteers. Animal milk and additional energy supplements, mainly composed of sugar and oil, are occasionally given during early infancy by some women, where such supplements are available (Mathews, 2019).
Dukuzumuremyi et al. (2020) conducted a systematic review of the literature that aimed to examine the status of mothers’ knowledge, attitude, and practices related to exclusive breastfeeding in East Africa, so as to provide clues on what can be done to improve exclusive breastfeeding. The mothers’ knowledge of EBF was generally fair, even though some notable gaps were recognized. The results of this study indicate that mothers with a high level of knowledge about the importance of exclusive breastfeeding know that only breast milk is nutritionally important for the baby in the first six months, the right time to give breast milk to the child within one hour after birth. Alamirew et al. (2017) assessed knowledge and attitude towards exclusive breast feeding among mothers attending antenatal care and immunization clinic in Dabat Health Center, Northwest Ethiopia, 2016. In this study, the knowledge of study participant mothers towards EBF is low which is less than three-fourths.
Kitiyo et al. (2020) study aimed to establish maternal exclusive breastfeeding knowledge and attitudes among mothers with infants less than 6 months who were members of mother to mother support groups (MtMSGs) in Kitui County. Majority of the study participants were noted to be knowledgeable about EBF. The high knowledge reported in this study could be due to the fact that the standard Kenya ministry of health services provides mothers with education on Infant and Young Child Feeding (IYCF) both at health facility and community levels. Most mothers therefore, were likely to get information on exclusive breastfeeding since most of them delivered in a health facility.

Mohamed et al. (2018) study compared the KAP on EBF between primiparous and multiparous mothers attending Wajir County Hospital, Wajir County, Kenya and investigated the association between maternal knowledge and attitudes and EBF. The knowledge score on breastfeeding (out of a total of 10) for the primiparous mothers was 7.93 ± 2.10 and 7.49 ± 2.20 for the multiparous mothers. Overall, the mothers’ knowledge on breastfeeding reported in our study was high. Primiparous mothers exhibited a higher knowledge score compared to the multiparous mothers although the difference was not statistically significant. The high knowledge among the mothers could be partly attributed to some of the government strategies to improve EBF rates, such as the Baby Friendly Hospital Initiative (BFHI), Baby Friendly Community Initiative (BFCI) and Mother-to-Mother Support groups. All are the key Ministry of Health and non-Governmental interventions promoting EBF at the national, health facility and community level.
2.4 Attitudes towards Breastfeeding
Attitude is defined as a bipolar concept that has a cognitive, affective and behavioral component and is a response to a stimulus (Mäntyselkä et al., 2019). Scott (2011) indicates that a woman’s decision to initiate and continue breastfeeding is influenced by her attitude towards breastfeeding as well as the breastfeeding attitudes of significant referent people (e.g. partner, family and friends), and society in general. If she perceives that her breast milk will adequately nourish her infant and that breastfeeding is convenient and better for the health of her infant, then she will have positive attitudes towards breastfeeding. Darby-Carlberg (2010) study was conducted to determine the attitudes of young adults in Clark County, Nevada about breastfeeding and was a replication of part of a study by (Marrone et al. 2008).  The research showed the Iowa Infant Feeding Attitude Scale (IIFAS) to be a valid predictor of desire to breastfeed future children in this sample.
Attitudes favorable to breastfeeding found in this study, including a preference for breastfeeding, the belief that ‘formula-feeders miss one of the great joys of motherhood’ and ‘breast milk is cheaper than infant formula’, have also been reported among Chinese mothers in Australia, where an even stronger preference (91%) for breastfeeding exists. These positive attitudes might be attributed to the Chinese breastfeeding culture (Saadeh & Akré, 1996). Despite mothers believed that breastfeeding would help them to regain their figure faster than formula feeding, they also agreed that breastfeeding would make mothers’ breasts sag. 
Mitchell-Box et al. (2013) study measured the infant feeding attitudes of low-income women and their male partners using the Iowa Infant Feeding Attitude Scale (IIFAS), investigated the reliability and validity of the measure in male partners, and examined the associations of the partner's attitudes with the mother's attitudes and intention to breastfeed. Mother's and partner's IIFAS scores were highly correlated, and higher scores of both mothers and partners were significantly associated with their intentions to breastfeed. With each increased point on mother's and partner's IIFAS scores, the odds that the mother and her partner intended to breastfeed in the first few weeks increased 12% and 20%, respectively.
Eftihia et al. (2009) investigated adult women’s attitudes towards breastfeeding in a Greek province. According to the findings, the vast majority of candidate mothers’ desire to breastfeed. Moreover, 4 out of 5 mothers reported that they had breastfed their children, although the mean duration of breastfeeding was rather short. A small percentage had breastfed their children for 6 months. A study by Mogre et al. (2016) assessed knowledge, attitudes and practice of EBF among rural lactating mothers with infants aged 0–6 months. Factors associated to the practice of EBF were also investigated. Misconceptions relating to duration of EBF and the inadequacy of breastmilk to meet their child’s nutritional needs were noted. Although the mothers’ attitude towards EBF was generally positive, a large proportion of them were uncomfortable with the idea of expressing and storing breastmilk.
Zhou et al. (2010) retrospective study explored knowledge and attitudes related to breastfeeding of Chinese mothers living in Ireland. Attitudes favourable to breastfeeding found in this study, including a preference for breastfeeding, the belief that 'formula-feeders miss one of the great joys of motherhood' and 'breast milk is cheaper than infant formula', have also been reported among Chinese mothers in Australia, where an even stronger preference (91%) for breastfeeding exists. These positive attitudes might be attributed to the Chinese breastfeeding culture.
Al Ketbi et al. (2018) study assessed breastfeeding knowledge, attitudes, and practices among women residing on the island of Abu Dhabi and identified associated factors. Only 72 (20.9%) mothers were found to have a good breastfeeding attitude, 182 (52.9%) had a fair attitude, and 90 (26.2%) had a poor attitude. Mothers’ breastfeeding attitude was statistically significantly affected by their breastfeeding knowledge. There was no statistically significant relationship between mothers’ breastfeeding attitudes and practices.
Khresheh (2020) study sought to examine and describe the relationship between breastfeeding knowledge, attitudes, exposure, and intention of university female students in Saudi Arabia. The current study demonstrates positive breastfeeding intention and attitudes toward breastfeeding and a good level of breastfeeding knowledge among participants. The majority respected women who breastfeed and agreed that breastfeeding is more convenient than formula feeding. Participants believed that women of all educational and socioeconomic classes should breastfeed. Muslim women are required to follow the Qur'an's instructions about breastfeeding and weaning of infants. A significant relationship was found between breastfeeding knowledge and attitude (r = 0.896,P <0.01), breastfeeding knowledge and exposure (r = 0.191,P <0.01), breastfeeding knowledge and intention to breastfeed (Phi coefficient=0.179, P = 0.033), and breastfeeding attitudes and intention to breastfeed (Phi coefficient=0.177, P = 0.030).
Westmar and Johansson (2013) explored how the attitudes and the confidence were among Thai mothers and if there was a difference between nuclear families and extended families in these issues. The outcome of the study demonstrated that the majority of the women had a neutral attitude towards breastfeeding, 13% had a positive attitude towards formula feeding and 7% had a positive attitude towards breastfeeding. No significance was found between mothers living with nuclear and extended family regarding the attitude. The majority rated high confidence in breastfeeding. Mothers who were living in nuclear families rated lower than mothers living in extended families in “refrain from bottlefeeding for the first 4 weeks” regarding confidence in breastfeeding.

Breastfeeding was inconvenient among Chinese mothers. This result was contrasted with Li et al. (2009) finding in Australia but was consistent with the findings of some other migration studies in Australia and Europe (Li et al. 2009). In an attempt to solve the inconvenience of breastfeeding, mothers could be encouraged to use breast pumps, which allow other caretaker to participate in infant feeding by using breast milk rather than formula in the bottle. Embarrassment and the unwillingness to breastfeeding public were demonstrated among Chinese mothers in Ireland (Li et al. 2009).
Orabi et al.  (2017) studied breastfeeding knowledge, attitudes, practices and perceived barriers among Saudi women in the National Guard Hospital in Jeddah. The minority of them (10%) had a positive attitude toward breastfeeding.  Surprisingly, the majority of the participants who had a positive attitude toward breastfeeding were primiparous. Thus, previous experience had a reverse impact on the attitudes toward breastfeeding. There was a good significant correlation between women’s knowledge level and their attitude toward breastfeeding. Additionally, participants who have better knowledge have more positive attitude toward breastfeeding.
The importance of family members in attitude change in child care and infant feeding in some African Countries. Babies’ fathers and grandmothers are particularly influential on infant feeding pattern have documented.(Kramer & Kakuma,2004).  Young mothers are often denied autonomy and decision making powers as decisions on infant feeding significantly involves the extended family hence dictating attitude (Brown et al., 1998). Alamirew et al. (2017) assessed knowledge and attitude towards exclusive breast feeding among mothers attending antenatal care and immunization clinic in Dabat Health Center, Northwest Ethiopia, 2016.In this study based on the attitudinal score, 76% of the respondents have positive attitude towards EBF, while 24% have negative attitude towards EBF.

Dukuzumuremyi et al. (2020) conducted a systematic review of the literature that aimed to examine the status of mothers’ knowledge, attitude, and practices related to exclusive breastfeeding in East Africa, so as to provide clues on what can be done to improve exclusive breastfeeding. The results of this study indicate that few mothers had a positive attitude towards exclusive breastfeeding such as starting complementary foods after six months and belief that EBF is beneficial to the child and better than artificial feeding. However, most mothers disagreed with the fact that giving breast milk for newborn colostrum immediately and within an hour is important, EBF is enough for a child up to six months, to feed their baby for the first six months, breastfeeding increases mother infant-bonding, breastfed babies are healthier than fed babies, formula feeding is more inconvenient than breastfeeding.

Mohamed et al. (2018) study compared the KAP on EBF between primiparous and multiparous mothers attending Wajir County Hospital, Wajir County, Kenya and investigated the association between maternal knowledge and attitudes and EBF.The mean attitude score (out of a total score of 40) for the primiparous mothers was 29.46 ± 5.65 and 28.65 ± 6.40 for the multiparous mothers. Those mothers with positive attitudes towards breastfeeding were more likely to EBF (Fisher’s exact test; p = 0.00) compared with those with lower scores. The findings of the study showed that maternal attitude towards exclusive breastfeeding was positive with no significant differences between the primiparous and multiparous mothers. The positive maternal attitude towards EBF can probably be explained by the fact that the Ministry of Health and Non-Governmental Organizations dealing with child health emphasise the improvement of breastfeeding practices through various strategies at both the health facility and community level, as well as through the media. Just like the reasons for the high knowledge among the mothers, it is probable the Ministry of Health Strategy and Interventions in improving IYCF practices and specifically EBF could have led to the positive attitudes among the mothers towards exclusive breastfeeding. In this study, those mothers with positive attitudes towards breastfeeding were more likely to exclusively breastfeed their infants.
Kitiyo et al. (2020) study aimed to establish maternal exclusive breastfeeding knowledge and attitudes among mothers with infants less than 6 months who were members of mother to mother support groups (MtMSGs) in Kitui County. The study revealed that majority of the mothers had positive attitude (98.4%) towards EBF.  The attitude score of this study was higher than those of most other studies. The difference could be due difference in study settings and the contribution of MtMSG in helping the mothers have positive attitude towards EBF. Further, the Kenyan government increased interventions in improving IYCF and especially EBF could also have led to the high positive attitude among the mothers towards EBF. The study noted that the MtMSG provided a good environment where most mothers obtained their information on EBF from both the peers and the health workers.
2.5 Breastfeeding Practices and Factors Affecting the Breastfeeding Practice

Breastfeeding is not a common practice for a certain reason because it makes restriction from normal lifestyle which is a big deal for mothers (Reeves et al., 2006). Decreased in mother´s confidence can lead to discontinuation of breastfeeding wherein feeling judged by others was highlighted that decrease the level of confidence (Wambach et al. 2009). While comparing the confidence of prim parous and multiparous women in breastfeeding, the studies shows that multiparous women are more confident than prim parous women. Hall and Hauck (2007) mentioned that factors decreasing the mothers´ confident were physiological factors such as engorgement, nipples sore, flat or inverted nipples, blocked ducts and breast infections. Physiological factors directly affect the psychological factors of the mothers. (Hall & Hauck 2007). The studies showed that support should be both nonprofessional and professional in which nonprofessional indicates spouses, relations and friends who has experienced breastfeeding, municipal members and internet chat groups in addition professional includes nurses, midwives, child health nurse, lactation and consultants. Support make mothers feel positive and motivated similarly sad and pain when they are ignored from whom they expected the support. Some mother has expressed that the comments of husband and mother-in-law of baby not getting sufficient milk from breastfeeding and not gaining proper weight has stressed her and affected her self-esteem. (Hall & Hauck 2007.)

Hull et al. (1990) did a Case Study 407 feeding given were rather centered on breast feeding problem like breast / nipple problem like soreness and engorgement and a perception of insufficient breast milk. In some cases, they were not breast feeding because their infants were premature and therefore thought they were weak. Among the Oromos most women, initiated breast feeding second or third day because they regarded the Colostrum as nutritionally useless. A clinic based cross –sectional study conducted in Nagpur India revealed among 62.67% of children, breast feeding was initiated within 24 hours after birth. Rooming in practices has been known to promote breast feeding. Bed sharing has even been thought to prolong breast feeding duration and thought to be protective against sudden infant death syndrome (SIDS). A study in Indiana, U.S.A. revealed that routinely bed sharing infants’ breast fed approximately three times longer during night than infants who routinely slept separately (Davies-Adetugbo, 1997).

Cultural practices and religious beliefs in Muslim community’s guide women's breastfeeding decisions and attitudes and are important factors in early infant care and feeding (Oweis et al., 2009). The rate of Arab mothers who breastfeed is considered high since they are encouraged to do so in Islam. However, the practice of introducing non-milk supplementation in early age of infant’s life is especially common in Arabic culture and norms (Oweis et al., 2009). A study in Jordan showed that even though the majority of Jordanian women initiated breastfeeding, 59% gave supplementation other than breast milk during the first six months, such as sweetened water (Oweis et al., 2009). 
Melnikow and Bedinghaus (2004) noted that according to Jordan culture, mothers give supplementation as an expression of their love and care for their babies. The study also showed that mothers who discontinued breastfeeding perceived their breast milk to be 10 insufficient to satisfy the baby’s hunger. It appears doubtful that mothers truly experience insufficiency of breast milk, since the physiological studies showed that only 1 – 5% of mothers have genuine problems with milk production. In fact, infant feeding practices are shaped by the context of ethnic and cultural beliefs. The context of a mother’s beliefs may or may not be influenced by living in another country where the culture and practices are different. In a study conducted in Australia of Chinese mothers, who have at least one child born in China, there were no significant differences between breastfeeding rates of Chinese mothers in China and Australia (Li et al., 2005). 
In contrast, another study conducted to describe initial breastfeeding attitudes and practices of women born in Vietnam, Turkey, and Australia who gave birth in Australia showed that immigrant Vietnamese women were less likely to initiate breastfeeding after immigration to a new country (McLachlan & Forster, 2006). Moreover, breastfeeding practices can be shaped by religious beliefs. For instance, Islam encourages mothers to breastfeed their babies. The Qur’an (Holy Book) specifically endorses breastfeeding: “Mothers shall give suck to their children for two full years for those who desire to complete the term” (Qur’an, 2:233). 
There is evidence showing that maternal characteristics such as education influence breastfeeding practices. In Tanzania according to Shirima et al. (2001) duration of exclusive breastfeeding is mainly associated with information and knowledge about breastfeeding. Maternal level of education has also been reported to be positively associated with initiation, exclusiveness and duration of breastfeeding. In a study by Alemayehu et al. (2009) in Ethiopia, breastfeeding was associated significantly with, current marital status, and economical status. In Kenya limited knowledge about exclusive breastfeeding, pressure from family and friends to introduce complementary foods and excessive demands on maternal time against other competing responsibilities have been shown to negatively influence the practice of exclusive breastfeeding (Ochola, 2008).

A study in San Paulo Brazil by Venancio and Monteiro (2006) showed that the place of delivery was not associated with exclusive breast-feeding. These findings contrast those of a Mauritius study by Jahangeer et al. (2009) where public health institutions have adopted the (BFHI), thereby encouraging proper breastfeeding initiation and successful exclusive breastfeeding for 6 months. In Canada in 2006 in a study by Al Sahab et al. (2010) delivering at home was positively associated with exclusive breastfeeding while caesarean birth was negatively associated with exclusive breastfeeding. As stipulated by the study, pain and discomfort associated with caesarean section may prevent the mother from breastfeeding.

In India, the belief that mother’s milk is not ready until 2-3 days postpartum delays initiation of breastfeeding while colostrum is generally discarded (Bandyopadhyay, 2009). Among Lebanese women concerns that the mother could potentially harm her infant through breastfeeding were rooted in a number of cultural beliefs among them having an inherited inability to produce milk, having "bad milk", and transmission of abdominal cramps to infants through breast milk (Osman et al., 2009). Other obstacles to exclusive breastfeeding include the perception of insufficient breast milk, fear of dying or becoming too sick to breastfeed (Fjeld et al., 2008). These findings agree with those of many studies in China Xu et al., (2009) and in Kenya Ochola, (2008) which have shown perceived breast milk insufficiency as a reason for discontinuing exclusive breastfeeding. From most of the studies, cultural practices do not agree with exclusive breastfeeding for 6 months. 

Religious structures are often strong principles that influence people’s perceptions and actions wherever they live. In the study of immigrant women in Australia, 98% of Turkish women breastfed their babies, compared with 84% of Australian women and only 75% of Vietnamese women. The breastfeeding rate among Turkish women who migrated to Australia was consistent with breastfeeding rates in Turkey.  Most of Turkish women in the study were Muslims (McLachlan & Forster, 2006).
Religious beliefs and cultural practices in Muslim communities guide women's
breastfeeding decisions and attitudes and are important factors in early infant care and feeding. The rate of Arab mothers who breastfeed is considered high since they are encouraged to do so in Islam. However, the practice of introducing non-milk
supplementation in early age of infant’s life is especially common in Arabic culture and norms. A study in Jordan showed that even though the majority of Jordanian women initiated breastfeeding, 59% gave supplementation other than breast milk during the first six months, such as sweetened water (Oweis et al., 2009). 
According to Jordan culture, mothers give supplementation as an expression of their love and care for their babies. The study also showed that mothers who discontinued breastfeeding perceived their breast milk to be insufficient to satisfy the baby’s hunger. Melnikow and Bedinghaus (1994) reported that it appears doubtful that mothers truly experience insufficiency of breast milk, since the physiological studies showed that only 1 – 5% of mothers have genuine problems with milk production. Al Tajir et al., (2006) found that the level of mother’s education played an important role of exclusive breastfeeding at 6 months.
In a study done in Mauritius, it was found that only 17.9% of women exclusively breastfed for 6 months, with mean duration of exclusive breastfeeding 2.1 months. Addition of water was the main reason for not exclusively breastfeeding. In Kenya, a study done by Ganu (2013) showed that 42% of mothers exclusively breastfed, 64% initiated breastfeeding within two hours of delivery, 66% strongly agreed that colostrums should be discarded and 28% agreed that breast milk alone is inadequate for their babies up to 6 months of age. A similar study done in Sudan found that almost all mothers, 99.9% initiated breastfeeding on the first day mostly (83.2%) between 1-5 hours following delivery. The presence of sore or retracted nipples had a negative effect on the duration of breastfeeding. The majority (89.2%) thought that a new pregnancy contraindicated the continuation of breastfeeding and 67.1% reduced or stopped breastfeeding when the baby had diarrhea. In a survey done in Somalia, it was found that knowledge; attitude and practices (KAP) on breastfeeding are mainly controlled by culture through maternal grandmothers and other elderly women in the community and are generally unsatisfactory. 
Dukuzumuremyi et al. (2020) conducted a systematic review of the literature that aimed to examine the status of mothers’ knowledge, attitude, and practices related to exclusive breastfeeding in East Africa, so as to provide clues on what can be done to improve exclusive breastfeeding. The results of this survey indicated that most of the mothers have breastfed their children, but only 55.9% of mothers had exclusively breastfed their child for the first six months, even though most mothers have heard of EBF and consider it important for the health of the women and the baby.
Most children are put on breast 2-3 days after delivery and the colostrum is not fed to the children by the majority as it is considered heavy, thick, coarse, dirty and toxic to the children`s health. Pregnancy also was found to contraindicate breastfeeding, as the milk is thought to be red and poisonous to the breastfeeding infant. It was also thought to affect the unborn infant by making it weak. Breastfeeding is, however acceptable to all mothers and almost all children breastfeed on demand. Lack of knowledge, inappropriate beliefs, and very close birth spacing are the major obstacles to successful breastfeeding. Literature has confirmed that breastfeeding knowledge positively.

Literature has confirmed that breastfeeding knowledge positively affects the success of exclusive breastfeeding. In a clinical trial performed in Brazil to assess the knowledge of mothers and fathers about breastfeeding and its relationship to the frequency of breastfeeding, they found that the mothers with the highest level of knowledge had 6.5 times higher chance of exclusively breastfeeding to the end of the 3rd months and 1.97 times higher chance of continuing breastfeeding to six months compared to the other mothers. In the same regard, step three of the ten steps to successful breastfeeding advocates for provision of mothers with information about 6 the benefits of breastfeeding, as mothers` knowledge can influence their breastfeeding intension although it might not necessarily have much effect by itself. In Africa several studies were conducted to assess mothers` knowledge on exclusive breastfeeding. 
In Nigeria Ogbonna and Daboer (2007) found that 71.35 of the mothers had good knowledge on breastfeeding. In that study, 46% of mothers reported that breastfeeding is a contraceptive method, while 76% knew that it promotes mother, baby bond and 70% knew that it maintains mothers` weight.. Another study done in a different state in Nigeria showed that only 18.2% knew that breastfeeding promotes bonding between mother and baby. 27% of mothers gave correct definition of EBF , while Ogbonnac in Jos, Nigeria found a higher response rate for the correct definition of EBF which was 82.3%
In their study, the more educated the mother was, the less likely she was to exclusively breastfeed to 6 months. Another study conducted in Al Ain city, United Arab Emirates, of multiethnically and culturally diverse population of 221 mothers, showed that all Arab mothers initiated breastfeeding, but only 4 % of them practiced exclusive breastfeeding within the first month of the infant’s life. Non-milk supplementation that mothers used to feed the babies included water, juice, yansun, and babunj (local herbal drinks). The study also showed a significant association between the use of supplementation and nationalities of mothers. Yansun was given by only Arab mothers, and none of the Asian groups gave herbal drinks to their babies (Al-Mazroui et al. 1997). One study in Saudi Arabia of 704 mothers showed that partial breastfeeding, which includes breastfeeding plus bottle feeding, was the most common method in this sample (66.1%). Exclusive breastfeeding was the next common (27.3%). Finally, exclusive bottle feeding was the least common with only 6.7% (Ogbeide et al., 2004).

Several  national  and  global  health  organizations,  including  WHO (2010) deem  the  promotion  of  breastfeeding  a  crucial  public  health   objective.    However,  several  barriers  to  recommended  breastfeeding  practices  exist   and  vary  across  populations.    Specific  challenges  to  exclusive  breastfeeding  within Somali  populations  in  the  U.S. include  lack  of  information  on  proper  breastfeeding   practice and  facts  about  breast  milk,  cultural  pressures  to  use  formula  or   supplemental  nutrient  supplies,  breast  problems  such  as  painful  nipples  and   engorgement  associated  with  breastfeeding,  family  and  time  demands,  concerns   about  breastfeeding  in  public  in  the  U.S.,  and  a  lack  of  cultural  experience  with   breast pumping  and  milk  storage (Zhang et al., 2018). 
    Many studies have determined the socioeconomic variables of breastfeeding and knowledge; however, fewer studies have attempted to investigate ethnic, religious, and cultural differences about breastfeeding. There is a need to better understand the cultural factors that have a strong impact on breastfeeding initiation and practices as well as the knowledge of breastfeeding among Somali women in Northern parts of Kenya. From the literature done in this project, it is clear that there is limited information on the extent to which various factors influence the practice or non-practice of breastfeeding in the Arabic and Somali community as few studies have focused on them. By describing how the factors knowledge attitudes and practices influence breast feeding, nutrition interventions can be tailored towards meeting the unique needs of the mothers and child in respect to the target population. 

2.8 Theoretical Framework 

The study was guided by the theory of reasoned action and the interactive theory of breastfeeding

2.8.1 Theory of Reasoned Action (TRA)

The Theory of Reasoned Action (TRA) was utilized in this study in which the focus is going to be more on the mothers ‘attitudes toward breastfeeding and exclusive breastfeeding, and the influence of other people in their lives regarding their decisions to breastfeed and to introduce any supplementation other than breast milk, such as water, juice, formula, and herbal drinks.  The TRA presents that the most determinant factor of performing the behavior is the behavioral intention, and the direct determinants of the behavioral intention are the individual’s attitude toward performing the behavior and what important people would approve or disapprove of that behavior (subjective norm) (Glanz et al., 2008).
Attitude is influenced by the person’s beliefs about the outcomes of the behavior (behavioral
beliefs) and the evaluations of those outcomes (Scott, 2011). Therefore, if the person holds strong beliefs that positive outcomes will result from the behavior, he/she will have positive attitude regarding the behavior. On the other hand, if a person holds strong beliefs that negative outcomes will result from the behavior, he/she will have negative attitude about the behavior (Glanz et al., 2008). According to this concept, mothers who believe that breastfeeding is a healthy way to feed their babies are going to have a positive attitude toward breastfeeding, which results in performing this behavior.

Similarly, subjective norm is influenced by the person’s normative beliefs in which
important people approve or disapprove of the behavior and the person’s motivations to
comply with those people (Hale et al., 2002). Therefore, if the person believes that certain people think should perform the behavior and is motivated to comply with those people, the person has a positive subjective norm. In contrast, if a person believes that certain people think he/she should not perform the behavior, the person will have a negative subjective norm (Glanz et al., 2008). In view of that, a mother whose important people, (i.e. family member, friend) think she should give her baby supplementation other than breast milk, such as, water, juice, and herbal drinks, before the baby is six months, and who is motivated to comply with them, will have the intention to do so. The TRA has been shown to be effective in identifying and measuring the behavioral and normative beliefs and how those factors determine the intention and behavior (Hale et al., 2002).
2.8.2 Interactive Theory of Breastfeeding

The Interactive Theory of Breastfeeding conceptualizes breastfeeding in a systemic, dynamic, and procedural dimension (Primo & Brandão, 2017). The other proposed concepts are multidimensional and they interact, and this affects the dynamic concept of breastfeeding literature review, empirical data on breastfeeding suggest that “woman’s and child’s biological conditions”, “woman’s and child’s perception,” and “woman’s decision making” are essential for breastfeeding to occur and they have a direct and necessary influence. Biological conditions include the breasts’ anatomy, production of milk, and children’s stomatognathic system anatomy and physiology. According to Lööf-Johanson et al. (2013), a woman’s perception of breastfeeding varies, because it depends on knowledge, social and economic conditions, skills, emotions, needs, beliefs, culture, and the objectives of each woman. A child’s perception refers to senses (taste, sight, touch, smell, and hearing) perceived during breastfeeding that are stimuli related to the process.

A woman’s decision making is more comprehensive, because it is a dynamic and systematic process by means of which they choose to breastfeed among other options (Primo et al, 2018). At each feeding experience, women make more specific decisions that characterize the act of breastfeeding. It is assumed that women’s decision to continue interacting with the child, resulting in breastfeeding, is rebuilt after each experience. These three concepts involve the dynamic process of breastfeeding in a more proximal way. The Interactive Theory of Breastfeeding postulates that some concepts have an influence on breastfeeding, modulating it in a more distal way, and they are: woman’s body image; space for breastfeeding; mother’s role; organizational systems for the protection, promotion, and support of breastfeeding; and family and social authority (Meyer, 2019).
As for the level of the interaction process itself, the existence of two relevant concepts was considered: time of breastfeeding and stress (Primo et al., 2020). Time is directly influenced and modulated by the mother child dynamic interaction during breastfeeding. This interaction affects the duration of each feeding and the continuity or discontinuation of exclusive breastfeeding after the sixth month, which is affected by the introduction of new food when the child is six months old or less. According to Mezzacappa and Katkin (2002), stress is a dynamic state that is increased or reduced by the action of stressful factors resulting from the interactions between the woman, the child, and the environment. Stress affects mother and child interaction, because depending on the level of stress of each individual, communication and interaction between them may not occur properly and may impair the transaction achievement.

Given the strength of interpersonal and social aspects, the Interactive Theory of Breastfeeding is a theoretical framework that is concordant with the models of social determinants of health (Primo et al., 2018). Influenced by personal, interpersonal, or social factors, women report that during breastfeeding they feel pleasure and happiness, but they are also concerned with their milk supply, with sagging breasts, and embarrassed by breastfeeding in public. Khoury et al. (2005) indicates that a woman’s perception of breastfeeding is based on their emotions, their backgrounds, personal, family, and social experiences with breastfeeding, as well as on skills, knowledge, beliefs, and clichés learned throughout their lives, thus varying between women. To many of them, breastfeeding is an act of love, of divine gift, but it also requires a sense of duty and obligation. Therefore, some women fear being considered as “bad” or “careless” mothers; they breastfeed so as not to feel guilty and prefer not to reveal their feelings. Women who play their role as mothers and try, despite everything, to preserve their autonomy, even if it is limited, are able to decide when to begin breastfeeding and whether to maintain it or not.

To be aware of the most influential individuals in the nursing mother’s social network and to understand the interaction between these people and the woman during breastfeeding is essential, because this practice is subject to multiple influences, positive or negative, from relatives, friends, neighbors, and health professionals (Brown, 2014). Grandparents and female figures who have already experienced motherhood and breastfeeding, as well as partners, are the most influential individuals. Support from friends, members of the church, and health professionals is also important, because it contributes to improve mothers’ self-confidence and assurance to begin and to keep breastfeeding (Raj & Plichta, 1998). Women’s decision to begin breastfeeding and its continuity after each feeding is a complex process that is affected by different factors, among which are: awareness of the benefits of breastfeeding; receiving family, social, and professional support; having a positive personal experience and family tradition; and the desire and personal choice to breastfeed (Grassley, 2010).
However, when women receive negative influences that are opposed to breastfeeding, they can choose other ways to feed their children, either by not beginning to breastfeed or by discontinuing it prematurely (Brown, 2017). Nurses can identify the factors that interfere in breastfeeding completion so as to act in a more interactive and systemic way by using the theory concepts. There is a particular contribution to the identification of nursing diagnoses that are more specific to the breastfeeding process. For instance, woman’s decision making, when it is autonomous, allows the professional to diagnose the “adequate decision-making process for breastfeeding.” On the other hand, when autonomy is restricted, decision-making might not be complete, which can result in the diagnostic hypothesis of “risk to an inadequate decision-making process for breastfeeding (Wolf, 2003).
2.7 Conceptual Framework
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The conceptual framework is adapted from the causes of mother and newborn deaths in the state of the world’s children report (UNICEF, 2009).
Independent Variables




Dependent Variable

The purpose of this study was to assess the factors influencing breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County. Knowledge and attitude are the independent variables while breastfeeding practices are the dependent variable. 
Chapter 3 CHAPTER THREE

RESEARCH METHODOLOGY
3.1 Introduction 

This chapter presents the methodology that was used to conduct this study. It includes the research design, target population and sampling. This chapter also explains the data collection instrument, procedures and methods of analysis. Ethical principles upheld in the study are also presented.
3.2 Research Design

The study adopted a descriptive cross-sectional survey design. According to Setia (2016), a descriptive cross-sectional study inspects the prevalence of a disease or condition in a defined population at a specific point or period in time without attempting to draw any inferences or offer any causes for the prevalence. The disease in this case is the breastfeeding practices. This approach is appropriate for this study because it involves fact finding and enquiries about knowledge, practice and attitude towards exclusive breastfeeding. The design enabled the researcher explore and evaluate details of the relationship among variables.

3.3 Target Population

The target population for the study included mothers in Garissa County, the total number of lactating mothers in Bulla Adaan was estimated to be around 7671 and thus a representative sample was drawn from this.
3.4 Sampling Procedure

3.4.1 Sample Size Determination 
The prevalence rate of exclusive breastfeeding is estimated around 47.1%. The total population of the lactating women in Bulla Adaan is estimated to be 7671. From this target population a representative sample was drawn. Sampling was done to reduce the time and cost of research survey but the size was large enough that the findings can be used to infer on the population included in the research study. For this study, the sample was obtained by calculating the sample size from the target population by applying a Yamane (1967) formula 
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Where:  n= Sample size,        N= Population size          e= Level of Precision.

At 95% level of confidence and P=5

n=7671÷ (1+7671×0.0025)

n= 373.34 respondents 

n= 373
Thus a sample size of 373 respondents was required.  

3.4.2 Sampling technique 

Purposive sampling was adopted to select respondents from the three categories, that is, expectant mothers, breast feeding mothers for and breast feeding mothers for a period more than six months. This is because they were likely to possess better oversight of the knowledge and attitudes of breast feeding and are more likely to be reachable. According to Kothari (2008), purposive sampling technique maybe adopted in researches by individuals because of the relative advantage of time and money.
3.5 Instrumentation 
A structured researcher-administered questionnaire was used to collect data. According to Orodho (2004) questionnaires allows for measurement for or against a particular viewpoint. He emphasizes that a questionnaire has the ability to collect a large amount of information in a reasonably quick space of time. The questionnaires were used to collect data from the mothers. Questionnaires were divided into three sections. Section one sought demographic information about the mothers while the second section sought information on KAP on IYCF practices among the breastfeeding mothers.

3.5.1 Instrument Validity

Validity refers to the degree to which a test measures what it purports to measure (Gall & Borg, 2007).  To test the validity, the researcher conducted a pilot study using 6 participants from the camp and were not part of the study (Mugenda & Mugenda, 2003). After scrutiny, the researcher amended the instruments according to the supervisors’ comments. 

3.5.2 Instrument Reliability
Reliability refers to the measure in which a research instrument yields consistent results or data after repeated trials (Mugenda & Mugenda, 2003). The split half method was used to establish instrument reliability. The researcher  administered the questionnaires to the same group of persons after one week. Computation of the correlation between the scores was done by first splitting the tests into two halves.

3.6 Methods of Data Collection
A permit that authorizes data collection was sought from the relevant authorities. Thereafter the researcher booked an appointment with the hospital administration. Data was collected through actual administration of questionnaires and interviews by the researcher.  The participants was assured of confidentiality of their identity. The researcher hired 4 research assistants to aid her in data collection. The questionnaire was translated into Kiswahili and Somali languages to enable better communication. 
3.7 Methods of Data Analysis
Data was edited to identify and eliminate errors made by respondents. Coding was then done to translate question responses into specific categories. The coded items was analyzed with the aid of Statistical Package for Social Sciences (SPSS v23) software. Data was analyzed both qualitatively and quantitatively. Quantitative data was analyzed by use of descriptive statistics such as frequency distribution and percentages with the aid of computer software. Qualitative data was analyzed by the use of content analysis which is the categorizing and indexing of responses and other field notes into common themes. Chi-square tests were conducted to test for relationships. Results were presented in form of tables and figures.
3.8 Ethical Considerations
Ethical clearance form was provided by the Ethical Review Committee (ERC] at KEMU. Participation in the study was voluntary as the informed consent after the respondents have been explained to the purpose of the study. No deception or false promises was given to the respondents but informed consent was obtained from the respondents before participating. Names and identity of respondents were not required to ensure that the subjects’ identification is not linked with the data given even by the researcher. Information given by the respondents was for study purposes only and confidentiality, privacy, and dignity of the subjects was ensured. No monetary gifts was given to the respondents. There was no alteration of data during analysis and after the study; the researcher will give feedback to the hospital for necessary action. These ethical clearances was sought to contribute to safeguarding the dignity, rights, safety and wellbeing of all potential research participants.
Chapter 4 CHAPTER FOUR

RESULTS AND DISCUSSION
4.1 Introduction

This chapter covered analysis of data and the presentation of the study. The questionnaires were distributed and sufficient time was provided to provide sufficient information.

4.2 Response Rate
The study targeted 373 breastfeeding/lactating mothers to assess their in breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County. A total of 373 women filled and returned the questionnaire and this made a response rate of 100%which was excellent.

4.3 Demographic Characteristics of the Respondents
The study collected data on demographic characteristics of the respondents. The results are presented in this section.
4.3.1 Demographic Characteristics of Mothers
Table 4.1 presents the study findings on demographic characteristics of the mothers.
Table 4.1 Demographic Characteristics of the Mothers
Demographic Characteristics of the Mothers
	Characteristic 
	
	Frequency (n=373) %

	Age Bracket of the Respondents
	Less than 20 years
	46, [12.3]

	
	Between 21-30 years
	188, [50.4]

	
	Between 31-40 years
	77, [20.6]

	
	More than 41 years
	62, [16.6]

	Education level
	Primary level
	120, [32.2]

	
	Secondary level
	149, [39.9]

	
	College
	62, [16.6]

	
	None
	42, [11.3]

	Marital Status
	Married [monogamous]
	137, [36.7]

	
	Married [polygamous]
	185, [49.6]

	
	Divorced/Separated
	51, [13.7]


It was determined that majority (188, 50.4%) of the respondents were aged between 21-30 years, followed by those aged between 31-40 years, 77[20.6%]16.6% were more than 41 years. On the highest level of education of the respondents, the findings indicated that majority of the respondents had secondary education [149,39.9%], followed by those who had primary  education [120,32.2%], while 62[16.6%] had college education, and a mere 42[11.3%] had no education and this was in contrary to my expectations as this region is characterized with high illiteracy rates. On their marital status, majority were married in a polygamous union at [185,49.6%], 137[36.7%] were married in a monogamous union while 13.7% were divorced/separated.
4.3.2 Demographic Characteristics of  Children
Table 4.2 presents the study findings on demographic characteristics of the mothers.
Table 4.2 Child Characteristics of Children 
Child Characteristics of Children
	Characteristic 
	
	Frequency (n=373) [Percent]

	Age of your child
	Less than 6 months
	128 [34.3

	
	Between 6-12 months
	192 [51.5]

	
	Between 12-18 months
	53[14.2]

	Gender of the child
	Male
	144 [38.6]

	
	Female
	229 [61.4]


The study sought to determine the age of the child. It was determined majority [192,51.5%] were between 6-12 months, 53,14.2% indicated that their children were between 12-18 months,128[34.3%] were less than six months On the gender of the children, the respondents indicated that 61.4% were female while 38.6% were males as presented in the Table 4.2 above. 

4.4 Breastfeeding Practices
The study sought to evaluate breastfeeding practices of respondents. The results are presented in Table 4.3.
Table 4.3 Breastfeeding Practices
Breastfeeding Practices
	Characteristic 
	
	Frequency (n=373)
	Percent

	
	0– 6 months
	141
	40.5

	
	0– 12 months
	72
	19.3

	
	0 – 18 months
	89
	23.9

	
	0 – 24 month
	58
	15.5

	Factors influenced  decision to breastfeed
	Islamic religion encourages breastfeeding
	145
	38.9

	
	Breastfeeding has health benefits for the baby
	143
	38.3

	
	My family support (i.e., mother, sister, husband)
	64
	17.2

	
	Advice from a health care professional or nurse
	21
	5.6

	Time first breastfeed  child
	Within First Hour after birth
	135
	36.2

	
	Within first day
	186
	49.9

	
	Within second day
	52
	13.9

	Gave the child anything else after three days after delivery
	Yes
	141
	37.8

	
	No
	232
	62.2

	Reasons for weaning /stop breastfeeding child
	Age of Child
	14
	3.8

	
	Breastfeeding was too tiring
	105
	28.2

	
	I didn’t have enough breast milk
	55
	14.7

	
	Baby continued to be hungry after feeding
	71
	19.0

	
	For Medical reasons
	21
	5.6

	
	Because of becoming pregnant
	107
	28.7


It was established that 40% of the respondents had breastfed their children less than 6 months, compared to 23.9% who had breasted their children for one and half months while a mere 19.3% and 15.5% had breastfed their children for between for 12 months and 24 months respectively.  On the factor that influenced the respondents decision to breastfeed, 145[38.9%] indicated it was from their Islamic religion encourages breastfeeding compared to 143[38.3%] that indicated that they knew that Breastfeeding has health benefits for the baby while 21[5.6%] indicated that they breastfed as a result of Advice from a health care professional or nurse. Querrying the first time the respondents put their infants to breast, majority [n=186,49.9%, indicated that they put them within first day compared to 135(36.2%) who indicated they put them within the hour of birth, while a mere 52[13.9%] indicated within the second day. This implied that the respondents had the knowledge on the importance of putting the infant on breast immediately. Further, the study sought to determine if the respondents gave their neonates/infants the child anything else after three days after delivery. It was determined that majority of the respondents (232, 62.2%) had not provided their infants  with anything else after three days after delivery compared to 141[37.8] who had given them other foods/drinks. This implied that the respondents knew the importance of abstaining from giving their neonates other baby foods. Assessing the various reasons for weaning /stop breastfeeding child, the study established that  107[28.7%] cited that they become pregnant, 105[28.2%] indicated that breastfeeding was too tiring and this necessitated them to wean their children while 71[19%] argued that Baby continued to be hungry after feeding.
Respondents who gave 3 or more correct responses were classified as having good practices while the rest were classified as having poor practices.

Figure 4.1 Breastfeeding Practices
Breastfeeding Practices
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Majority 271 (72.7%) of the respondents had poor breastfeeding practices as shown in Figure 4.1. This is in agreement with findings of Taha et al. (2018) that breastfeeding practices were suboptimal in several aspects with a low proportion of children being exclusively breastfed, short breastfeeding duration and early introduction of complementary feeding, despite high socioeconomic status. It is also similar to findings of Swigart et al. (2017) where women reported supplementing breast milk with water and teas soon after birth, as well as introducing small bites of solid food a few months after birth. Asare et al. (2018) also found that exclusive breastfeeding and timely complementary feeding practices are suboptimal.
4.4.1 Effect of Demographic Characteristics on Breastfeeding Practices 

To establish the effect of demographic characteristics on breastfeeding practices, chi-square tests were conducted. 
Table 4.4 Effect of Demographic Characteristics on Breastfeeding Practices
Effect of Demographic Characteristics on Breastfeeding Practices

	Demographic Characteristic
	χ²
	df
	p

	Age
	12.079
	4
	.017

	Level of education 
	11.948a
	4
	.018

	Marital status 
	10.136
	8
	.256


There was  a significant relationship (χ²= 12.079, df=4, p=0.017) between age of the mother and breastfeeding practices. Cross tabulation showed that younger mothers (<30 years) were more likely to have good breastfeeding practices. This is in agreement with findings of Orabi et al. (2017) where there was a statistically significant correlation between breastfeeding knowledge and maternal age. Brand et al. (2011) found that women who were younger than 30 years old had a greater rate of breastfeeding cessation than women in older age groups. Age also had a significant influence on breastfeeding in Rana et al. (2020) study. However, age of the mother had no influence on breastfeeding in Mogre et al. (2016) study. 
Results show that there was a significant relationship (χ²= 11.948, df=4, p=0.018) between level of education of the mother and breastfeeding practices. Cross tabulation showed that mothers with post-secondary education had higher odds of having good breastfeeding practices. This is similar to findings of Akinyinka et al. (2016) who found that the mother’s education was significantly associated with breastfeeding practices. Roshan et al. (2018) also found  that mothers with higher levels of education and those who had received guidelines on breastfeeding from a health professional show better knowledge and breast feeding practices. Similarly in Mogre et al. (2016), higher maternal education was associated with higher likelihood of EBF.
There was no significant relationship (χ²= 10.136, df=8, p=0.256) between marital status and breastfeeding practices. This is similar to findings of  Hunegnaw et al. (2017) where marital status was not found to have statistically significant association with EBF. However, Akinyinka et al. (2016) found that the mother’s marital status and the type of marriage were significantly associated with knowledge breastfeeding practices. Brand et al. (2011) also found that marital status was a significant factor in breastfeeding cessation. This finding is also in disagreement with findings of Adugna et al. (2017) where married mothers practiced EBF more likely than singles.
4.5 Knowledge of Breastfeeding among Respondents 

Knowledge of breastfeeding among respondents was assessed. The results are presented in Table 4.5.
Table 4.5 Knowledge of Breastfeeding among Respondents
Knowledge of Breastfeeding among Respondents

	
	1
	2
	
	3
	4
	5

	
	N 
	%
	N 
	%
	N 
	%
	N 
	%
	N 
	%

	The nutritional benefits of breast milk last only until the baby is weaned from breast milk
	15
	4.0
	35
	9.4
	54
	14.5
	164
	44.0
	105
	28.2

	Breast‐feeding increases mother‐infant bonding
	8
	2.1
	16
	4.3
	42
	11.3
	181
	48.5
	126
	33.8

	Mother should not breastfeed if she catches a cold
	125
	33.5
	182
	48.8
	37
	9.9
	19
	5.1
	10
	2.7

	Babies fed breast milk are healthier than babies who are fed formula
	12
	3.2
	20
	5.4
	54
	14.5
	175
	46.9
	112
	30.0

	Breast‐fed babies are more likely to be overfed than formula‐fed babies
	16
	4.3
	32
	8.6
	60
	16.1
	173
	46.4
	92
	24.7

	Breast milk is the ideal food for babies.
	9
	2.4
	17
	4.6
	40
	10.7
	173
	46.4
	133
	35.7


1=Strongly Disagree (SD), 2=Disagree (D), 3=Neutral (N), 4=Agree (A), 5=Strongly Agree (SA)
Majority 269 (72.2%) agreed that the nutritional benefits of breast milk last only until the baby is weaned from breast milk. Majority 307(82.3%) agreed that breast‐feeding increases mother‐infant bonding.  Results show that majority 307 (82.3%) disagreed that mother should not breastfeed if she catches a cold. Findings show that majority 287 (76.9%) babies fed breast milk are healthier than babies who are fed formula. Majority 265 (71.1%) agreed that breast‐fed babies are more likely to be overfed than formula‐fed babies. The vast majority (82.1%) agreed that breast milk is the ideal food for babies.  These findings point to high knowledge among respondents. This is similar to findings of Khresheh (2020) where majority of the respondents were knowledgeable regarding the benefits of breastfeeding for baby and mother and the importance of the early initiation of breastfeeding. Zhou et al. (2010) also found that mothers in the study were by and large aware of the advantages of breastfeeding for babies.

Respondents who gave 4 or more correct response were classified as having high knowledge while those with 3 or less correct answers were classified as having low knowledge as shown in Figure 4.2.

Figure 4.2 Respondents’ Knowledge of Breastfeeding
Respondents’ Knowledge of Breastfeeding
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 As shown in Figure 4.2 above, majority 235 (63%) of the respondents had high knowledge of breastfeeding while 138 (37%) had low knowledge. This is in agreement with findings of Mogre et al. (2016) that mothers’ knowledge of EBF was generally high, although some notable gaps were identified. In Kitiyo et al. (2020), majority of the study participants were noted to be knowledgeable about EBF. Mothers’ knowledge on breastfeeding reported in Mohamed et al. (2018) study was also high. However, the findings disagree with Alnasser et al. (2018) who found that Saudi women have limited knowledge about exclusive breastfeeding and early initiation. They also disagree with Rajalakshmi and Kalaivani (2018) study which showed a lack of understanding of the importance of and poor adherence to exclusive breastfeeding for the first six months postpartum among rural mothers.
4.5.1 Effect of Knowledge of Breastfeeding on Breastfeeding Practices 

Chi-square tests were conducted between knowledge of breastfeeding and breastfeeding practices. 

Table 4.6 Effect of Knowledge of Breastfeeding on Breastfeeding Practices
Effect of Knowledge of Breastfeeding on Breastfeeding Practices
	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	50.524a
	16
	.000

	Likelihood Ratio
	64.734
	16
	.000

	Linear-by-Linear Association
	.221
	1
	.638

	N of Valid Cases
	373
	
	


Results in Table 4.6 show that there was  a significant relationship (χ²= 50.524, df=16, p=0.000) between knowledge of breastfeeding and breastfeeding practices. This means that breastfeeding practices of respondents area influenced by their knowledge. Al Ketbi (2018) found that mothers’ breastfeeding practice was statistically significantly affected by their breastfeeding knowledge. There was a good significant correlation between women’s knowledge and their attitude in Orabi et al. (2017) study. Higher knowledge of EBF was associated with the likelihood of EBF in a study by Mogre et al. (2016). Bayissa et al. (2015) also found that those who had knowledge on exclusive breastfeeding were 2 times more likely to breastfeed exclusively than the ones who had no knowledge on exclusive breastfeeding
4.6 Attitudes towards Breastfeeding among Respondents
The study also sought to establish attitudes towards breastfeeding among respondents. The results are presented in Table 4.7.
Table 4.7 Attitudes towards Breastfeeding
Attitudes towards Breastfeeding

	
	1
	2
	
	3
	4
	5

	
	N 
	%
	N 
	%
	N 
	%
	N 
	%
	N 
	%

	I do not like breastfeeding
	112
	30.0
	179
	48.0
	43
	11.5
	25
	6.7
	14
	3.8

	Women should not breast‐feed in public places such as restaurants.
	13
	3.5
	26
	7.0
	67
	18.0
	175
	46.9
	92
	24.7

	I would feel embarrassed if someone saw me breastfeeding
	11
	2.9
	18
	4.8
	29
	7.8
	176
	47.2
	139
	37.3

	Breastfeeding is old fashioned
	10
	2.7
	18
	4.8
	33
	8.8
	177
	47.5
	135
	36.2

	Breastfeeding will make mothers’ breasts sag
	13
	3.5
	22
	5.9
	44
	11.8
	178
	47.7
	116
	31.1


1=Strongly Disagree (SD), 2=Disagree (D), 3=Neutral (N), 4=Agree (A), 5=Strongly Agree (SA)

Results in Table 4.7 show that 291(78%) disagreed that they did not like breastfeeding. Results show that 267 (71.6%) agreed that women should not breast‐feed in public places such as restaurants. Similarly, 315 (84.5%) agreed that they would feel embarrassed if someone saw me breastfeeding. Majority 312 (83.7%) felt that breastfeeding is old fashioned. Similarly, 294 (78.8%) agreed that breastfeeding will make mothers’ breasts sag. These results point to negative attitudes among respondents. This is similar to findings of Westmar and Johansson (2013) where majority of the women had a poor attitude towards breastfeeding. In Ketbi et al. (2018) study,  90 (26.2%) had a poor attitude. Dukuzumuremyi et al. (2020) also found that only few mothers had a positive attitude towards exclusive breastfeeding.
Respondents who agreed to 3 or more of the statements were classified as having negative attitudes while those who agreed to 1 or 2 statements were classified as having positive attitude. 

Figure 4.3 Attitudes towards Breastfeeding
Attitudes towards Breastfeeding
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Findings in Figure 4.3 show that majority 266 (71.3%) of the respondents had negative attitudes towards breastfeeding. This is similar to findings of Orabi et al.  (2017) whereby only a minority of respondents had a positive attitude toward breastfeeding.  However, the finding differs from findings of Alamirew et al. (2017); Kitiyo et al. (2020);  Mohamed et al. (2018); Mogre et al. (2016); Zhou et al. (2010) where majority of the mothers had positive attitude towards breastfeeding. 
4.6.1 Effect of Knowledge on Attitudes towards Breastfeeding

Chi-square tests were conducted to find out the effect of knowledge of breastfeeding on attitudes towards breastfeeding. 
Table 4.8 Effect of Knowledge on Attitudes towards Breastfeeding
Effect of Knowledge on Attitudes towards Breastfeeding
	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	15.812a
	8
	.045

	Likelihood Ratio
	19.650
	8
	.012

	Linear-by-Linear Association
	.964
	1
	.326

	N of Valid Cases
	373
	
	


Results in Table 4.8 show that there is a significant relationship (χ²=15.812, df=8, p=0.045) between knowledge of breastfeeding on attitudes towards breastfeeding. This means that knowledge influences attitudes towards breastfeeding. This is similar to findings of Khreshesh (2020) that knowledge level and attitudes about breastfeeding are interrelated; the greater the breastfeeding knowledge, the more positive their attitude toward breastfeeding. Al Ketbi (2018) also found that mothers’ breastfeeding attitude was statistically significantly affected by their breastfeeding knowledge
4.6.2 Effect of Attitudes on Breastfeeding Practices 

Chi-square tests were also conducted to find out the effect of attitudes towards breastfeeding on breastfeeding practices.

Table 4.9 Effect of Attitudes on Breastfeeding Practices
Effect of Attitudes on Breastfeeding Practices
	
	Value
	df
	Asymp. Sig. (2-sided)

	Pearson Chi-Square
	25.020a
	8
	.002

	Likelihood Ratio
	25.338
	8
	.001

	Linear-by-Linear Association
	.493
	1
	.483

	N of Valid Cases
	373
	
	


Results in Table 4.9 show that there is a significant relationship (χ²=25.020, df=8, p=0.002) between attitudes towards breastfeeding on breastfeeding practices. This means that attitudes influence breastfeeding practices. Khresheh (2020) also found that  participants who intended to breastfeed had significantly higher breastfeeding knowledge and positive attitudes. However, Al Ketbi (2018) found that there was no statistically significant relationship between mothers’ breastfeeding attitudes and practices.
CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS
5.1 Introduction

This chapter presents discussions of the key findings presented in chapter four, conclusions drawn based on such findings and recommendations there-to. This chapter is, thus, structured into discussions, conclusions, recommendations and areas for further research.

5.2 Summary 

The purpose of this study was to assess the factors influencing breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County. The objectives of the study were to determine the extent which knowledge of breastfeeding influences breastfeeding practices, to determine the women  attitudes towards breastfeeding and to determine the relationship between women’s attitudes and breastfeeding practice. The study found that majority 271 (72.7%) of the respondents had poor breastfeeding practices. majority 235 (63%) of the respondents had high knowledge of breastfeeding. Findings showed that majority 266 (71.3%) of the respondents had negative attitudes towards breastfeeding.  There was a significant relationship (χ²= 50.524, df=16, p=0.000) between knowledge of breastfeeding and breastfeeding practices. There was also a significant relationship (χ²=25.020, df=8, p=0.002) between attitudes towards breastfeeding on breastfeeding practices.

5.3 Conclusions
The study concludes that breastfeeding practices in this sample were poor. There was poor initiation of breastfeeding and early complementary feeding contrary to recommendations by WHO and the ministry of education. Younger mothers (<30 years) were more likely to have good breastfeeding practices. Mothers with post-secondary education had higher odds of having good breastfeeding practices.
The study concludes that majority of women had a high knowledge on breastfeeding. Primarily, the women were found knowledgeable on nutritional benefits of breast milk. There was a significant effect between knowledge and breast feeding practices. Specifically, women who had high knowledge of breastfeeding were found to have good breastfeeding practices. 

The study also concludes that majority of women had negative attitudes towards breastfeeding. Majority of respondents did not believe breast‐feed in public places such as restaurants. Majority indicated that they would feel embarrassed if someone saw me breastfeeding. A high number of respondents felt that breastfeeding was old fashioned and it made mothers’ breasts sag.  Analysis showed that knowledge and attitude were related whereby low knowledge resulted in negative attitudes. Similarly, respondents’ attitudes affected their breastfeeding practices whereby respondents with negative attitudes were highly likely to have poor breastfeeding practices. 
5.4 Recommendations
5.4.1 Recommendations on Research Findings

The government and other private institution in the health sector should carry out mass education particularly the women on the importance of breastfeeding to the infants as this has more benefits to both the mother and the infant as well as the society. The aforementioned institutions should educate the mothers and the communities at large on the avoiding retrogressive cultural activities on infant feeding as this has profound effects on their general health and well-being.
5.4.2 Recommendations for Further Research
A similar study should be conducted involving spouses of lactating mothers because marital status was found to be a significant influence. 
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APPENDICES

Appendix I: Consent Form

My name is Khadijanimo Hussein.  The aim of this questionnaire factors affecting breastfeeding practices among Somali women of reproductive age in Bulla Aadan, Garissa County. This is part of requirement from Kenya Methodist University for the award of the Master’s Degree in Human Nutrition and Dietetics. I wish to request for your voluntary and honest opinion in regard to this study topic. 

Procedure to be followed
Participation in this study will require that I ask you some questions and also access all the hospital’s department to address the six pillars of the health system. I will record the information from you in a questionnaire check list. You have the right to refuse participation in this study. You will not be penalized nor victimized for not joining the study and your decision will not be used against you nor affect you at your place of employment. 

Please remember that participation in the study is voluntary. You may ask questions related to the study at any time. You may refuse to respond to any questions and you may stop an interview at any time. You may also stop being in the study at any time without any consequences to the services you are rendering. 

Discomforts and risks

Some of the questions you will be asked are on intimate subject and may be embarrassing or make you uncomfortable. If this happens; you may refuse to answer if you choose. You may also stop the interview at any time. The interview may take about 40 minutes to complete.

Benefits

If you participate in this study you will help us to strengthen the health systems in Kenya and other Low-in- come countries in Africa. As a result, countries, communities and individuals will benefit from improved quality of healthcare services. This field attachment is critical to strengthening the health systems as it will generate new knowledge in this area that will inform decision makers to make decisions that are research based.

Rewards

There is no reward for anyone who chooses to participate in the study.

Confidentiality

The interviews will be conducted in a private setting within the hospital. Your name will not be recorded on the questionnaire and the questionnaires will be kept in a safe place at the University.

Contact Information

If you have any questions you may contact the following supervisors: Dr. Bororo Oirere, Dr. Joyce Meme and Dr. Job Mapesa. Head of of Public Health Human Nutrition and Dietetics, School of Medicine and Health Sciences, Kenya Methodist University, Kenya.jmapesa@yahoo.com. +254703567768
Participant’s Statement

The above statement regarding my participation in the study is clear to me. I have been given a chance to ask questions and my questions have been answered to my satisfaction. My participation in this study is entirely voluntary. I understand that my records will be kept private and that I can leave the study at any time. I understand that I will not be victimized at my place of work whether I decide to leave the study or not and my decision will not affect the way I am treated at my work place.

Investigator’s Statement

I, the undersigned, have explained to the volunteer in a language s/he understands the procedures to be followed in the study and the risks and the benefits involved.

Name of Interviewer………………………………………………Date…………………….

Interviewer Signature………………………………………………………………………
Participant’s sign………………………………                 Date…………………………..

Principal researcher’s sign………………………              Date……………………………

Appendix II: Questionnaire

Answer the following questions as honestly as possible. You are reminded that your responses will be treated with utmost confidentiality. Please tick the correct response to the questions provided.

Kindly respond to the questions as accurately as possible, to make this research a success. This data will strictly be used for academic purposes. 

Your cooperation will be highly appreciated. 

Please note: 
1. Please tick where appropriate. 

2. Do not write your name on the questionnaire. 

3. All the responses will be treated strictly in confidence 

SECTION A: SOCIO-DEMOGRAPHICS CHARACTERISTICS

1) What is you gender?

a) Male

 [   ]

b) Female

 [   ]

2) What is your age?
3) What is your highest level of education?

Primary

[ ]
Secondary

 [   ]

College

 [   ]

Degree
?

[   ]

None


[   ]

4) What is your marital status?

Single 


[   ]

Married  

[   ]

Divorced  

[   ]

Widowed

[   ]
5) What is the age of your child?

Less than 6 months 

[   ]

Between 6-12 months

[   ]

Between 12-18 months
[   ]

Between 18-24 months
[   ]

6)  What is the gender of your child?

Male



[   ]

Female



[   ]
KNOWLEDGE, ATTITUDE of BREASTFEEDING PRACTICE

7) How long did you breastfeed your baby? 

1 – 3 months 



4 – 6 months 

7 – 9 months



10 – 12 months 

13 – 18 months 


19 – 24 month

Still breastfeeding 

8) What had influenced your decision to breastfeed your baby? (Check all that apply) 

 Islamic religion encourages breastfeeding 

Breastfeeding has health benefits for the baby 

My family support (i.e., mother, sister, husband) 

My friend encouraged me 

Advice from a health care professional or nurse 

My past experience

Other: ……………………………………

9) If no, give reasons

Mother sick  


[   ]

Lack of milk  


[   ]

Did not wish


[   ]

Lack of knowledge  

[   ]

Doctor advised

[   ]

10)  When did you first breastfeed   your child? 

Within First Hour after birth 
[   ]

Within first day  

[   ]

Within second day 

[   ]

Don’t Know


[   ]

11) In the first three days after delivery, did you give your child anything else to eat or drink BEFORE feeding him/her breast milk?

Yes



[   ] 

No 



[   ]

Don’t Know? Remember?


[   ]

12) Why did you stop breastfeeding your child)
Age of Child


[   ]

Breastfeeding was too tiring 

I didn’t have enough breast milk 

Baby continued to be hungry after feeding 

For Medical reasons 

Breastfeeding was inconvenient for me 

Planning to go back to work or school 

Lack of encouragement 

Other:

13) Which of the following statements best describes your attitude regarding giving the baby fluids other than breast milk within the first 6 months of the baby's life?

I think giving the baby other fluids in addition to breast milk does not negatively impact the breastfeeding process. 

I think giving the baby other fluids in addition to breast milk can negatively impact the breastfeeding process.

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

	The nutritional benefits of breast milk last only until the baby is weaned from breast milk                                   
	
	
	
	
	

	Breast‐feeding increases mother‐infant bonding
	
	
	
	
	

	Women should not breast‐feed in public places such as restaurants.
	
	
	
	
	

	Babies fed breast milk are healthier than babies who are fed formula.
	
	
	
	
	

	Breast‐fed babies are more likely to be overfed than formula‐fed babies
	
	
	
	
	

	Breast milk is the ideal food for babies.    
	
	
	
	
	

	I do not like breastfeeding.
	
	
	
	
	

	I would feel embarrassed if someone saw me breastfeeding
	
	
	
	
	

	Breastfeeding is old fashioned
	
	
	
	
	

	Mother should not breastfeed if she catches a cold
	
	
	
	
	

	Breastfeeding will make mothers’ breasts sag
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NATIONAL COMMISSION FORSCIENCE,
TECHNOLOGY ANDINNOVATION

9"Floor. Utalii House
Uhuru Highway
P.0.Box 30623-00100
NAIROBI-KENYA

Telephone: +254-20-2213471.
2241349.3310571.2219420
Fax: +254-20-318245.318249
Email:dg@nacosti.go ke
Website: www.nacosti.go.ke
When replying please quote

ret:No. NACOSTI/P/17/54792/16339 pae: 31 March, 2017

Khadijanimo Hussein Ahmed
Kenya Methodist University
P.O. Box 267- 60200
MERU.

RE: RESEARCH AUTHORIZATION

Following your application for authority to carry out research on “Factors
influencing breastfeeding practices among Somali women a case study of Bulla
Adaan Garissa County,” 1 am pleased to inform you that you have been
authorized to undertake research in Garissa County for the period ending 30"

March, 2018.

You are advised to report to the County Commissioner and the County
Director of Education, Garissa County before embarking on the research

project.

FOR: DIRECTOR-GENERAL/CEO

Copy to:

The County Commissioner
Garissa County.

The County Director of Education
Garissa County.
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