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Abstract Background The success of breastfeeding pro-

motion is influenced by maternal factors. Therefore, it is

vital to examine the influence of basic maternal demo-

graphic factors on breastfeeding practices. Objective To

determine the influence of maternal socio-demographic

factors on the initiation and exclusivity of breastfeeding.

Method A cross-sectional survey of mothers of children

aged from 1 to 24 months attending a Nigerian Infant

Welfare Clinic was conducted. Respondents were grouped

according to age, parity, education, occupation, sites of

antenatal care and delivery. These groups were compared

for breastfeeding indices using bivariate and multivariate

analysis. Results All the 262 respondents breastfed their

children. The exclusive breastfeeding rate was 33.3% for

children aged 0–3 months, 22.2% for children aged 4–

6 months and 19.4% for children aged 7–24 months at the

time of the study. Significantly higher proportions of

mothers with at least secondary education, clinic-based

antenatal care and delivery in health facilities initiated

breastfeeding within 1 h of birth, avoided pre-lacteal

feeding and practiced exclusive breastfeeding for the first

6 months of life. Maternal age and parity did not confer

any advantage on breastfeeding practices. Delivery of

children outside health facilities strongly contributed to

delayed initiation of breastfeeding (P \ 0.001), pre-lacteal

feeding (P = 0.003) and failure to breastfeed exclusively

(P = 0.049). Maternal education below secondary level

strongly contributed to pre-lacteal feeding (P = 0.004) and

failure to practice exclusive breastfeeding (P = 0.008).

Conclusion Low maternal education and non-utilization of

orthodox obstetric facilities impairs early initiation and

exclusivity of breastfeeding.

Keywords Breastfeeding � Maternal education �
Pre-lacteal feeding

Introduction

The immense medical, social and economic benefits of

breastfeeding children are well known. Breastfeeding

offers significant protection against infections and diseases

like bacterial meningitis, bacteraemia, necrotising entero-

colitis, otitis media, urinary tract infection, diabetes, and

obesity [5]. Prior to the introduction of the Baby Friendly

Hospital Initiative (BFHI) in 1991, the practice of breast-

feeding declined substantially with resultant high

childhood morbidities and mortality [25]. Thus, BFHI was

aimed at promoting, protecting and supporting breast-

feeding by modifying hospital practices which were

inimical to good breastfeeding practices as a way of

changing the orientation of hospital users about breast-

feeding. Specifically, mothers should be assisted to

commence breastfeeding within 30 min or at most an hour

after birth and should be encouraged to breastfeed exclu-

sively for the next 6 months.

The success of breastfeeding is dependent on its timely

commencement and exclusive use for an optimal period as

recommended by the World Health Organization (WHO).

The WHO Expert Consultation on optimal duration of

breastfeeding recommended exclusive breastfeeding for the

first 6 months of life with the introduction of complemen-

tary foods and continued breastfeeding thereafter [23].

Exclusive breastfeeding is defined as ‘‘an infant’s
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consumption of human milk with no supplementation of

any type (no water, no juice, no nonhuman milk, and no

foods) except for vitamins, minerals, and medications [5].

Apart from ensuring that the infants have the best nutrition

and adequate protection from infections and diseases,

exclusive breastfeeding may increase the likelihood of

continued breastfeeding for at least the first year of life’’ [5].

There is evidence that this initiative has successfully

improved breastfeeding rate in most parts of the world

[4, 7, 19]. However, there is still a need for further

improvement in breastfeeding practices [24]. The rate of

exclusive breastfeeding has been shown to vary in different

parts of the world [1, 11, 20] In Nigeria, the exclusive

breastfeeding rates at 6 months of age ranged from 23.4%

in Ibadan [13] to 33.3% in Enugu [2] and 78.7% in Sokoto

[16]. The former two reports were obtained from urban

populations while the latter was obtained from a rural

population. Although, breastfeeding has been reported to

have improved in some developed countries like France

[22], Switzerland [15], and Canada [21] since the intro-

duction of the Baby Friendly Hospital Initiative (BFHI),

the exclusive breastfeeding rate at 6 months in some of

these places remains low. For instance, a Canadian report

put the exclusive breastfeeding rate at 4 months of age at

4% and 0% at 6 months [14].

The variations have been related to prominent socio-

economic and cultural factors which influence breastfeed-

ing practices [10]. To minimize these variations, it is

important to investigate maternal socio-demographic fac-

tors which may influence ability to initiate breastfeeding

and breastfeed exclusively as recommended by WHO/

UNICEF. Social factors like maternal education, occupa-

tion, family background and utilization of basic health

services may affect breastfeeding practices [12, 20].

Therefore, the objective of this study was to determine the

influence of maternal socio-demographic factors on the

initiation and exclusivity of breastfeeding. This is aimed at

improving the quality of breastfeeding practices particu-

larly in resource-poor settings.

Patients and Methods

This cross-sectional survey was carried out between

January 2005 and March 2005 at the Infant Welfare Clinic,

Wesley Guild Hospital, Ilesa, Nigeria. The hospital which

is a ‘‘Baby Friendly Facility’’ provides general and spe-

cialist maternity and paediatric care to the semi-urban and

rural population of Osun, Ondo and Ekiti States of Nigeria.

The Infant Welfare Clinic incorporates both the Well Child

Clinic and the Paediatric General Out-Patient Clinic, hence

both the sick and the healthy children of mothers in all

socio-economic classes attend this clinic.

The subjects were consecutive nursing mothers of

children aged 1–24 months who consented to participate in

the study. The research tool was an open-ended question-

naire administered to the mothers by the researcher and

assistants. Information gathered included the demographic

characteristics of the mothers, their awareness of the Baby

Friendly Initiative and the details of breastfeeding prac-

tices. The breastfeeding practices studied included the age

of the child at the commencement of breastfeeding, pre-

lacteal feeding and exclusive breastfeeding for the first

6 months of life (for those aged 6 months or more) or at the

time of interview (for those aged less than 6 months). For

the purpose of this study, the onset of breastfeeding was

considered delayed if it was commenced after 1 h of birth.

The mothers were classified into those who resided in

rural and semi-urban places. They were also classified into

two occupational groups: professionals (bankers, nurses,

teachers, administrators and physicians) and others (trad-

ers, artisans, technicians, dress makers, farmers and

students). Educational qualifications were also recorded as

either high (tertiary, post-secondary, senior secondary) or

low (junior secondary, primary and no formal education).

For places of antenatal care and delivery, government-

owned primary, secondary and tertiary health institutions

and privately owned hospitals were classified as health

facilities while churches, traditional birth homes and resi-

dential homes were classified together as others.

For this study, poor breastfeeding practices include

delayed initiation of breastfeeding, use of pre-lacteal feeds

and failure to breastfeed exclusively for the first 6 months

of life. Data were analysed with SPSS version 15.0 soft-

ware using simple descriptive statistics. The mothers were

grouped according to socio-demographic factors including

age (B20 and C21 years), parity group (primiparous and

multiparous), educational qualification (high or low),

occupation (professionals and the others), places of ante-

natal care (health facilities and the others) and places of

delivery (health facilities and the others).

The prevalence of delayed initiation of breastfeeding and

use of pre-lacteal feeds among all the respondents was

determined and compared using bivariate analysis. How-

ever, for exclusive breastfeeding for the first 6 months of

life, only the mothers of infants aged 7 months and above

were studied using bivariate analysis since children who

were less than 6 months at the time of the interview may not

eventually be exclusively breastfed till the age of 6 months.

Using means, standard deviation and Chi Square tests, the

groups were compared for the indices of breastfeeding

practices described above. Socio-demographic factors

associated with poor breastfeeding practices were entered

into a binary logistic regression model to determine their

influences on poor breastfeeding practices defined above

while controlling for the awareness of the subjects about the
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Baby Friendly Initiative. Significance was established when

P values were less than 0.05 in two-tailed tests.

Results

Characteristics of Mothers and their Children

The 262 mothers were aged between 18 and 43 years with a

mean age (±SD) of 29.3 ± 5.3 years. The children’s age

also ranged between 1 and 24 months with a mean (±SD)

of 11.7 ± 6.2 months. Sixty-six (25.2%) children were

aged from birth to 6 months while 70 (26.7%), 82 (31.3%)

and 44 (16.8%) were aged 7–12 months, 13–18 months and

19–24 months, respectively. The details of the socio-

demographic data of the mothers are shown in Table 1.

Two hundred (76.3%) mothers had received counselling

about breastfeeding according to the Baby Friendly Ini-

tiative. All the mothers practiced breastfeeding. Ninety-

eight (37.4%) initiated breastfeeding within 1 h of birth

and 96 (36.6%) practiced pre-lacteal feeding. Overall, 56

(21.4%) children were breastfed exclusively for 6 months

or were still being breastfed exclusively at the time of the

interview: 38 (19.4%) of 196 children who were aged

7–24 months were exclusively breastfed for 6 months

while the exclusive breastfeeding rates for children aged

1–3 months and those aged 4–6 months were 33.3%

(10/30) and 22.2% (8/36), respectively.

Maternal Domicile and Breastfeeding Practices

The proportions of children of semi-urban mothers and

rural mothers who initiated breastfeeding within 1 h of life

were similar [63 (35.0%) vs. 25 (30.5%); v2 = 0.514,

P = 0.473]. The rate of pre-lacteal feeding was higher

among the semi-urban mothers but without significance [72

(40.0%) vs. 24 (29.3%); v2 = 2.795, P = 0.095]. For

children aged [6 months, the difference between the pro-

portions of mothers in the comparison groups described

above who breastfed exclusively for at least 6 months was

insignificant [26/125 (20.8%) vs. 12/71 (16.9%);

v2 = 0.440; P = 0.507].

Maternal Age and Breastfeeding Practices

The proportions of children of mothers aged 20 years and

below and those aged 21 years and above who initiated

breastfeeding within 1 h of life were similar [4 (33.3%) vs.

94 (37.6%); v2 = 0.00, P with Yate’s correction = 0.994].

The rate of pre-lacteal feeding was also similar in both

groups [6 (50.0%) vs. 90 (36.0%); v2 = 0.967, P = 0.3].

For children aged [6 months, the difference between the

proportions of mothers in the comparison groups described

above who breastfed exclusively for 6 months was insig-

nificant [4 (33.3%) vs. 34 (18.5%); v2 = 0.782; P with

Yate’s correction = 0.376].

Maternal Parity and Breastfeeding Practices

The proportions of children of mothers who were primipa-

rous and multiparous and initiated breastfeeding within 1 h

of life were similar [30 (37.5%) vs. 68 (37.4%); v2 = 0.000,

P = 0.9]. The rate of pre-lacteal feeding was also similar in

both groups [32 (40.0%) vs. 64 (35.2%); v2 = 0.56,

P = 0.4]. Similarly, for children aged [6 months, the dif-

ference between the proportions of mothers in the

comparison groups described above who breastfed exclu-

sively for 6 months were not remarkably different [11/72

(15.3%) vs. 27/124 (21.8%); v2 = 1.23, P = 0.267].

Maternal Education and Breastfeeding Practices

A significantly higher proportion of highly educated

mothers commenced breast feeding within 1 h of birth [80

Table 1 Socio-demographic characteristics of 262 mothers

Characteristics Number Percentages

Age

B20 years 12 4.6

[20 years 250 95.4

Residence

Rural 82 31.3

Semi-urban 180 68.7

Parity

Primiparous 80 30.5

Multiparous 182 69.5

Educational qualification

Lowa 79 30.2

Highb 183 69.8

Occupation

Professionalc 57 21.8

Non-professionald 205 78.2

Place of antenatal care

Health facilities 211 80.5

Others 51 19.5

Place of delivery

Health facilities 158 60.3

Others 104 39.7

a Low education—less than secondary education and illiterates
b High education—at least secondary education
c Professionals—bankers, teachers, nurses, physicians and

administrators
d Non-professionals—artisans, traders, technicians, farmers and col-

lege students
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(43.7%) vs. 18 (22.7%); v2 = 10.325, P = 0.001]. A sig-

nificantly lower proportion of highly educated mothers gave

pre-lacteal feeds [57 (31.1%) vs. 39 (49.4%); v2 = 7.89,

P = 0.005]. For children aged [6 months, a higher pro-

portion of highly educated mothers breastfed exclusively

for 6 months compared to mothers with low education

[33/139 (23.7%) vs. 5/57 (8.8%); v2 = 5.796; P = 0.016].

Maternal Occupation and Breastfeeding Practices

The proportion of children of mothers who were profes-

sionals and the others who were commenced on

breastfeeding within 1 h of birth were similar [26 (45.6%)

vs. 72 (35.1%); v2 = 2.097, P = 0.1]. While a signifi-

cantly lower proportion of children of professionals had

pre-lacteal feeding [12 (21.1%) vs. 84 (41.0%); v2 =

7.625, P = 0.006], the exclusive breastfeeding rate for

children aged[6 months was similar in both groups 10/46

(21.7%) vs. 28/150 (18.7%); v2 = 0.213, P = 0.645].

Sites of Antenatal Care and Breastfeeding Practices

A significantly higher proportion of the mothers who

received clinic-based antenatal care commenced breast-

feeding within 1 h of birth [95 (45.0%) vs. 3 (5.9%);

v2 = 30.685, P with Yate’s correction \0.01]. A signifi-

cantly lower proportion of mothers who had clinic-based

antenatal care gave pre-lacteal feeds [67 (31.8%) vs. 29

(56.9%); v2 = 11.154, P = 0.001]. Ironically, for children

aged [6 months, a significantly higher proportion of this

group of mothers practiced exclusive breastfeeding for the

first 6 months [35/156 (22.4%) vs. 3/40 (7.5%); v2 = 4.072,

P with Yate’s correction = 0.044].

Sites of Delivery and Breastfeeding Practices

A significantly higher proportion of the children delivered in

health facilities were commenced on breastfeeding within

1 h of birth compared to the others [86 (54.4%) vs. 12

(11.5%); v2 = 49.28, P \ 0.001]. Similarly, a significantly

lower proportion of children delivered in health facilities

had pre-lacteal feeding [39 (25.7%) vs. 57 (54.8%);

v2 = 24.516, P \ 0.001]. For children aged [6 months, a

significantly higher proportion of those delivered in health

facilities were exclusively breastfed for the first 6 months

[29/116 (25.0%) vs. 9/80 (11.2%); v2 = 5.728, P = 0.017].

Logistic Regression of Determinants of Poor

Breastfeeding Practices

After controlling for the mothers’ awareness of the Baby

Friendly Hospital Initiative, the potential risk factors for

poor breastfeeding practices identified above (maternal

occupation, education and sites of antenatal care and

delivery) were correlated with specific breastfeeding indi-

ces in a logistic regression model. Table 2 shows delayed

Table 2 Logistic regression of maternal socio-demographic characteristics and specific breastfeeding indices

Dependent variables Independent variables Ba SEb Exp (B)c P-value 95% CId

Lower Upper

Delayed initiation

of breastfeeding

Delivery outside health facilities 1.805 0.382 6.082 0.000 2.879 12.852

Lack of clinic-based antenatal care 1.402 0.668 4.064 0.036 1.098 15.040

Low maternal education 0.490 0.369 1.633 0.184 0.792 3.367

Maternal occupation as a Professional 0.631 0.354 1.880 0.075 0.938 3.766

Constant -0.51 0.223 0.598 0.021

Pre-lacteal feeding Delivery outside health facilities 0.993 0.332 2.700 0.003 1.409 5.174

Lack of clinic-based antenatal care 1.369 0.446 3.932 0.002 1.640 9.427

Low maternal education 0.952 0.330 2.592 0.004 1.359 4.944

Maternal occupation as a professional -0.034 0.391 0.967 0.931 0.449 2.082

Constant -1.211 0.243 0.298 0.000

Failure to breastfeed

exclusively

for 6 months

Delivery outside health facilities 0.962 0.489 2.616 0.049 1.003 6.821

Lack of clinic-based antenatal care 1.958 1.097 7.085 0.074 0.825 60.870

Low maternal education 1.551 0.584 4.715 0.008 1.500 14.824

Maternal occupation as a Professional 1.040 0.460 2.829 0.024 1.149 6.966

Constant 0.212 0.272 1.236 0.436

a Coefficient of regression
b Standard error
c Exponential value of B
d 95% confidence interval of the exponential value
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initiation of breastfeeding was significantly associated with

lack of clinic-based antenatal care (P = 0.036) and deliv-

ery outside health facilities (P \ 0.001). The use of pre-

lacteal feeds was also significantly associated with low

maternal education (P = 0.004), lack of clinic-based

antenatal care (P = 0.002) and delivery outside health

facilities (P = 0.003). Similarly, failure to breastfeed

exclusively for the first 6 months of life was significantly

associated with low maternal education (P = 0.008),

occupation as a professional (P = 0.024) and delivery

outside health facilities (P = 0.049).

Discussion

This study examined the rate of specific breastfeeding

indices among mothers of diverse social characteristics.

Although all the respondents in this study breastfed their

children, the rates of timely initiation and exclusivity of

breastfeeding were low in agreement with previous reports

from Nigeria and other parts of the developing world [3,

11, 20]. However, 37% of the respondents in the present

study initiated breastfeeding within 1 h compared with 8%

reported among rural women in Sokoto, Nigeria [16]. This

difference may be attributed to the fact that the respondents

in the present study were a mixture of rural and semi-urban

populations unlike the uniformly rural population in the

Sokoto, Nigeria study. On the other hand, the timely

breastfeeding initiation rate was higher (62.5%) in a

Canadian study [14]. This may be a reflection of better

awareness and acceptance of the tenets of the Baby

Friendly Initiative in the latter population as previously

suggested [15]. Thus, intense health education is required

in most parts of the developing world, particularly

resource-poor areas, to improve timely initiation of

breastfeeding.

This study also shows that breastfeeding practices did

not differ significantly with respect to maternal age and

parity. This may suggest that mothers of high parity who

are ordinarily more experienced may not necessarily

practice breastfeeding as recommended. However, breast-

feeding practices were better among mothers with at least

secondary education, mothers who received clinic-based

antenatal care and those who delivered their children in

orthodox health facilities. Maternal education up to at least

the secondary level positively influenced timely initiation,

exclusive breastfeeding and avoidance of pre-lacteal

feeding in agreement with previous reports [1, 2, 11, 20].

This may be related to the fact that educated mothers are

more likely to have better access to and make better use of

current health information.

Interestingly, maternal occupation as a professional did

not particularly appear to confer any advantage on

breastfeeding practices. Although, bivariate analysis

showed that the professionals avoided pre-lacteal feeding,

they also delayed initiation of breastfeeding and failed to

exclusively breastfeed their infants in the present study.

This agreed with previous reports that working mothers

practiced exclusive breastfeeding poorly [6, 9]. This may

be attributed to the fact that professionals and other

working mothers are under pressure to return to work and

thus, can devote very little time to breastfeeding. The

design of this study did not assume that only the profes-

sionals work. Indeed, most of the non-professionals are

also self-employed but enjoy more flexibility in their time

schedules compared to government- or company-employed

professionals who work under rigid time schedules.

Therefore, it is attractive to postulate that non-professionals

are able to devote more time to breastfeeding compared to

professionals.

From the present study, it appears the gains of high

education in good breastfeeding practices may be negated

by the demands of occupation. Therefore, the national

breastfeeding policy needs to provide adequate protection

for working-class mothers so that they could have better

opportunities to breastfeed their infants despite the

demands of their work. Crèches should also be provided in

such situations so that nursing mothers could have better

access to their children.

Similar to a report from Accra, Ghana, [3] mothers who

utilized orthodox obstetric services in this study had better

breastfeeding practices according to bivariate analysis.

This may be related to the fact that parturients are routinely

counselled on good breastfeeding practices according to

the BFHI before and after delivery in most orthodox health

facilities. Although this study did not lay emphasis on the

BFHI status of the places of delivery used by the respon-

dents, there is evidence that the BFHI may have spread out

of ‘‘Baby-Friendly’’ health facilities into other public and

private clinics in Nigeria [17, 18]. Therefore, mothers who

patronised orthodox health facilities for maternity services

were likely to have better access to information about care

of the newborn, particularly with regards to breastfeeding.

Maternal age and parity did not significantly influence

any specific poor breastfeeding practice in the bivariate

analysis in the present study unlike what had been previ-

ously reported [1, 6, 11, 20]. Nevertheless, multivariate

analysis showed that lack of clinic-based antenatal care and

delivery outside orthodox health facilities were determi-

nants of delayed initiation of breastfeeding and pre-lacteal

feeding. It also showed that low maternal education con-

tributed to pre-lacteal feeding and failure to breastfeed

exclusively. The negative influence of lack of orthodox

antenatal care and delivery in health facilities on breast-

feeding practices in the present study agreed with previous

reports.[3, 8] It may suggest lack of access to information
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since expectant mothers who utilized these facilities are

routinely counselled on appropriate breastfeeding practices

[19]. Therefore, measures that would improve the utiliza-

tion of these health facilities and guarantee better access to

health information about the BFI should be put in place.

Intense health education and heavily subsidized maternity

services may be employed for this purpose.

The limitations in this study are acknowledged. Selec-

tion bias was minimised by using a clinic attended by both

sick and well children and by women in both the lower and

the upper socioeconomic groups [17, 18]. The design of the

study also disallowed the clustering of mothers, thus, it was

unlikely that mothers with certain socio-demographic

characteristics were concentrated in certain groups. We

acknowledge the likelihood of recall bias but this effect

was minimised by the restriction of the age of index chil-

dren to within 24 months.

Conclusion

Initiation and exclusivity of breastfeeding was poor among

mothers without secondary education and those who did

not utilize orthodox antenatal care and delivery services.

The contribution of the present study to knowledge is that it

highlights the persistence of poor breastfeeding practices in

a Nigerian setting despite high awareness of the Baby

Friendly Hospital Initiative. These may reflect lack of

access to health information about appropriate breastfeed-

ing practices. Therefore, the contribution of the present

study to programme intervention includes the need for

improved health education about timely initiation and

exclusivity of breastfeeding, female education as well as

better utilization of orthodox maternity services as ways of

improving access to and utilization of vital health infor-

mation particularly about breastfeeding.
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