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ABSTRACT

Background information: The recommendation for optimal breastfeeding
duration in the Kingdom of Saudi Arabia (KSA) is based firstly on the Quran and
then the World Health Organisation (WHO) recommendation. The rate of
initiation of breastfeeding in Saudi Arabia is over 90%, with the early

introduction of infant formula.

Objective: To investigate breastfeeding practices at birth and one month
postpartum and its association with the BFHI status of the hospital where
delivery occurred, and with women’s intentions, self-efficacy, knowledge and

attitudes, previous experience, support, and discouragement for breastfeeding.

Study design: Longitudinal study with data collection at baseline and follow-up

at one month postpartum.

Method: Women were recruited from two private hospitals in Jeddah, one of
these hospitals has baby friendly hospital policies (BFHI). A semi-quantitative
questionnaire was used for collecting data by face-to-face interviews with
women in the hospital after giving birth and by a phone interview at one month

postpartum. SPSS was used for statistical analysis.

Results: One hundred and two women completed the baseline survey, and 77
women completed the study at one month (36 from the BFHI and 41 from the
non-BFHI). At baseline, 77% women at the BFHI hospital had introduced

breast milk as first nutritive substance, while only 7% of women in the non-BFHI
|



hospital did. However, at one month postpartum, mixed-feeding was the most
common feeding method (58%), and there was no difference in feeding method
between women in both hospitals. All Egyptian women in the sample (n= 10)
were fully breastfeeding at one month, and Saudi women were more likely to
use mixed-feeding. Breastfeeding attitudes, self-efficacy, and previous
experience were related to breastfeeding practice at one month. Considering
all variables, logistic regression found that breastfeeding self-efficacy was the
only variable associated with breastfeeding practice at one month, and women
with a higher score were more likely to be exclusively, fully, or predominantly

breastfeeding at one month (p= 0.001).

Conclusion: The BFHI was found to be effective in making breast milk the first
nutritive substance infants received, and in encouraging early breastfeeding
initiation. Breastfeeding self-efficacy was the strongest predictor of

breastfeeding intention and practice at one month.
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CHAPTER 1: INTRODUCTION

1.1. Introduction

Breastfeeding is the best way to provide young infants with the nutrients they
need for healthy growth and development (WHO, 2012). Breastfeeding is
important and strengthens the bond between mothers and their infants (Raisler
et al.,, 1999; Weinstein et al., 2006). Furthermore, breastfeeding has many
other advantages for mothers and infants. The benefits for mothers include: a
reduction in the incidence of breast and ovarian cancer (Weinstein et al., 2006;
UNICEF, 2008; Stuebe & Schwarz, 2010), more rapid maternal weight loss after
giving birth (WHO, 2001; Stuebe & Schwarz, 2010; WHO, 2011a), reduced
incidences of cardiovascular disease and hypertension (Stuebe & Schwarz,
2010), delayed restart of the menstrual cycle and ovulation, and fecundity
(WHO, 2011a). Benefits for infants include: a significant reduction in the
incidence of childhood infections such as gastrointestinal infections, significant
reductions in developing asthma and ear infections, and a decreased risk of
later obesity for infants who are exclusively breastfed for six months (WHO,
2001; Weinstein et al., 2006; UNICEF, 2008; Stuebe & Schwarz, 2010; WHO,
2011a). In addition to the benefits for mothers and their infants, breastfeeding
is also associated with economic and environmental benefits (Raisler et al.,
1999). Despite all these benefits, many mothers discontinue exclusive
breastfeeding before six months or any breastfeeding between 6-24 months

(WHO, 2011b).



Prior to 2001, the World Health Organisation (WHO) recommendation for
breastfeeding was to exclusively breastfeed for 4-6 months with the introduction
of complementary food beyond 4 months, and to continue breastfeeding with
appropriate complementary foods up to 2 years of age. In 2001, the WHO set a
new recommendation that recommended mothers exclusively breastfeed infants
for 6 months and continue breastfeeding with appropriate complementary foods
for up to 2 years of age (WHO, 2001). This recommendation was adopted by
numerous of health organisations around the world such as American Academy

of Paediatrics (AAP), Saudi and New Zealand Ministries of Health and UNICEF.

In Saudi Arabia, however, the recommendation for the overall duration of
breastfeeding, without specifying the type of breastfeeding e.g. exclusive, fully,
or partial breastfeeding, is based on the Quran or the hadiths (saying of Prophet
Mohammed, peace be upon him) (Al-Jassir et al., 2006). According to the
Quran, the cow, verses 233, it is ideal for the mother to breastfeed the child for
2 years, but the parents may choose to stop earlier if the mother does not have
the ability to continue, or they may choose to hire the services of a wet nurse.
In addition, the Saudi Arabian Ministry of Health (SAMOH) also adopted the
WHO recommendation for optimal duration of any breastfeeding and exclusive

breastfeeding for 6 months (Saudi Arabian Ministry of Health, 2012).

Despite the many benefits of breastfeeding for mothers and infants, the rates for
the initiation of breastfeeding vary in developed countries. Initiation in Europe,
Australia, and Saudi Arabia is higher than New Zealand, Canada and the USA
with 74-99 % in Europe (Callen & Pinelli, 2004), 91-97% in Australia (Callen &
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Pinelli, 2004), 91.6% in Saudi Arabia (Mouzan et al., 2009), compared to
approximately 80% in New Zealand (Maori and Pacific people have lower rate)
(Ministry of Health, 2009), 69-83% in Canada (Callen & Pinelli, 2004), and 27-

69% in the USA (Callen & Pinelli, 2004).

This study will focus on breastfeeding in Saudi Arabia. Many studies have
investigated the breastfeeding initiation rate as well as the breastfeeding
patterns in Saudi Arabia. In general, it was reported that Saudi Arabia is a
country with a high breastfeeding initiation rate, which implies the willingness of
Saudi women to breastfeed (Al-Jassir et al.,, 2003; Mouzan et al., 2009).
However, even though Saudi Arabia has a high initiation rate which is over
90%, this rate drops to approximately 49% at 1 month, 36% at 2 months, 20.5%

at 4 months, 10% at 6months, and 1.8% at 12 months (Mouzan et al., 2009).

Many studies conducted in Saudi Arabia suggested that breastfeeding
education is needed and important for Saudi women (Al-Othman et al., 2002;
Al-Jassir et al., 2006; Murshid, 2006; El-Gilany, 2010) and is needed to correct
some of the misperceptions about breastfeeding (Bella, 1997; Bella, 1998). In
addition, it has been reported that Saudi women have a lack of breastfeeding
education and information about the nutritional benefits of breastfeeding, which
may motivate mothers to breastfeed their babies (Batterjee, 2009). Study
conducted in 2009 by Habib et al. that examined the antenatal care in primary
health centres in Medina, in the western part of Saudi Arabia, found that health
promotion, which included counselling on new-born care and breastfeeding, had

the best scores on tasks performed at the antenatal care (Habib et al., 2011).



1.2. Baby Friendly Hospital Initiative (BFHI)

The Baby Friendly Hospital Initiative (BFHI) was first developed in 1991 by
UNICEF and WHO and has since been adopted by 20,000 hospitals in 156
countries worldwide (WHO, 2009). The BFHI consists of 10 points which leads

to successful breastfeeding:

o Have a written breastfeeding policy that is routinely communicated to all

health care staff.

« Train all health care staff in skills necessary to implement this policy.

e Inform all pregnant women about the benefits and management of

breastfeeding.

o Help mothers initiate breastfeeding within one half-hour of birth.

« Show mothers how to breastfeed and maintain lactation, even if they

should be separated from their infants.

e Give new-born infants no food or drink other than breast milk, unless

medically indicated.

e Practice rooming in - that is, allow mothers and infants to remain together

24 hours a day.

e Encourage breastfeeding on demand.

o Give no artificial teats or pacifiers (also called dummies or soothers) to

breastfeeding infants.



o Foster the establishment of breastfeeding support groups and refer

mothers to them on discharge from the hospital or clinic (UNICEF, n.d.).

The BFHI has proved its effectiveness in many aspects related to
breastfeeding. The adaption of the BFHI increased the breastfeeding initiation
and exclusive breastfeeding rates in the United States (Philipp et al., 2001;
Merewood et al., 2005), Scotland (Broad foot et al., 2007), Brazil (Braun et al.,

2003; Venancio et al., 2012), and Italy (Cattaneo & Buzzetti. 2001).

Reviews investigating the effectiveness of the BFHI, reported that the BFHI had
a significant effect in extending the breastfeeding duration and its exclusivity,
reduced breastfeeding complications and increased both mothers’ and infants’
health outcomes such as reduced the incidence of gastrointestinal disease

(Radford, 2006; Martens, 2012).

In Saudi Arabia, the BFHI was first applied in 1992 in the capital, Riyadh, and
technically started in 1995 after training from the WHO. In 1998, about 15
hospitals in Riyadh were considered and classified as BFHI hospitals (Baldo et
al., 2001). However, no published study has yet analysed the effectiveness of

the BFHI in Saudi Arabia.



CHAPTER 2 : REVIEW OF THE LITERATURE

2.1. Definitions of breastfeeding

The Ministry of Health (MOH) in Saudi Arabia is using the WHO breastfeeding
definitions. The WHO has set definitions for different types of breastfeeding as
presented in Table 2.1. The New Zealand Ministry of Health (NZMOH) has
similar definitions for breastfeeding (see table 2.2) (NZ Ministry of Health,
2002). The definition for exclusive breastfeeding is the same in both
organisations, the WHO and NZMOH. However, there is a difference between
WHO and NZMOH definitions for predominant breastfeeding as defined by the
WHO and full breastfeeding as defined by the NZMOH is shown in Table 2.1
and Table 2.2. Full breastfeeding includes feeding infants with only minimal
amount of water in addition to the breastfeeding, whereas predominant
breastfeeding includes breast milk as the predominant source of nourishment

but babies may receive other liquids, such as juice, but no formula is given.

Table 2.1: WHO breastfeeding definitions

Breastfeeding types | Definition

Exclusive “No other food or drink, not even water, except breast milk

breastfeeding (including milk expressed or from a wet nurse) for 6 months
of life, but allows the infant to receive ORS, drops and syrups
(vitamins, minerals and medicines)” (WHO, 2014a).

Predominant “The infant's predominant source of nourishment has been

breastfeeding breast milk (including milk expressed or from a wet nurse as
the predominant source of nourishment). However, the infant
may also have received liquids (water and water-based
drinks, fruit juice) ritual fluids and ORS, drops or syrups
(vitamins, minerals and medicines)” (WHO, 2014a).

Mixed or partial Infants feeding with breast milk, and allow them to receive



feeding “Breastfeeding while also receiving water-based drinks, food-
based fluid, semi-solid or solid food or non-human milk (also
called partial breastfeeding). Mixed feeding only refers to the
first six months of life. From six months of age, all infants
need additional complementary foods to enable normal
growth and development (WHO, 2014b).

Complementary “Infants should start receiving foods in addition to breast milk

feeding from 6 months onwards. It should be adequate, meaning that
the complementary foods should be given in amounts,
frequency, consistency and using a variety of foods to cover
the nutritional needs of the growing child while maintaining
breastfeeding” (WHO, 2014c).

Any breastfeeding Infants must receive breast milk and allow them to receive
any food or drink Dettwyler. (2004).
Bottle feeding Any liquid (including breast milk) or semi-solid food from a

bottle with nipple/teat (WHO, 2014d).

Table 2.2: The New Zealand’s Ministry of Health breastfeeding definitions

Breastfeeding types | Definition

Exclusive Infants are feed with only breast milk and not given any

breastfeeding water, formula, any other food or drinks for the first 6 months
of life, but allows the infant to receive Oral Rehydration Salts
(ORS), drops and syrups, vitamins, minerals and medicine

Full breastfeeding Infants are feed with only breast milk, minimal amount of
water or prescribed medicine but not given any other food or
liquids within the past 24 hours

Partial Infants are feed with some breast milk, some infants formula,

breastfeeding or other solids within the past 24 hours

Artificial feeding Infants are not receiving any breast milk and feed with infant
formula or any alternatives such as solid food within the past
24 hours

Source NZMOH. (2002)

In Saudi Arabia, for studies investigating breastfeeding, some have used the
WHO definitions e.g. Amin et al. (2011), while others have used different
definitions e.g. Al-Ayed and Qureshi, (1998) who defined exclusive
breastfeeding as infant fed with breast milk plus semisolids (no infant formula),
mixed-feeding as infant fed with breast milk, formula and semisolids, and
exclusive bottle feeding as infant fed with formula plus semisolids. Some Saudi
studies did not define breastfeeding terms used in their studies, e.g. studies
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conducted by Al-Welaie et al. (2010), El-Gilany. (2010), and Fida and Al-Aama,

(2003).

2.2. Breastfeeding patterns in Saudi Arabia

Breastfeeding patterns in Saudi Arabia have shown a high initiation rate of
breastfeeding, of over 90% (Al-Shehri et al., 1995; Fida & Al-Aama, 2003;
Shawky & Abalkhail, 2003; Al-Jassir et al., 2004; Al-Jassir et al., 2006; Al-
Hreashy et al., 2008; Mouzan et al., 2009). However, there is a decline in
exclusive breastfeeding with the early introduction of infant formula, resulting in
mixed-feeding as the most common feeding method used among Saudi women
(Mouzan et al., 2009) (see Appendix 1). Some of the studies have included
both Saudi and non-Saudi women (Al-Ayed & Qureshi, 1998; Shawky &
Abalkhail, 2003; Al-Jassir et al., 2006). Therefore, results of breastfeeding
outcomes could be affected by ethnicity, as reported by Al-Jassir et al. (2006),
that Saudi mothers were more likely to introduce infant’s formula earlier than

non-Saudi women.

Some studies have clearly defined breastfeeding categories (Al-Ayed &
Qureshi, 1998; Mouzan et al., 2009; Amin et al., 2011), but many studies have
not (Al-Shehri et al., 1995; Fida & Al-Aama, 2003; Murshid, 2006; Al-Madani et
al., 2010; Al-Welaie et al., 2010; El-Gilany, 2010) which makes it difficult in
reviewing and distinguishing the different breastfeeding patterns in Saudi
Arabia. Almost all studies were cross-sectional studies such as, Al-Ayed &
Qureshi (1998) and Al-Hreashy et al. (2008). Many studies recruited subjects

during the routine visits for vaccination which is not a very good way to get a
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random sample as most people were from lower socio-economic level such as

studies by Al-Jassir et al. (2004) and Al-Hreashy et al. (2008).

2.2.1. Initiation of breastfeeding in Saudi Arabia

Saudi Arabia is a Muslim country and, as mentioned, in the holy book the
Quran, the cow, verses 233, it is ideal for the mother to breastfeed the child for
two years, but the parents may choose to stop earlier if the mother does not
have the ability to continue, or they may choose to hire the services of a wet
nurse. Therefore, high breastfeeding initiation rates are reported in numerous
national surveys conducted in different regions of Saudi Arabia. Nationwide
studies by Mouzan et al. (2009) and Al-Jassir et al. (2006) both reported
initiation rate of 92%. Regional studies reported breastfeeding initiation with
98.9% (Al-Jassir et al.,, 2004) and 95% (Al-Hreashy et al., 2008) in Riyadh
(central region), 94% (Shawky & Abalkhail, 2003) 90% (Fida & Al-Aama, 2003)
in Jeddah (western region), and 91.9% (El-Gilany et al., 2012) in Al-Hassa
(eastern region). High initiation rates reveal the willingness of Saudi mothers to

breastfeed.

2.2.2. Timing of breastfeeding initiation in Saudi Arabia

The WHO recommends initiating breastfeeding within the first hour postpartum
(WHO, 1991), to ensure that infants receives the first milk ‘colostrum’ and
improve lactation and milk flow (WHO, 2014e). In a Saudi nationwide survey,

23.2% initiated breastfeeding within first hour postpartum (Mouzan et al., 2009).



There are some regional variations as shown in Table 2.3. Al-Othman et al.,
(2002) conducted a survey in the central region of Saudi Arabia and found that
one third of women initiated breastfeeding immediately postpartum, and half of
them initiated breastfeeding during first six hours postpartum. In studies
undertaken in the eastern region, only 11% of women initiated breastfeeding

within the first hour postpartum (Amin et al., 2011; El-Gilany et al., 2012).

However, breastfeeding initiation was delayed from two to 23 hours among
35.5% of women in study by EI-Gilany et al. (2012), and 77.8% in a study by
Amin et al. (2011). In addition, delayed initiation was between 24 and 72 hours

postpartum up to 35.0% (El-Gilany et al., 2012) and 13.1% (Amin et al., 2011).

Table 2.3: Timing of first breastfeeding

Regions
Time Nationwide Central Eastern
% % %
1 hour 23.2 (Mouzan et al., | 33 11.4
2009) (Al-Othman et al., (El-Gilany et al.,
2002) 2012)
11.2
(Amin et al., 2011)
2- 23 hours 5.5
(El-Gilany et al.,
76.8 (Mouzan et al., - 2012)
2009) 77.8%
(Amin et al., 2011)
24- 72 hours 35 (El-Gilany et al.,
- - 2012)
13.1 (Amin et al.,
2011)

2.2.3. Exclusive breastfeeding in Saudi Arabia

National data about breastfeeding patterns in Saudi Arabia were reported in

1991 and 1996. The WHO collected data in 1991 and reported that 55% of
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Saudi mothers were exclusively breastfeeding infants under four months old
(WHO, 2011b). UNICEF collected data in 1996 and 31% of women were
exclusively breastfeeding between four and six months (UNICEF, 2009). Other
nationwide studies report similar exclusive breastfeeding rates: 53% at five
months or less (Al-Shehri et al., 1995), 31.5% between four and six months of
infant age (Murshid, 2006), 38% during period between six and 12 months, and
dropped to 18% after one year of infant life’. A nationwide study found that
mothers living in different regions reported different breastfeeding practices.
For example, it was reported that mothers from the western region were more
likely to exclusively breastfeed (28.4%) compared with mothers from the central
(20.4%), northern (19.4%), eastern (18.4%) region. Mothers in the south-
western region were found to be least likely to exclusively breastfeed (13.4%)

(Murshid, 2006) (see table 2.4).

Regional studies which have been carried out in eastern regions (Al-Hassa and
Al-Khobar) found that the percentage of exclusive breastfeeding was 64% at
two months (El-Gilany, 2010), 23% at six months (Al-Madani et al., 2010), and
dropped to 14.1% at one year of age (El-Gilany, 2010). Further regional studies
found 48.8% exclusively breastfeed at birth (Al-Kordy et al., 1992) in Al-
Jamoom (rural of western region), 32.4% in Riyadh at three months (Al-Ayed &
Qureshi, 1998), and 31.7% in Al-Jamoom (Al-Kordy et al., 1992), 22.1% (Al-
Ayed & Qureshi, 1998) (see table 2.4). The differences were may in part be

explained by the breastfeeding definitions being used.

! Some studies defined exclusive breastfeeding as giving no formula but giving any other food or drinks
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Table 2.4: Exclusive breastfeeding rates on different region of Saudi Arab

Regions

<2 months 32.9 (211) (Amin et al.,
*at 2 months 2011)*
64 (1279) (El-Gilany et al.,

<6 months 31.5 (45) (Murshid, 12 (78) ) (Amin et al., 34 (Al-Kordy et al., 1992)** | 1.7 (10) (Al-Hreashy et al.,
*at 6 months 2006)** 2011)* 2008)
**4- 6 months 31(UNICEF, 1996) 23 (17) (Al-Madani et al., 22.1 (21) (Al-Ayed &

53 (443) (Al-Shehri et al., | 2010)* Qureshi, 1998)

1995) 24 (465) (El-Gilany et al.,

2010)*

<12 months 21.8 (58) (Murshid, 14 (263) (El-Gilany et al., | 21 (Al-Kordy et al., 1992)** | 17.3 (9) (Al-Ayed &
*at 12 months 2006)** 2010)* Qureshi, 1998)
**6- 12 months 38 (362) (Al-Shehri et al.,

1995)**




2.2.4. Introduction of formula in Saudi Arabia

Nationwide surveys have reported the introduction of formula by 51% of women
at one month (Mouzan et al., 2009), 48% - 76.1% at three months (Murshid,

2006; Al-Jassir et al., 2006), and 98% at 12 months (Mouzan et al., 2009).

Mixed-feeding is the most popular feeding pattern in Saudi Arabia for infants
aged less than 5 months (Al-Othman et al., 2002; Al-Jassir et al., 2003;
Ogbeide et al., 2004; Al-Jassir et al., 2006; Batterjee, 2009; Al-Welaie et al.,
2010). A nationwide study by Murshid (2006) found that overall (infants aged
between 4- 6 months) the mixed-feeding rate was 42% and he reported that the
proportion of mothers who used mixed-feeding was highest in the central region
(33.6%) and lowest in the eastern region (12.5%) of Saudi Arabia. Al-Jassir et

al. (2006) reported 76% of infants were mixed feeding at three months.

In central Riyadh studies have reported rates of mixed-feeding at six months
with 78.8% (Al-Hreashy et al., 2008), and in Al-Khobar 52% (Al-Madani et al.,
2010). Studies conducted in the eastern region by El-Gilany. (2010) reported
that mixed-feeding rates were 30.7% at two months and rose to 58.2% at one
year of age. In addition, in Al-Khobar (eastern region), Al-Yousif et al. (2011)
reported that 79.5% of mothers were using mixed-feeding, even though they
reported having good knowledge and attitudes about breastfeeding (see table
2.5). Indeed, the introduction of formula led to a fast reduction of breastfeeding,

which likely resulted in the failure of breastfeeding (Mouzan et al., 2009).
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Exclusive formula feeding was the most common feeding pattern used by
mothers at one year in a nationwide study conducted by Murshid. (2006) with
54%, and 78% by Mouzan et al. (2009). Murshid. (2006) found that exclusive
formula feeding was more common among mothers from central region (43%)

and less common among mothers from western and eastern regions (13.4%).

2.2.5. Introduction of solids in Saudi Arabia

In cross-sectional Saudi studies it was reported that the majority of women
introduced solids earlier than six months (Shawky & Abalkhail, 2003) with over
70% in a study done in Riyadh by Al-Shehri et al. (1995). More recent studies
reported the introduction of solids between three and six months with 80.8%

(Mouzan et al, 2009), and 89% (Al-Hreashy et al., 2008).
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Table 2.5: Mixed-feeding rate on different region of Saudi Arabia

<2 months
*at 2 months

<6 months
*at 6 months
**4- 6 months

42 (60) (Murshid, 2006)**
34 (284) ) (Al-Shehri et al.,
1995)

<24 months 25.6 (129) (Murshid,

Region

43 (276) ) (Amin et al.,
2011)*

30.7 (613) (El-Gilany et
al., 2010)*

49.8 (319) ) (Amin et al.,
2011)*

52 (38) (Al-Madani et al.,
2010)*

57.9 (1103) (El-Gilany et
al., 2010)*

30 (Al-Kordy et al., 1992)** | 78.8 (Al-Hreashy et al.,

2008)*

18 (117) ) (Amin et al.,

* at 24 months 2006)** 2011)* - -
**12- 24 months 6 (180) ) (Al-Shehri et al.,
1995)
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2.2.6. Duration of breastfeeding in Saudi Arabia

A cross-sectional Saudi national study which recruited subjects from 5 different
regions (central, north, south, east, and west), indicated that 76.1% of mothers
continue to breastfeed at three months (Al-Jassir et al.,, 2006). Older national
data from the Gulf Family Health survey (as cited in UNICEF, 2009) conducted
in 1996 indicated that 59% of mothers continue to breastfeed between 12 and
15 months, and 30% continue breastfeeding between 20 and 23 months of

infant age (UNICEF, 2009).

2.2.6.1. Changes in duration overtime in Saudi Arabia

Studies conducted during the 1990s reported the mean duration for
breastfeeding at between 11 and 17 months. For example, a nationwide study
by Al-Shehri et al. (1995) reported a mean duration of breastfeeding of 11 and
13 months in urban and rural areas respectively, and the mean duration of
14.61+ 3.53 months was reported in a rural city in the western region of Saudi
Arabia (Al-Kordy et al., 1992). A nationwide study by Al-Jassir et al., (2006)
which was conducted in the 2000s reported that the mean duration of
breastfeeding was 6.57 months. Regional studies that were conducted during
the 2000s also found mean duration of any breastfeeding to be about six
months, for example in the western region the mean duration was 6 months
(Shawky & Abalkhail, 2003) and in the central region was 6.57+ 5.17m (Al-
Jassir et al., 2004) regions. It was clear that during the last decade
breastfeeding duration has declined which has raised concerns (Fida & Al-

Aama, 2003).
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The various studies show that mean duration of breastfeeding has decreased
over the past 20 years. This is hypothesised to be due to urbanisation and the
changes in the socioeconomic status. It was reported that mothers living in
rural areas were more likely to breastfeed than mothers living in urban areas
(Al-Jassir et al., 2003; El-Gilany, 2010). Industrial development has elevated
socioeconomic status and this has led to the adoption of new life-styles and
changed nutritional habits (Al-Shoshan, 2007). Amin et al. (2011) reported that
due to the change in status (socioeconomic and educational level and
employment opportunity), Saudi women are currently becoming more educated
and undertake employment, and they are becoming less accepting of their
professional life being affected by motherhood (Ghubashet al., 1992; Al-Nahedh

& Morley, 1994).

2.2.7. Intention of breastfeeding in Saudi Arabia

Al-Welaie et al. (2010) and Al-Madani et al. (2010) not only assessed feeding
methods but also assessed women'’s breastfeeding intention and attitudes in
Riyadh (central region) and Al-Khobar (western region). Al-Welaie et al. (2010)
interviewed women postpartum during hospitalisation and found that 38.2% of
mothers planned to use exclusive breastfeeding in first few weeks postpartum,
but most women (48.5%) planned to use mixed-feeding to feed their infants (Al-
Welaie et al.,, 2010). Al-Madani et al. (2010) assessed woman’s intentions
during pregnancy and their practice after delivery and found their intentions
were far different from their real practice. Although 90% of women planned to
exclusively breastfeed, only 23% of women were exclusively breastfeeding at
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six months postpartum, which is similar to what was found in global study by
Perrine et al. (2012). It was reported in Al-Madani et al. (2010) that there is a
positive significant relationship between mother’s intentions and behaviour
toward breastfeeding, but the percentages above show that intentions alone are

not sufficient to predict a mother’s behaviour.

2.2.8. Summary

Overall, Saudi women were found to have high breastfeeding initiation rates,
but with the early introduction of formula feeding. In recent years, mixed-
feeding was found to be the most common feeding method Saudi women used,
which may lead to early cessation of breastfeeding. Furthermore, the mean
duration of breastfeeding is fallen to around six months. Although evidence

suggests that women intend to breastfeed longer.

2.3. Reasons and factors associated with discontinuing exclusive or

any breastfeeding

Globally, many factors are reported to be associated with not meeting exclusive
breastfeeding recommendations (Turner et al.,, 1999; Heath et al., 2002;
Henderson et al., 2003; Ahluwalia et al., 2005; Li et al., 2008). Many studies
have measured different aspects of breastfeeding. Some studies investigated
the overall breastfeeding patterns, and some asked about reasons for either
stopping breastfeeding before two years or shifting from exclusive breastfeeding
to mixed-feeding. Most studies are quantitative and investigated real practice,

however a few are qualitative and investigated women’s breastfeeding
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intentions. Two Saudi studies investigated women’s attitudes regarding some
breastfeeding facts. Appendix 1 includes descriptions for each study including
sample size, region, and feeding patterns. For the literature review of this
study, the reasons for discontinuing breastfeeding that were identified in an
Australian study conducted by Li et al. (2008) are used as the framework. Self-
reported reasons for discontinuing breastfeeding during first year were
categorised as: 1) lactation, 2) milk pumping, 3) psychological, 4) nutritional, 5)

medical, 6) infant’s self-weaning, and 7) lifestyle factors (Li et al., 2008).

2.3.1. Lactation factors

Lactation factors associated with reduced breastfeeding included sucking and
latching on problems, bleeding or sore nipples, breast mastitis, and painful
breastfeeding. Lactation factors were one of the top three factors reported by
mothers in Australia (Li et al., 2008). Lactation factors were cited in Saudi
studies as less common reasons for shifting from exclusive breastfeeding:
breast infection (3%) (Al-Madani et al., 2010), and also as reasons for stopping
breastfeeding: breast disease (1.8%) (Al-Kordy et al., 1992; Mouzan et al.,
2009) and cracked nipples (10.7%) (Al-Shehri et al., 1995). Research suggests
that the number of Saudi mothers who stopped breastfeeding due to suffering

from lactation factors, such as breast infections and sore nipples, is very low.

2.3.2. Psychological factors

Psychological factors associated with reduced breastfeeding include:

breastfeeding being too tiring and inconvenient, household duties, needing
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someone else to be able to feed the baby, wanting to go out, and concerns
around breastfeeding in public (Li et al., 2008). Psychological factors that made
women shift from exclusive breastfeeding as reported in Saudi studies included
mothers wanting to be able to go out (7%) (Batterjee, 2009; Al-Madani et al.,
2010), and mother’s absence (18.3%) (Al-Jassir et al., 2006). Psychological
reasons associated with women discontinuing breastfeeding were:
breastfeeding being inconvenient (10%), being tired, or did not like
breastfeeding (19.8%), household duties (16.5%), mothers needed someone
else to feed the baby (11.4%), and someone else wanted to feed the baby

(10.7%) (Al-Welaie et al., 2010).

Above studies revealed that psychological factors were impacting on women’s

decision about breastfeeding.

2.3.3. Nutritional factors

Nutritional factors included: breast milk alone does not satisfy the baby,
mother’s belief that she does not have enough milk supply, advice from a health
professional or own belief that the baby was not gaining enough weight, and
problems with getting milk flow started (Li et al., 2008). The most common
single reason for stopping breastfeeding or introducing formula for Saudi
mothers is the perceived lack of sufficient milk supply with the percentage
ranging between 30% and 65% (Al-Kordy et al., 1992; Al-Shehri et al., 1995; Al-
Ayed & Qureshi, 1998; Fida & Al-Aama, 2003; Al-Jassir et al., 2004; Al-Jassir et
al., 2006; Batterjee, 2009; Mouzan et al., 2009; Al-Madani et al., 2010; Al-

Welaie et al., 2010; Mossalli et al., 2012). Most studies found the prevalence of
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not enough milk to reduce breastfeeding ranged between 40% and 55% except
for Mossali et al. (2012) who carried out study in private hospital and reported
30% which may be due to different level of services provided. Al-Madani et al.
(2010) suggested that Saudi woman may need to improve breastfeeding

confidence.

A New Zealand study investigated reasons which made mothers feel that they
did not have enough milk (Beasley et al., 1998). The study reported that there
were two types of milk insufficiency; the first is real and the second is perceived
insufficient milk syndrome. Three main reasons were reported by mothers as
markers of milk insufficiency, including unsettled babies, breast feels soft, small,
and empty, and uncertainty about milk supply and the need for reassurance
from health professionals. The researchers found that the perceived insufficient
milk may turn to real insufficient milk once mothers responded and introduced
formula, which will reduce breastfeeding frequency and consequently decrease

the breast milk stimulation and production (Beasley et al., 1998).

2.3.4. Medical factors

The medical factors associated with reduced breastfeeding as reported by Li et
al. (2008) included new pregnancy, sick baby, and mother sick or using
medicine. Two medical factors were identified in Saudi studies as having an
influence on the decision whether to shift from exclusive breastfeeding or to
stop breastfeeding. Medical factors as a reason for shifting from exclusive
breastfeeding included: baby became sick (3%) (Al-Jassir et al., 2004), mother’s

sickness (4%) (Al-Jassir et al., 2004), mother became pregnant or wanted to
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become pregnant (5- 13%) (Al-Jassir et al., 2003; Al-Jassir et al., 2004; Al-
Madani et al., 2010), and mother taking medicine (5%) (Al-Jassir et al., 2004,
Al-Madani et al., 2010). Medical factors as reason for stopping breastfeeding
included baby sickness (8- 38%) (Mouzan et al., 2009; Al-Welaie et al., 2010),
mother’s sickness (8- 22%) (Al-Kordy et al., 1992; Al-; Mouzan et al., 2009),
mother became pregnant or wanted to become pregnant (Mouzan et al., 2009),
using contraceptive pills (32%) (Al-Shehri et al., 1995; Shawky & Abalkhalil,
2003; Al-Welaie et al., 2010). Professional advice to stop breastfeeding for
medical reasons was reported as a very important reason a mother will stop
breastfeeding by 61% in study by Al-Welaie et al.’s (2010). Research cited
above implied that the professional advice is one of the most important factors

women are taking into account regarding their breastfeeding method.

Although the Saudi government supports breast-feeding, most governmental
hospitals in Saudi Arabia are delaying the early initiation of breast-feeding until
the paediatrician proves that the mother can handle and breast-feed her baby.

And before that, they give babies glucose or formula (Al-Madani et al., 2010).

Furthermore, hospitals in Saudi Arabia still do not use rooming-in which is
important to encourage women to breastfeed and consequently increase milk
production as mentioned in Buxton et al. (1991) who found that women who did
not room-in with their infants were 3 times more likely to stop breast-feeding.
Using formula or bottle in the first few days’ postpartum increases the likelihood

of breast-feeding failure (UNICEF, n.d.).
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2.3.5. Self-weaning factors

Self-weaning factors leading to reduced breastfeeding included: baby beginning
to bite, baby losing interest in breastfeeding, and baby being old enough (Li et
al., 2008). The infant’s self-weaning factors mentioned in the Saudi studies
include baby does not want breast milk (9- 15.5%) (Al-Ayed & Qureshi, 1998;
Al-Jassir et al., 2003; Al-Madani et al., 2010), and baby is old enough and
breast milk is no longer important (Al-Jassir et al., 2003). Few studies asked or
reported about the self-infant weaning factors. This is could be because

researchers did not focus on it, or because it rarely happens in Saudi Arabia.

2.3.6. Life-style factors

The life-style factors identified by Li et al. (2008) as reasons to reduce
breastfeeding include: do not like breastfeeding, weight loss diet, back to the
usual diet, smoking, and body figures. Life-style factors as a reason for shifting
from exclusive breastfeeding as mentioned by Saudi mothers included: going
back to work (5%) (Al-Madani et al., 2010; Al-Jassir et al., 2003), and being
busy (10%) (Al-Madani et al., 2010). Life-style factors as a reason for stopping
breastfeeding include: working (12.7%) (Al-Ayed & Qureshi, 1998; Fida & Al-
Aama, 2003), and other factors such as did not like breastfeeding (Al-Welaie et
al., 2010), going on a weight loss diet (Al-Welaie et al., 2010, back to the usual
diet (Al-Welaie et al., 2010), and mother wanted her body back to herself (Al-

Welaie et al., 2010).
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2.3.7. Social factors

The effect of social factors as reported in the Saudi studies included: the lack of
family or professional support, husband did not want mother to breastfeed (Al-
Welaie et al., 2010), grandmother did not want the mother to breastfeed (Al-
Welaie et al., 2010), pressure from older family members (Batterjee, 2009),
influence of advertisements (Al-Jassir et al., 2003), availability and easy access
to infant formula during hospitalisation (Mosalli et al,.2012), advice to use
formula from other women (Al-Jassir et al., 2003 ), or family or friends (Fida &
Al-Aama, 2003). Sociocultural factors such as being a conservative society
makes home visits a limited choice for supporting Saudi women (Baldo et al.,
2000).

A qualitative study by Batterjee. (2009) found social factors that make
breastfeeding difficult are an unsupportive society, mother’s visitors and guests
while in hospital, and pressure from older family members. Support from
husbands and female friends were found to be a social factor that encouraged
mothers to breastfeed. Social factors which were found to influence a mother’s
decision to breastfeed and to choose alternatives for breastfeeding included
trying to reduce the pressure from older family members. Batterjee concluded
that, currently, the social environment supports mixed-feeding, which influences

mother’s intentions and attitudes towards breastfeeding.

However, Fida and Al-Aama (2003) reported inconsistent results and found that
67.2% of mothers were getting encouragement about breastfeeding from
female family members, husbands, or health professional staff. However, these
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authors also reported that advice from family or friends was a reason for shifting
to formula feeding. It appears that social factors are important to mothers and

have a great impact on breastfeeding.

A study conducted with first time mothers in Ireland reported that social support,
especially for first time mothers, was required and was associated with
increased self-efficacy and consequently extended breastfeeding duration

(Leahy-Warren et al., 2012).

The effect of social support on women'’s intention and duration of breastfeeding
was studied via qualitative focus groups (primiparous in first trimester) and in-
depth interviews (multiparous in third trimester) in Spain by Barona-Vilar et al.
(2009). It was reported that women’s perceptions regarding formal and informal
social support linked to their socio-cultural status and age. It was found that
women from higher socio-economic status took into consideration their
husband/partner’s opinion and valued professional support more; whereas,
women from low social-economic status took into account their friends and
family member’s opinions, and valued their mother’s opinion more. This is may

be applied among Saudi women but no study investigated this yet.

2.4. Factors associated with breastfeeding patterns in Saudi Arabia

2.4.1. Age and parity

Studies in Saudi Arabia about the association between breastfeeding and parity
and age of mothers are inconclusive. Shawky and Abalkhail (2003) found that

there was no significant relationship between either mother’s age or parity, and
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breastfeeding. However, Al-Kordy et al. (1992), Al-Shehri et al. (1995), and Al-
Madani et al. (2010) found that younger mothers aged less than 30 years were
less likely to breastfeed, and more likely to introduce formula (Al-Kordy et al.,

1992).

Mothers who were younger at marriage were found to be more likely to
breastfeed (Al-Othman et al., 2002). Additionally, Al-Yousif et al. (2011) found
that there is positive association between family size and breastfeeding

practice.

2.4.2. Delivery mode and contraceptive pills

The delivery mode (vaginal or caesarean) as well as using contraceptive pills
was also associated with stopping breastfeeding and introducing formula
(Shawky & Abalkhail, 2003). Mothers who delivered by caesarean (OR= 1.9)
and those who were consuming oral contraceptives (OR= 1.5) were at higher
risk of stopping breastfeeding and introducing formula to their infants (Shawky &
Abalkhail, 2003; EI-Gilany, 2010). A recent systematic review suggested that
early breastfeeding was significantly lower among mothers who delivered via

caesarean (Prior et al., 2012).

2.4.3. Baby birth weight

Birth weight and gestational age were found to be significantly related to feeding
patterns. A cross-sectional study conducted in Al-Hassa (eastern region) found
that normal weight and full term infants were more likely to exclusively breastfed

(El-Gilany et al., 2011).
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2.4.4. Marital status

Marital status was also found to be significantly associated with breastfeeding
patterns. A cross-sectional nationwide study found that married and widow
mothers were more likely to use exclusive formula feeding, whereas divorced

mothers were more likely to use mixed-feeding (Mouzan et al., 2009).

2.4.5. Mother’s occupation

The Ministry of Civil Service (MCS) in Saudi Arabia stipulated maternity leave
for 60 days with full payment. Also, MCS offers another form of leave, called
“‘new-born care leave” that can be granted to working women for up to three
years with quarter of the payment, however only women who are working in
government sectors get the benefit of the new-born care leave (Ministry of Civil

Services, 2011).

Most studies have reported that working mothers likely to breastfeed compared
with at-home mothers (Al-Othman et al., 2002; Al-Jassir et al., 2003; Fida & Al-
Aama, 2003; Shawky & Abalkhail, 2003; Al-Jassir et al., 2004; Al-Jassir et al.,
2006; Murshid, 2006; Mouzan et al., 2009; El-Gilany, 2010; Al-Madani et al.,
2010). Only one study reported no association between mother’s occupation
and breastfeeding duration, but this study was conducted in rural areas 20
years ago, where most women did not work and had relatively low education at

that time (Al-Kordy et al., 1992).
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2.4.6. Parent’s education

The relationship between education level and mother’s initiation and duration of
breastfeeding was mentioned in many international studies, such as the
literature review by Callen and Pinelli (2004) and primary research studies by
Bertini et al., (2003), Ummarino et al., (2003), Di Napoli et al., (2006), and Li et
al., (2008). Studies carried out in western countries reported that education
level is positively associated with breastfeeding initiation and duration (Callen &

Pinelli, 2004; Li et al., 2008).

On the other hand, in Saudi Arabia most studies report that educated women
are less likely to breastfeed their infants than their illiterate or less educated
peers (Al-Kordy et al., 1992; Al-Mazrou et al., 1994; Al-Shehri et al., 1995; Al-
Jassir et al., 2003; Al-Jassir et al., 2006; Al-Madani et al., 2010; El- Gilany,
2010). This is attributed to the adoption of modern technology or new life-style
(Al-Shehri et al., 1995), the change in food habits, and sociocultural changes,
such as Saudi Arabia becoming an industrialised country (Al-Madani et al.,
2010). Al-Ayed and Qureshi (1998) and Fida and Al-Aama (2003) reported that
there was no association between education level and breastfeeding practice,
whereas Al-Othman et al., (2002) reported that educated women are more likely

to breastfeed.

2.5. Sources of breastfeeding information

During the 1990s Saudi women mainly obtained breastfeeding information from

their relatives (Al-Kordy et al., 1992; Al-Shehri et al., 1995). More recently,
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women appear to mostly get information on breastfeeding from health
professionals (44.9%) compared with relatives (26%) or media (17%) (Al-Welaie

et al., 2010).

A review by Al-Jassir et al. (2006), found that 44.9% of women nationwide
received postpartum breastfeeding education from medical personnel. It was
also reported that Saudi mothers receive less breastfeeding education than

non-Saudi mothers (Al-Jassir et al., 2006).

A regional study conducted in the western region by Fida and Al-Aama (2003)
reported that 65.6% of women in the study received information about
breastfeeding, but most information was provided by relatives. However, a
study conducted in the central region by Al-Welaie et al. (2010) stated that
54.2% of women received postpartum breastfeeding education while in hospital
and 78% of women in the study tried to find information about breastfeeding by
themselves, which implies that Saudi women are interested in knowing about
breastfeeding. = Therefore, breastfeeding information provided by health
professionals as part of prenatal care may be well accepted. Differences
between studies could be due to the differences in regions, hospital polices, and
in time the studies were conducted in, as study by Fida and Al-Aama (2003)
was conducted between October 2001 and September 2002, whereas Al-
Welaie et al. (2010) study was conducted in July 2009. Recently, health
professionals are more aware of the importance of breastfeeding and provide

more encouragement to women.
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Habib et al. (2011) conducted a study to assess services provided by antenatal
care in primary health care centres in Medina (western region). The
researchers designed their data collection form by using the WHO antenatal
care, and checked the services provided in different primary care centres.
Researchers found that the best performed tasks were in health promotion
domain: nutritional advice (63.7%) and counselling on new born care including
breastfeeding education (39.8%). This indicates that there is an effort is being
made to promote breastfeeding in the primary health care; however it looks that
breastfeeding education in the primary health care centers is not convincing
enough to encourage mothers to breast-feed exclusively (Al-Amoud., 2003). Al-
Amoud. (2003) attributed this failure to many factors, such as, lack of sufficient
breastfeeding knowledge and skills of the health staff. Moreover, it was noticed
that many of the pamphlets on breastfeeding were created by the artificial milk
companies, who list and advertise their different products on these pamphlets.
Al-Amoud. (2003) suggests that these factors mentioned have played a role in
weakening the effect of health education on breastfeeding. Free centers for
breastfeeding education and support may help mothers to exclusive breastfeed
for six months and to postpone early cessation, for example, the Plunket in New
Zealand provides parents with free help and support for their children’s
development, health and well-being. Plunket provides mothers with clinic visits,

home visits, mobile calls and a 24/7 Plunket help-line (Plunket, n.d.).
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2.6. Beliefs and attitudes about breastfeeding

Recent surveys conducted by Al-Madani et al. (2010), Al-Welaie et al. (2010),
Amin et al. (2011), and Mosalli et al. (2012) in different regions of Saudi Arabia
reported that mothers have some misperceptions about breastfeeding. Al-
Madani et al. (2010), and Al-Welaie et al. (2010) investigated womens’
breastfeeding attitudes in more detail and found contradictory results. For
example, Al-Madani et al. (2010) found that 82% of women in eastern regions
agreed or strongly agreed that formula is as healthy for infants as breast milk.
On the other hand, Al-Welaie et al. (2010) found that 86% of women in central
region strongly disagreed or disagreed that formula is as good as breast milk.
Although women in the Al-Welaie et al. (2010) study believed that formula was
not as nutritionally valuable as breast milk, most mothers in the study planned

to use or used mixed-feeding to feed their infants (Al-Welaie et al. 2010).

The difference between results from these two studies could be due to different
question structure. In study by Al-Madani et al. (2010) women apparently
contradict themselves; 82% agreed that formula is as healthy for infants as
breast milk and at the same time 95% agreed that breast-fed babies are
healthier than formula-fed babies. It seemed that there was some confusion or
that those mothers were holding two beliefs at the same time. The difference in
attitudes also could be due to differences in the women’s educational level as
the Al-Madani et al. (2010) survey included 38% of women who indicated their

educational level was under high school, while the Al-Welaie et al. (2010)
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survey, which has more positive attitudes to breastfeeding, involved only 16% of

women whose education was under high school.

Further negative attitudes about breastfeeding found in Saudi surveys are: 1)
47% strongly agree or agree that formula is best for infant when mother returns
to work; 2) 88% strongly agree or agree that formula feeding is more convenient
than breastfeeding; 3) 83% agree or strongly agree that breastfed babies are
more likely to be overfed than formula feed babies (Al-Madani et al., 2010); 4)
25% of women believed breastfeeding negatively affects mothers’ breast shape
(Mosalli et al., 2012); 5) 41.7% of women believed that breastfeeding causes
obesity; 6) 47% of women believe that breastfeeding causes “spoils”; and 7)
32.3% of women reported that fluids should be given to infants by 3 months of
age (Amin et al., 2011). Mosalli et al.’s (2012) study aimed to help understand
problems associated with breastfeeding, so they could be addressed after
initiating the BFHI. The study found that one third of women lacked
breastfeeding knowledge, women reported that formula feeding was easier that
breastfeeding, women were not sure about producing sufficient milk supply for
their infants, and women believed that breastfeeding would change breast

shape in unpleasant way.

However, these surveys also showed positive attitudes about breastfeeding. Al-
Madani et al. (2010) and Al-Welaie et al. (2010) found that most of the women
(75%- 90%) agreed and strongly agreed that: 1) breastfeeding increases the
bonding between mothers and their infants; 2) mothers who do not breastfeed
miss one of the great joys of motherhood; 3) breastfed infants are healthier than
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formula fed infants; 4) two years of breastfeeding is the ideal for infants; 5)
breastfeed infants are less likely to get ear infections; and 6) breastfeeding
infants are less likely to get respiratory illness. In addition, a review study
reported that 88.6% of women believed that the colostrum is good for infants

(Al-Jassir et al., 2006).

Bella (1997, 1998) conducted a survey to find out if Saudi female college
students were prepared for successful breastfeeding and he found that Saudi
college students had some misperceptions regarding facts about breastfeeding.
For example students reported that; 1) a mother should stop breastfeeding if
babies get diarrhoea; 2) a mother should stop breastfeeding immediately if she
gets pregnant; 3) a mother’s ability to breastfeed is associated with the breast
size; 4) breastfeeding negatively influences a mother’s figure; 5) unsure of the
duration of each feeding; 6) unsure of frequency of feeding; 7) unsure of the
best time for first feed; 8) unsure of colostrum meaning; and 9) agreed that
breast milk lacks of sufficient iron. Al-Jassir et al. (2003) reported that mother’s
beliefs regarding the necessity of stopping breastfeeding if pregnant was due to
advice from health professionals who said that breast milk is harmful when

mothers are pregnant.

Overall, this implies that mothers maybe knew that breast milk is better, but they
perhaps did not know the risks associated with using formula on infant health.
A study by Li, et al. (2007) investigated the differences between women’s
answers to two different questions: "Infant formula is as good as breast milk,"
and "feeding a baby formula instead of breast milk increases the chances the
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baby will get sick”. It was concluded that breastfeeding education should include
both benefits of breastfeeding and risks of formula at the same time. A review
by Stuebe (2009) reported that participants responded differently to questions
about the benefits associated with breastfeeding and the risks associated with

formula.

2.7. Baby Friendly Hospital Initiative (BFHI)

The Baby Friendly Hospital Initiative (BFHI) was launched by the WHO, and it
consists of ten steps which lead to successful breastfeeding. The initiative was
found to be effective in the establishment of breastfeeding; therefore, many
hospitals worldwide have adopted the BFHI (WHO, 2009). In lowa hospital it
was reported that the implementation of more steps is associated with higher
breastfeeding rates at discharge from hospitals (Lillehoj & Dobson, 2012).
Indeed, the implementation of the BFHI showed its effectiveness in promoting
and encouraging breastfeeding initiation, duration, and exclusivity regardless

the differences in the implementation of the ten steps of the BFHI.

In Brazil, an observational study by Braun et al. (2003) reported that the BFHI
has increased breastfeeding duration and exclusivity compared with non-BFHI
with two months median duration of exclusive breastfeeding among BFHI (58%)
participants compared to one month median duration of exclusive breastfeeding
among non-BFHI (30%) participants. A recent observational Brazilian study
reported that babies born in BFHI hospital were 1.36 times more likely to be
breastfeed during the first hour postpartum and 1.47 times more likely to be

exclusively breastfeed at the first day after discharge from hospital. In addition,
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the median duration of exclusive breastfeeding was significantly different
between babies born in BFHI hospital at 60.2 days compared with 48.1 days

among babies born in non-BFHI hospital (Venancio et al., 2012).

In Europe, an observational study conducted in 33 maternity units in Scotland
reported that infants born in BFHI hospital were 28% more likely to be
exclusively breastfeed at one week postpartum (Broad foot et al., 2007). The
mean breastfeeding rate increased by 11.4% in BFHI hospital compared with
8% in non-BFHI hospital between 1995 and 2002. In ltaly, a controlled non-
randomised study collected data in three phases (at discharge, three, and six
months postpartum) in different regions of Italy (Cattaneo, & Buzzetti, 2001).
Cattaneo and Buzzetti (2001) reported that the percentage of women who
exclusively breastfeed at discharge from hospital increased after the BFHI from
41% to 77% in group 1 (southern lItaly), and from 23% to 73% in group 2
(central and northern ltaly). Full breastfeeding at three months was increased
from 37% to 50% in group 1 and 40% to 59% in group 2, and at 6 months was

increased from 43% to 62% in group 1 and 41% to 64% in group 2.

Lastly, an observational study carried out in the United States (US) by recording
feeding outcomes of infants born in hospital at three different years (1995,
1998, and 1999) after the implementation of the BFHI (Philipp et al., 2001)
reported that the implementation of BFHI has increased breastfeeding initiation
rate, and its exclusivity among the American population. It was found that
breastfeeding initiation rates increased from 58% (1995) to 77.5% (1998) to
86.5% (1999) (Philipp et al., 2001). Furthermore, exclusive breastfeeding rates
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increased from 5.5% (1995) to 28.5% (1998) to 33.5% (1999) (Philipp et al.,
2001). A cross-sectional study with focused interviews in 29 BFHI hospitals in
the US compared breastfeeding records from the US national data with records
from the 29 BFHI hospitals. Twenty-eight BFHI hospitals out of 29 reported
about the breastfeeding initiation rate with mean of 83.8% in 2001 compared
with a US national data (69.5%) in 2011 (Merewood et al., 2005). In addition,
the mean rate of exclusive breastfeeding rate during postpartum hospitalization
was 78.4% in BFHI hospital compared with a national mean of 46.3%

(Merewood et al., 2005).

In Saudi Arabia, no study has yet been published about the effectiveness of the
BFHI on breastfeeding rates. A proposal was written to compare the
breastfeeding practice in subjects who delivered in BFHI hospital with others
who delivered in non-BFHI hospitals in Riyadh, capital of Saudi Arabia (Mosher
et al., 2011). A recent cross-sectional study by Mosalli et al. (2012) investigated
breastfeeding perceptions and attitudes in the International Medical Centre
(IMC), Jeddah, Saudi Arabia prior to the implementation to the BFHI. Mosalli et
al. (2012) found that the availability of free formula and the easy access for
using it while in hospital after birth was reported as a reason for early
introduction of formula. This may give the impression that there are no risks
associated with formula as long as the hospital provided it. Mosalli et al. (2012)
concluded that the findings of her study will provide guidance to correct

women’s misperceptions and negative attitudes mentioned above regarding
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breastfeeding reported in this study, and limit the access to the formula milk

during postpartum hospitalisation after implementing the BFHI.

2.8. The Theory of Planned Behaviour (TPB)

The Theory of Planned Behaviour (TPB) was developed by Ajzen, (1985) an
extension of the theory of reasoned action by Ajzen & Fishbein, (1980). The
TPB stated that the intention to do an action can be predicted accurately by
attitudes toward the specific action, subjective norms, and perceived
behavioural control, and that intentions predict the actual behaviour (Ajzen,

1991). Ajzen, (1991) defined the components of the TPB as following:

¢ Intentions defined as “intention to perform a given behaviour”.

e Attitudes defined as “attitudes toward the behaviour”.

e Subjective norm defined as “perceived social pressure to perform or not
perform the behaviour”.

e Perceived behavioural control defined as “the perceived ease or difficulty
of performing the behaviour and it assumed to reflect past experience as

well as anticipated impediment and obstacles”.

The TPB was found to be an accurate and valid conceptual framework to
predict the human health related behaviour (Ajzen, 1991; Armitage & Conner,
2001). The TPB has been used as a conceptual framework and found to be
valid in predicting mother’s behaviour toward breastfeeding (Avery et al., 1998),
as well as initiation, duration, and continuation (Giles et al., 2007). Bai et al.

(2010) in prospective study in the US found that the attitudes and subjective
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norms are better predictors of intentions than the perceived behavioural control.
However, there is a significant positive correlation between intentions and

actual exclusive breastfeeding duration.

In Scotland 203 women were interviewed during postnatal hospitalisation and
posted after 6 weeks postpartum. There was significant relationship between
women’s feeding intention and behaviour (p < 0.001). Furthermore, the model
was found to be a significant predictor of feeding practice (p < 0.001). It was
found that subjective norms have a significant role in determining breastfeeding
initiation and continuation. The views of the women’s partner, parents, and
midwife were fundamental for them. Discontinuation of breastfeeding was
found to be associated with a social pressure that favoured bottle-feeding

(Swanson, & Power, 2005).

However study by Wambach. (1997) used casual modelling to test the TPB
ability to predict breastfeeding outcomes. One hundred thirty-five mothers in
the last trimester were recruited using a convenience sampling procedure.
Prenatal measurements were breastfeeding attitudes, intentions, subjective
norms, and perceived behavioural control. The postnatal measurements were
breastfeeding duration between four and six weeks postpartum, and
breastfeeding problems. The results of the study found that attitudes and
perceived behaviours were positively associated with breastfeeding duration.
However, breastfeeding intentions were a weak predictor of breastfeeding

duration.
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Indeed, the TPB it has been used as a conceptual framework in many studies

investigated about breastfeeding, and it was found valid and reliable.

2.9. Summary

The Baby Friendly Hospital Initiative (BFHI) has been found to be effective in
increasing breastfeeding duration and exclusivity worldwide, however, in Saudi
Arabia no published study found about the effectiveness of the BFHI. There is
a dramatic reduction in breastfeeding rates after such high initiation rates
among Saudi women. The early introduction of formula makes the mixed-
feeding the most popular feeding method used among the Saudi population.
The most frequent reason reported for the early introduction of formula milk or
cessation of breastfeeding was insufficient milk followed by medical and life-
style factors.  Therefore, increasing Saudi women’s confidence about
breastfeeding, educating women about importance of exclusivity of
breastfeeding may help. Younger, employed, and higher-educated women
were found to be less likely to breastfeed therefore a greater effort probably is

required with those women.
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The principle aim of this study is to investigate factors influences breastfeeding

practice in the first month after birth.

The Theory of Planned Behaviour (TPB) is used as a conceptual framework to
design this study. The TPB suggests that intention predicts behaviour, and that
intention is predicted by attitudes, subjective norms, and perceived behavioural
control (Ajzen, 1991). In this study concepts of the TPB were addressed as

follows:

e Intentions
e Attitudes
e Subjective norms

e Perceived behavioural control
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CHAPTER 3: METHODS

The study design was a longitudinal study of infant feeding practice with data
collection at birth and one month postpartum from one non-registered BFHI
private hospital and one non-BFHI private hospital in Jeddah, Kingdom of Saudi
Arabia (KSA). There are no public BFHI hospitals in Jeddah, but two private
hospitals have implemented BFHI polices but not registered as BFHI. These
non-registered BFHI hospitals are Soliman Fakeeh (SF) hospital and the
International Medical Centre (IMC) but only SF allowed investigator to recruit
subjects at their hospital. The SF hospital has adopted 6 steps of the 10 steps
which are: train all health workers, inform all pregnant about the benefits of
breastfeeding, show mothers how to breastfeed, only give infant breast milk,
practice rooming-in, and give no artificial teats or pacifiers. In this thesis the SF

hospital will be referred to as BFHI and SGH as non-BFHI.

3.1. Sample selection

Women who gave birth at two private hospitals, (SF) as a baby friendly hospital,
and the Saudi Germany hospital (SGH) as a non-baby friendly hospital in
Jeddah, KSA between 25 September, 2012 and 20 October, 2012 were asked
to participate in the study. Women who met the following criteria were

excluded:

e Women who gave birth to multiples

e Women who did not plan to breastfeed
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e \Women who experience premature birth (before 37 weeks)

¢ Women who delivered to baby with congenital abnormalities

e Women who did not speak either Arabic or English

The supervisor of the breastfeeding education unit at the BFHI hospital did an
orientation for the investigator to present her research to the nursing staff and
asked them to assist and help her access the patients in the postnatal wards,
who are distributed across two floors. Only one floor of postnatal ward was
available and so women were recruited from it (included 2/3 of room in

postnatal ward).

At the non-BFHI hospital there was no breastfeeding educator or postnatal
ward. Women who gave birth were distributed across all floors of the hospital.
The head nurse of each floor helped the investigator get access to room
numbers of postnatal patients. Subjects were recruited from both hospitals
daily by the same investigator and all patients in the non-BFHI hospital were
asked to participate. However, in the BFHI hospital the number of deliveries
was high and the investigator was not able to invite all patients and used
systematic subject selection. Therefore, the first 10 or 12 patients were

interviewed daily in the BFHI hospital.

3.2. Instrument

Two semi-quantitative questionnaires were used (see appendixes 2- 5), one at
baseline and another at one month postpartum. Both English and Arabic

guestionnaires were used depending on the women’s spoken language.
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The baseline questionnaire had eight topics:

Questions on birth and initial feeding.

e Questions on breastfeeding support and discouragement.

e Questions on current feeding practice and future feeding plans.

e Questions on breastfeeding knowledge and sources of breastfeeding

information.

e Questions from the Breastfeeding Self-Efficacy Scale Short Form (BSES-

SF) (Dennis, 2003).

e Attitudes Questions from the lowa Infant Feeding Attitude Scale (IIFAS)

created by De la Mora et al. (1999).

e Questions about other children and previous breastfeeding experience.

Demographic characteristics.

The one month postpartum questionnaire had three sections:

e Current feeding method and future plans.

e Support and discouragements with breastfeeding.

e Questions from the Breastfeeding Self-Efficacy Scale Short Form

(BSES-SF) (Dennis, 2003).
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Definitions used for breastfeeding are:

Exclusive breastfeeding: infants are feed with only breast milk, not
given any water, formula, and any other food or drinks for the first 6
months of life, but are allowed to receive Oral Rehydration Salts (ORS),
drops and syrups, vitamins, minerals and medicine.

Full breastfeeding: Infants are feed with only breast milk, with a minimal
amount of water or prescribed medicine, but have not been given any
other food or drinks within the past 24 hours.

Predominant breastfeeding: Infants are feed with breast milk (including
milk expressed or from a wet nurse) as the predominant source of
nourishment, and also receive liquids (water, and water-based drinks,
fruit, juice, oral rehydration solution), ritual fluids, and drops or syrups
(vitamins, minerals, medicines), but are not given any food or formula.
Mixed-feeding: Infants are feed with some breast milk, and have had
some infant formula or other solids within the past 24 hours.

Exclusive formula feeding: Infants are not receiving any breast milk
and have been fed with infant formula or other alternatives such as solid

food within the past 24 hours.

3.2.1. Attitudes scale

The lowa Infant Feeding Attitude Scale (IIFAS) was developed by De la Mora et

al. (1999) to be a valid and reliable assessment of mothers’ attitudes towards

infant feeding and has been used in many studies conducted globally (Tappin et

al., 2006; Wallis et al.,, 2008; Ho, & McGrath, 2011). The original IIFAS
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qguestionnaire created by De La Mora (1999) consisted of 17 questions that
addressed areas such as nutrition, cost, sexuality, infant bonding and

convenience.

The IIFAS was translated, tested, used, and found to be a valid and reliable
method to be used among the Saudi mothers to predict mother’s intentions
regarding feeding infants by Al-Madani et al. (2010). Al-Madani et al. (2010)
used 16 questions from the original 17 questions scale developed by De la
Mora et al. (1999) excluding one question that asked about alcohol
consumption, which is forbidden in Saudi community because it is an Islamic
country. Al-Madani et al. (2010) added more five questions to the original 16
guestions resulting in 21 questions. In the current study the IIFAS questions,

Arabic version was used.

In this study, ten questions of the IIFAS (Arabic form) were not used; 2)
Formula-feeding is more convenient than breast-feeding, this question is asked
in two ways at the IIFAS and only the wording that supported breastfeeding was
used in this study; 3) Breast-feeding increases mother-infant bonding; 4) Breast
milk is lacking in iron; 7) Mothers who formula-feed miss one of the great joys of
motherhood; 13) Breast milk is more easily digested than formula, these
questions were not used to avoid repetition because it's about mothers
breastfeeding knowledge and an open ended question about their knowledge
was included in this study; 5) Formula-fed babies are more likely to be overfed
than are breast-fed babies; 10) Breast-fed babies are more likely to be overfed
than formula-fed babies, these two questions were not used because are not
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relevant to this study, 12) Breast milk is the ideal food for babies; 16) Breast
milk is less expensive than formula; 17) A mother who drinks alcohol once a
week should not breast-feed her baby, this question was not used because in
Saudi Arabia alcohol is forbidden. Only seven questions from the scale were
used; 14) Formula is as healthy for an infant as breast milk; 9) Breastfed babies
are healthier than formula fed babies; 1) The benefits of breast milk last only as
long as the baby is breast fed; 8) Women should not breastfeed in public places
such as restaurants; 6) Formula feeding is the better choice if a mother plans to
work outside the home; and 11) Father feels left out if a mother breastfeeds; 15)
breastfeeding is more convenient than formula feeding. Two additional
guestions were added based on misperceptions found in studies done among
Saudi university students (Bella, 1997 & 1998): 8) a heavier baby is a healthier
one; and 9) breastfeeding affects a women figure negatively. Furthermore, a
recent Saudi study reported that 25% of women delivered in the International
Medical Centre (IMC) in Jeddah, Saudi Arabia believed that breastfeeding

affects breast shape negatively (Mosalli et al., 2012).

Overall, the attitudes scale in this study included 9 questions; a response of
‘agree’ is positive for some and for others negative. Scores ranged between 1

(strongly disagree) and 5 (strongly agree).

3.2.2. Breastfeeding Self-Efficacy Scale (BSES)

The breastfeeding self-efficacy scale (BSES) was created in 1999 by Cindy-Lee
Dennis and it consisted of 33 questions. Then, in 2003 the Breastfeeding Self

Efficacy Scale was shortened to form the Breastfeeding Self-Efficacy Scale
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Short Form (BSES-SF) by Dennis in 2006 and involved 14 questions. Each
guestion uses a five point Likert scale in which scores range from one (not at all
confident) to five (very confident). The scale was designed to measure
women’s confidence in her ability to breastfeed her baby. The BSES has been
used in other countries and has been translated to different languages including
Chinese (Dai et al., 2003), Japanese (Otsuka et al., 2008), Spanish (Molina et
al., 2003) and Turkish (Tokat et al, 2010) and has proven its validity to predict
breastfeeding outcomes. However, there is no published evidence of its use
among Saudi mothers. Permission was obtained from BSES designer Dr
Dennis via e-mail, and agreement was given upon semantic equivalence and

cultural appropriateness when translating the scale.

3.2.2.1. Translation of BSES

The BSES-SF was translated into Arabic language by using a back translation
method. Back translation is a recommended method to ensure semantic
equivalence, which means that the meaning of each question remains the same
after translation to the targeted language (Arabic) (Brislin, 1970). The back
translation was done as follows: first, BSES-SF was translated into Arabic by
three bilingual people (the investigator and two other people with expertise in
the field). Second, the Arabic version was back translated to English by
bilingual non-experts in the field who did not have any idea of the original

English version of the scale.
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3.2.2.2. Pretesting of BSES

The Arabic version of the BSES was pre-tested among two Arabic speaking
pregnant women. All BSES statements were clear to the women except for two
guestions ‘I can always continue to breastfeed my baby for every feeding’ and ‘I
can always manage to keep up with my baby’s breastfeeding demands’ ( S«
iy JS 4 il gl ) 8 il o Ll Agmadal) delia ) e ids cilillaie e aliadl) Lailay qlaial),
The two questions were unclear because they were very brief due to the back
translation, and therefore needed more explanation to show the meaning of it.
Therefore during later interviews, each woman was provided with an additional

verbal explanation.
3.2.3. Pretesting

The English and Arabic versions of the entire questionnaire were both pre-
tested among three English-speaking women and four Arabic-speaking women
who had children. The questionnaire took between 15 and 20 minutes to be
finished. All questions were clear for them and no difficulty was found except

for the 2 statements from the BSES as mentioned in section 3.2.2.2.
3.3. Ethical consideration

Low risk ethical notification was filed with the Massey University Human Ethics
Committee and ethical approval was received from King Abdul-Aziz University
Human Ethics Committee, and Suliman Fakeeh Hospital Research Ethics
Committee. Permission to interview patients was obtained from authorised

hospital staff at each hospital.
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Each woman was given an information sheet explaining about the study (see
appendix 6 and 7). If she agreed to participate, she signed a consent form (see
appendix 8 and 9). At end of the interview, the participants were asked by the

investigator if they were willing to be interviewed via a phone call at one month.

Each participant was given a code to ensure confidentiality of their names.
Subjects’ codes were used in the questionnaire instead of the subjects’ names.
Matched subject’'s names with their codes were kept in a secure locked drawer

and only the investigator and supervisor had access to this information.

3.4. Data collection

The baseline interview was a face-to-face interview which took place at the
hospitals either at the same day or the day after delivery for vaginal delivery and
after two or three days for caesarean section delivery. All subjects were
interviewed by the investigator, and the interview took between 15-20 minutes.
After completing the interview, each woman was thanked for her participation
and given a breastfeeding scarf as a gift to appreciate her for cooperation.
Thereafter, every woman was asked if she was willing to be contacted after one
month for a follow-up interview and a preferred time of the day to be called was

arranged.

The one month postpartum interview was conducted via phone calls by the
investigator and a trained interviewer and took approximately 10 minutes to be
completed. Phone calls were made at the time the women suggested when

they were asked about the follow-up questionnaire. Calls were repeated at
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different times on the same day or on different days if women did not answer
the phone. Calls were also repeated if women picked up the phone and were
busy and asked to be contacted at different time. At the beginning of each call,
a friendly chat between the investigator and mothers was done to establish
rapport, then the interview questions were asked regarding breastfeeding status
and the breastfeeding method she had been using since discharge from

hospital until the recent moment.

3.5. Data management

All questions were coded and entered into the Statistical Package for Social
Science (SPSS) dataset. The attitudes scale included both negative and
positive questions, so a reverse code ranging from one to five points was used
when required. The BSES was all positive questions ranging between one and

five points.

3.5.1. Coding

Close ended questions (1, 2, 3, 3al, 4, 5, 6, 7, 8, 9, 10, 17, 18, 20, 21, 22, 27,
28, 30, 31, 32) were either coded by 0= no and 1= yes if it is close ended
guestion that has two answers (yes/ no) or coded by giving sequence of number

1, 2, 3, if has more than two answers.

Open ended questions included:

e \When infant first received breast milk?
e Why infant was introduced to formula?

e What kind of problems the mother had initiating breastfeeding?
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How women received breastfeeding support?

e When women were planning to introduce solids for their infants?

e Why women plan to stop breastfeeding before 2 years?

e How mother knows when to feed her infant?

e What she can do to ensure that her infant is getting enough milk?

e What the important factors mothers put in mind when choosing feeding
method?

e What breastfeeding information mother received during pregnancy?

Coding of answers of open ended questions was done by looking at all the

women’s answers first, and with reference to the literature.

The time when the baby first received breast milk was coded after looking at all
the times reported by mothers, which were then were categorised as follows:
less than one hour postpartum, after one hour postpartum, after two hours
postpartum, after three hours postpartum, after four hours postpartum, after 5-
10 hours postpartum, after 11-20 hours postpartum, after one day, and after two
days postpartum, and did not breastfeed her baby yet at the time of the

interview.

Women’s reasons for introducing formula were categorised as: maternal
fatigue, not enough milk, no milk, mother wanted to use formula, maternal
sickness, baby cannot latch on, baby sickness, baby refuses mother’s breast,
baby was not satisfied with only breastfeeding, and hospital policy to give

formula.
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Problems associated with initiating breastfeeding were categorised as:
nutritional, sucking, latching on, positioning, baby refusing mother breast,
maternal fatigue, and medical problems. The grouping was done similarly to
the study done by Li et al. (2008) among Australian women, except that Li
combined sucking and latching on problems in one group. Also maternal

fatigue was a response found in this study, but not by Li et al. (2008).

Responses to the types of support received were categorised as: emotional,

practical, or information as suggested by Noel-Weiss et al. (2006).

Reasons for planning to stop breastfeeding before two years were categorised
similarly to the study conducted by Li et al. (2008) but with the addition of the
‘previous experience’ factor. Categories are: psychological, nutritional, medical,
life-style, previous experience, and self-weaning reasons. For example, the
nutritional factors included breastfeeding does not satisfy the baby, the baby
refuses food if continuing to breastfeed longer than a year, and mothers not

having enough milk supply.

Knowing when to feed her infant was categorised into: on demand feeding;
scheduled feeding with frequency of every two hours, every three hours or

every four hours; when baby cries; or when the mothers feel her breast full.

Ways to know that her infant was getting enough milk was categorised into:
when baby stops crying, baby excretes between two and five times a day, baby

is putting on weight, baby sleeps, baby burps, or baby leaves the breast.
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The important factors behind a mother’s decision about feeding methods were
categorised as: baby health, mother health, life-style, breast milk factors,
formula factors, breast milk supply factors, baby’s behaviour, mother’s

behaviour, religious reasons, and bonding.

Data then was cleaned after being input into SPSS to ensure that it was

correctly entered and no data was missing.

3.6. Data analysis

Data was analysed using SPSS version 20 with significance at P value < 0.05.
A Chi-square test was used to test the difference between expected and
observed frequencies (Kaps & Lamberson, 2009). The Bonferroni test is a
multiple-comparison correction that was originally developed by Holm 1979
(Cabin & Mitchell, 2000) and used when several dependent or independent
statistical tests are being performed simultaneously to prevent false positives
(Weisstein, 1999-2013). Chi-square test was not carried when the group
included less than 5 women. In some cases, when applicable some data was
combined to carry out the Chi-square test, such as nationality groups, to
eliminate expected values less than five. So for example, the nine nationalities
included in the study were grouped into three categorised groups: Saudi
women, Egyptian women and Others (including all other nationalities which
consisted of one or two people from each nationality). Feeding methods in
some cases were combined and regrouped into three categories instead of four

by combining exclusive and predominant breastfeeding together.
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With continuous data, in some cases the score was categorised to be able to
carry out Chi-square test; for example the sum of BSES score was grouped into
three categories: women who got scores between; 1) 70 and 56 ; 2) 55- 42; and

3) 41- 28.

One-way ANOVA and a T-test were used to test continuous normally distributed
variables such as attitudes and BSES. First, the sum of each scale was
calculated. Then, data was tested to find if it was normally distributed by using

SPSS normality plots. If the data was normal parametric tests were used.

Logistic regression was used to analyse the relationship between multiple
independent variables and dichotomous dependent variables (feeding
outcomes at 1 month postpartum) (Sweet & Grace-Martin, 2008). In this study
logistic regression with Cl 95% and significance at P value < 0.05 was set.
Stepwise regression follows an automatic selection of independent variables
which can be done by forward selection, backward selection or bidirectional
elimination. In this research, a forward Wald stepwise regression was used to
find the best statistical model by starting with no variables in the model, and
then adding each variable that improved the model the best, and repeated this

process until none improves the model (Sweet & Grace-Martin, 2008).
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CHAPTER 4: RESULTS

One hundred and seven women were approached and 102 women (52 from
BFHI hospital and 50 from non-BFHI hospital) agreed to participate in the study
and were interviewed for the baseline questionnaire. This is a 95.3% response
rate, with three women from BFHI hospital and two from non-BFHI hospital
refusing to participate in the study because either they felt tired or they did not

“have time”.

At the one month postpartum phone interview, 24.5% of the participants
dropped out leaving 77 (36 from BFHI and 41 from non-BFHI) participants. The
25 participants who did not participate at the one month postpartum phone
interview, dropped out for the following reasons: three participants had switched
off their mobiles even when called at different times; nine participants did not
answer phone calls even when contacted many times at different times of day;
the husbands of nine participants did not allow the investigator to talk with their

wives; and the wrong phone number was recorded for the remaining four.

4.1. Baseline sample description

The baseline data was collected during postnatal hospitalisation (normal
delivery during first 24 hours and caesarean between 2 and 3 days post-
delivery). Baseline sample consisted of 102 women who met the study criteria,
including 52 women who gave birth in a BFHI hospital and 50 who gave birth in
a non-BFHI hospital (see table 4.1). The sample included 64 Saudi women and

38 non-Saudi women. The non-Saudi subjects consisted of nine different
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nationalities: Egyptians, Syrians, Jordanians, Palestinians, Yemenis,
Moroccans, Somali, Tanzanian, and Sudanese. There was an association
between participant’s nationality group and type of hospital attended (p= 0.001).
Saudi women counted for 73% of BFHI patients compared with 52% in the non-
BFHI hospital. Furthermore, the majority (94%) of Egyptian women attended

the non-BFHI hospital and only 1 attended the BFHI hospital.

Table 4.1: Subjects distribution in both hospitals by their nationalities

BFHI Non-BFHI Total
N=52 N=50 N=102
N % N % N %
Saudi 38, 73.1 26 52.0 64 62.7
Egyptian il 1.9 15, 30.0 16 15.7
Others 13, 25.0 9, 18.0 22 21.6
Total 52 100 50 100 102 100

Each subscript letter denotes a subset of hospital categories whose proportions do not
differ significantly from each other at the.05 level.

Women involved in the study were aged between 17 and 46 years old, and the
most common age was between 26 and 30 years old (35.3%) (see table 4.2).
Young women (<25 years) were 3 times more likely to give birth in BFHI
hospital (X*= 10.356, p= 0.006).

Table 4.2: Age of participants

BFHI Non-BFHI Total
N=52 N=50 N=102
N % N % N %
<25 years 22, 42.3 9, 18 31 30.4
26- 30 years 19, 36.5 17, 34 36 35.3
>30 years 11, 21.2 24, 48 35 34.3
Total 52 100 50 100 102 100

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.
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The majority of the women were housewives (74.5%), graduated from university
(61.8%), married (100%) and non-smokers (92.2%) (see table 4.3). About one
third of the participants’ family income was between 5000- 8000 SR per month
(NZ$1613- 2580) (see table 4.3). However, there was no difference in family

income between two hospitals (p= 0.487).

Table 4.3: Education level, occupation, and family income of participants

BFHI Non-BFHI Total
N=52 N=50 N=102

Occupation
working full time
student
housewife

other

Smoking
Non-smokers
smokers

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.
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The education level was similar between the two hospitals as illustrated in Table
4.3 (p= 0.924). The number of working mothers who gave birth in non-BFHI
hospital was higher than in the BFHI (X?= 15.61, p< 0.0001) and the BFHI

hospital included more students (see table 4.3).

More women gave birth via caesarean delivery in the non-BFHI with 70%, as
compared to 42% in the BFHI hospital (X?= 7.92, p= 0.005). The percentage of
baby boys and girls was similar in both hospitals (p= 0.820) (see table 4.4).
There was no association between parity and hospital type (p= 0.116).
Furthermore, there was no significant difference between numbers of children

raised by multiparous women in both hospitals (p= 0.071).

Table 4.4: Parity, delivery mode, baby’s gender and number of children of participants

BFHI Non-BFHI Total
N=52 N=50 N=102

| | | |
______
Multiparous | 32, | 615 | 38, | 76 | 70 | 69 |

Deliverymode | | | .
| | | |
| | | |
boy | 29, | 56 | 29, | 58 | 58 | 57 |

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.

Overall, the sample consisted of 52 women at BFHI and 50 at non-BFHI.

Around 63% of the sample were Saudi women, the common age was between
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26 and 30 (35.3%), and most women had a university undergraduate degree
(61.8%). In addition, the majority of women were multiparous (69%), and most
women delivered via caesarean section (56%). Women at BFHI hospital were
younger and more likely to be students, of Saudi nationality, and to give birth via

vaginal delivery.
4.1.1. Infant feeding in hospital
4.1.1.1. First food given to infant

Overall, forty one percent of infants were given breast milk as the first nutritive
substance, while the remaining 59% received infant formula. There was a
substantial difference between the BFHI and the non-BFHI (X?= 55.96, p<
0.0001) with only 2 (4%) infants in the non-BFHI given breast milk first
compared with 77% of the infants in BFHI (see table 4.5.). Eighty one percent

of participants in this study had initiated breastfeeding by time of the interview.
4.1.1.2. Changes in feeding method while in hospital

Around half of the infants who were breastfed initially were introduced to
formula while in hospital and 68% of those first given formula were
subsequently breastfed (see table 4.5). Thus, at time of interview median one
day (range 0- 4) 81% of infants had been breastfed, and 59.8% of infants had

received at least one feed of formula.
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Table 4.5: Infant feeding in hospital

BFHI Non-BFHI Total
N % N % N %
First food

Breast milk 40, 77 2 4 42 41
Formula added after 19 47.5 1 50 20 48

first given breast milk
Formula 12, 23 48, 96 60 59
Breastfeeding added 11 92 30 62 41 68

after first formula
Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.

The reasons for introducing formula as a first substance are described in table
4.6 below. Hospital policy to give formula and maternal fatigue were the most
frequent reasons for introducing formula as first nutritive feed (34%). The
hospital policy to give formula was only reported among women who gave birth
in non-BFHI hospital. Other common reasons for first introducing formula were:

no milk and insufficient milk supply (25%), and baby sickness (11%).

The reasons reported for introducing formula in addition to breastfeeding were:
not enough milk (45%), followed by maternal fatigue (30%), baby cannot latch
on (10%), baby not satisfied with only breastfeeding (10%), no milk (10%),
mother’s decision to use formula (5%), baby sickness (2.5%), and baby refused
mother breast (2.5%). Hospital policy to give formula was only mentioned
among women who attended the non-BFHI hospitals (N=2) (see table 4.6.).
Beliefs that women do not have enough milk (12.5%) and no milk (12.5%) were

found among women in both types of hospital.
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The median for timing for starting breastfeeding among the first breastfed
infants (N=42) was 3 hours (figure 4.1) except for one woman who delayed

initiation to one day postpartum due to a complication (water in lungs) during

delivery.
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Figure 4.1: Timing of starting breastfeeding among infants whose first feed was breast milk
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While, timing of starting breastfeeding among first formula fed infants (N= 60)
was delayed e.qg. after five hours post-delivery and increased up to one day or
more as shown in figure 4.2 (median= 11-20 hours). The median for the timing
for starting breastfeeding in BFHI hospital was three hours, and in non-BFHI 11-

20 hours postpartum.
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Figure 4.2: Timing of starting breastfeeding among infants who were first fed formula
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Table 4.6: Reasons for introducing formula while in hospital

Breastfeed first Formula feed first Total

N | % | N | % | N | % | N | % | N | % | N | % | N | % |

*some women gave > 1 reason
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4.1.2. Problems initiating breastfeeding

Around 60% of women reported having problems initiating breastfeeding with
the new baby, and there was no difference between hospitals (p= 0.169). Of
the women who had problems, sucking (51%), latching on (34%), and
positioning (21%) problems, which all can be named as practical problems,
were the most highly reported problems associated with breastfeeding the new
baby in both hospitals (see table 4.7.). The next most common problem was

maternal post-delivery fatigue (19.3%).

Table 4.7: Problems associated with initiating breastfeeding

BFHI Non-BFHI Total
N=52 N=50 N=102

Women who have problems
initiating breastfeeding

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.

*Some women had > 1 type of problem

4.1.3. Support for breastfeeding while in the hospital

Seventy-four percent of women received postpartum breastfeeding support with

their new baby while in hospital; this was more common for women in the BFHI
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hospital (X°= 12.15, p< 0.0001) (see table 4.8). Women in the non-BFHI
reported more support from mothers, friends, husband, and relatives, whereas
women in the BFHI got more professional support from doctors, nurses and
lactation consultants (p< 0.0001). Types of help provided included: practical,

information and emotional help (see appendix 11).

Table 4.8: Help received to breastfeed while in hospital

BFHI Non-BFHI Total
N=52 N=50 N=102
N % N % N %
Help with breastfeeding* 46, 88.5 29, 58 75 74
Professional help 45, 86.5 16, 32 61 59.8
Family and friend help e 13.5 27y 46 30 29.4

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.

*Some women received both type of help

Sixty-one women (59.8%) reported receiving professional breastfeeding help
from hospitals such as proper positioning and attachment, and the majority of
women in the BFHI hospital (86.5%) received this type of help compared to
32% in the non-BFHI hospital. It is the policy in the BFHI hospital to give help to
all women postnatal breastfeeding support, but some of the multiparous women
declined when help was offered. However, in the non-BFHI hospital, the
hospital policy is to only offer routine practical help and information about
breastfeeding to primiparous women, of whom there were 12 in the sample, a

further 4 women in the non-BFHI hospital asked for help.

4.1.4. Breastfeeding practice while in hospital

At time of interview in hospital (median= one day) 47% of women were mixed-

feeding, 36.5% of women who had delivered in the BFHI hospital and 58% of
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women delivered in non-BFHI hospitals as shown in Table 4.9. There is a
statistically significant association between feeding method and type of
hospitals (p< 0.0001) with exclusive breastfeeding more common in BFHI
hospital (40%) while the majority of women in non-BFHI hospital were mixed-

feeding (58%).

Table 4.9: Breastfeeding practice at time of first interview in hospital

BFHI Non-BFHI Total
N=52 N=50 N=102
N % N % N %

Exclusive 21, 40.3 1, 2 22 21.5
Full 8a 15.3 2 4 10 9.8
Predominant 3. 5.7 0. 0 3 2.9
Mixed-feeding 19, 36.5 29, 58 48 47
Exclusive formula 1. 1.9 18, 36 19 19

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.

4.1.5. Breastfeeding plan for the coming 12 months

Mixed-feeding was the most common method women planned to use for the
first year of their infant’s life (figure 4.3). The percentage of women who
planned to exclusively breastfeed was higher and statistically significant in the
BFHI group compared with the non-BFHI at one week (52% vs. 22%) (p=
0.011), and one month (44% vs. 18%) (p= 0.029), but not significant at three
months (31% vs. 14%) (p= 0.217), and six months (27% vs. 10%) (p= 0.077)
(see figure 4.3). It is clearly illustrated in figure 4.3 that the number of women
who planned to exclusively breastfeed decreased as the infant gets older, with
37% planning to exclusively breastfeed at one week, 31% at one month, 23% at
three months, and 19% at six months.
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Figure 4.3: Feeding methods planned up to 12 months
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Most women planned to introduce solids when their infants reached the age of
six months (47%) or four months (29%) (see table 4.10). There is no

association between plans to introduce solids before six months and the

hospital where the baby was born (p= 0.100).
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Table 4.10: When mothers plan to introduce solids

BFHI Non-BFHI Total

N % N % N %
Do not know 1 2 0 0 1 1
2 months or before 1 2 1 2 2 2
3 months 0 0 3 6 3 3
4 months 10 19 20 40 30 29
5 months 6 11 3 6 9 9
6 months 28 54 20 40 48 47
7 months 3 6 1 2 4 4
8 months 3 6 1 2 4 4
after more than a year 0 0 1 2 1 1
Total 52 50 102 100

When mothers planned to stop breastfeeding is shown in Table 4.11. The
median duration for continuing breastfeeding in this study was 18 months.
Almost half of the women (47%) were planning to continue breastfeeding until
two years, which is the Quran and Hadith recommendation in addition to the
WHO optimal breastfeeding period (Al-Jassir, 2006, WHO, 2001). The number
of mothers who planned to stop at two years was almost the same in both
hospitals (p= 0.811). About 29% of women in BFHI hospital planned to stop
breastfeeding at one year compared with 10% in non-BFHI hospital. But 26%
of women in non-BFHI hospital planned to stop breastfeeding gradually
between 1 %2 and 2 years compared with 9% women in the BFHI hospital. Data
were collapsed into categories as follows: two years; between one and a half
and two years; seven months to one year; and up to six months to be able to
carry out the Chi-square test. This showed a significant difference between

hospitals (p= 0.029).
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Table 4.11: When mothers will stop breastfeeding

N
Do not know 2
2 years 23
11/2 year- 2 years 5
7 months- 1 year 17
< 6 months 4
when the baby stop 1
Total 52

%

4
44
9
33
8
2

100

Non-BFHI
N %
1 2

25 50
13 26
6 12
5 10
0 0
50 100

Total frequency

N %
3 3
48 47
18 18
23 23
9 9
1 1
102 100

Mothers reported reasons why they expected to stop breastfeeding before two

years including: self-weaning (39%), nutritional (22%), psychological (15%), life-

style (9%), medical (6%), and previous experience factors (2%). Self-weaning

factors, which included baby having teeth and starting to bite, and baby was old

enough were the most frequent reasons given by mothers planning to stop

breastfeeding before 2 years. Nutritional factors, which included breastfeeding

does not satisfy baby, baby refuses food if continuing to breastfeed longer than

a year and not having enough milk supply were also frequently reported by

mothers (see table 4.12). One young mother (aged 17 years old) when asked

about why she would like to stop breastfeeding at 6 months reported that “I am

doing like what others have been doing”.
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Table 4.12: Reasons for intent to stop breastfeeding before 2 years

BFHI Non-BFHI Total frequency
N=29 N=25 N=54
N % N % N %

Psychological factors 6 20 2 8 8 14.8
Nutritional factors 7 24 5 20 12 22
Medical factors 0 0 3 12 3 5.5
Self-weaning factors 12 41 9 36 21 38.8
Life-style factors 5 17 0 0 5 9
Previous experience 1 3 0 0 1 2

*Some women gave > 1 reason

4.1.6. Knowledge

Women in the study reported different markers which guide them to know when
to breastfeed their infants, including: “on demand”, when the baby is crying,
when she feels her breast is full and scheduled feeding. Scheduled feeding
was the most frequent way mothers reported knowing when to breastfeed
(53%); with 2 hourly being most common (39%) (see table 4.13). Interestingly
50% of women in the BFHI hospital reported breastfeeding every 2 hours, which
is what the breastfeeding educator at the hospital advised women to do to know

when to breastfeed the baby which is not recommended by the BFHI.

Table 4.13: How women know when to breastfeed

BFHI Non-BFHI Total frequency
N=52 N=50 N=102
N % N % N %
On demand 12 23 7 14 19 19
When baby cries 12 23 21 42 33 32
Time
Every 2 hours 26 50 14 28 40 39
Every 3 hours 2 4 11 22 13 13
Every 4 hours 1 2 0 0 1 1
When mother’s feel 1 2 2 4 3 3
breast full

*Some women gave > 1 respose
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When women were asked about how she could identify that her baby was
getting enough milk, different answers were reported as shown in table 4.14.
The most common response were that baby relinquishes nipple (53%) followed
by baby falls to sleep (27.5%). Only a few mothers (all at the BFHI) reported
baby passing urine or faces, and putting on weight as markers helping her to
know that baby is getting enough milk. Women who knew this information said

that they had asked the lactation consultant for it.

Table 4.14: How women know that their baby is getting enough milk

BFHI Non-BFHI Total frequency
N=52 N=50 N=102
N % N % N %
Baby stop crying 1 2 0 0 1 1
Baby sleep 12 23 16 32 28 27.5
Burp 3 6 4 8 7 7
time 5 10 1 2 6 6
Baby waste
Urinary about 8/ day 1 2 0 0 1 1
Defecate 2-5/ day 6 12 0 0 6 6
Stop sucking
Relinquishes nipples 21 40 28 66 54 53
Stop sucking 1 2 0 0 1 1
Spill milk 2 4 0 0 2 2
Baby put on weight 4 8 0 0 4 4
Do not know 6 8 5 10 11 11

*Some women gave >1 sign

About three quarters of women (71.5%) knew the WHO recommendation for the
recommended exclusive breastfeeding duration and timing to introduce solids
(i.e. 6 months postpartum) (table 4.15). Women in the BFHI hospital were more
likely to give the right answer (p= 0.034). Women who knew the

recommendation were 3 times more likely to plan to introduce solids at 6
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months (X?= 29.19, p< 0.0001). But a sizable portion (31%) of those who knew

the recommended age intended to introduce solids before then.

Table 4.15: Association between knowledge about WHO recommendation regarding
complementary feeding and plans to introduce solids

WHO recommendations as believed by

women
When plan to <6 months 6 months >6 months Total
introduce solids 22 | 215% 73 | 715% | 7 | 6.8% | 102 | 100%
N % N % N % N %
SOl 18 | 82 | 23 | 32 | 3 | 43 | 44 | 43
A el I 3 | 14 | 44 | 60 | 1 | 14 | 48 | 47
= OICIiie 1 | 4 5 | 7 | 3 | 4 | 9 9
Do not know 0 0 1 1 0 0 1 1

The important factors behind a mother’s decision to breastfeed, mix feed, or to
use formula are shown in table below (see table 4.16). The baby’s health
(63%), breast milk factors (39%), life style (25%), and mother health factors

(19%) were the most frequent factors reported by mothers.

Women gave many reasons to breastfeed their infants which were categorised

as follow;

Baby health factors which make mothers choose to breastfeed included:
‘“immunity”, baby health in general, “breastfeed babies are smarter’. A
breastfed baby who does not put on weight was reported as a baby health

factor which made mothers use mixed-feeding.

Mother health factors mentioned by mothers include: that “breastfeeding help
me to lose weight”, protect from cancers, “help uterine contractions” (as factors

encourage women to breastfeed), whereas breastfeeding being painful for them
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and “I want to use contraceptive pills” makes women choose mixed-feeding or

exclusive formula feeding.

Breast-milk factors which make women choose breastfeeding include: “breast
milk is easier and clean and it does not need preparation”, has unique
composition, is “nutritious”, breastfeeding is the best. However, some women
reported “breastfeeding as time consuming” which make them use mixed-

feeding or exclusive formula feeding.

Formula factors reported by mothers include mothers’ favoured mixed or
exclusive formula because “formula is fortified with nutrients that breast milk
may lack of’. Negative statements reported by mothers who favoured
breastfeeding included: the “formula needs for preparation and sterilization”,

risks of formula, poor formula qualities, and that “formula causes wind”.

Milk supply factors as reported by mothers who preferred mixed or exclusive
formula included no milk, “I do not have enough milk”, and baby is not satisfied

with only breastfeeding.

The life-style factors included the fact that mothers are employees or

students, busy, or wanted to be able to go out.

Mother behaviour factors included mother “I do not like breastfeeding”, good
or bad breastfeeding experiences, breastfeeding in public, and getting tired or

“breastfeeding is boring”.

The baby behaviour factors included “my baby refused my breast”.
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Table 4.16: Important factors when making decisions about breastfeeding

% of women who mentioned this factors*

BFHI Non-BFHI Total

N=52 N=50 N=102
Baby health factors 44 82 63
Mother health factors 13 24 19
Breast milk facts 29 50 39
Formula facts 4 8 6
Milk supply factors 6 4 5
Life-style factors 33 18 25
Mother behaviours 12 2 7
Baby behaviours 2 0 1
Religious factors 4 6 5
Bonding 2 14 8
Do not know 0 2 1

*Some women gave >1 factor

When women were asked whether getting negative comments on her
breastfeeding practice, such as breast milk alone is not enough for the baby, or
that breastfeeding will affect her figure negatively, will impact on her
breastfeeding practice, 101 women answered no and only one woman was not

sure about it.

4.1.7. Sources of breastfeeding information

Over half of the women (62.7%) got information about breastfeeding while they
were pregnant (see appendix 12). No difference was found between hospitals

(p=0.797).

Women reported using many sources to get breastfeeding information as
shown in table 4.17 below. The internet (24.5%) and books (21.5%) were the
most frequent sources used by mothers to get information about breastfeeding.
In addition, 14% of women received breastfeeding information from their

mothers. None of the participants reported receiving breastfeeding information
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from magazines, newsletters, or radio. Prenatal information from lactation
consultants was only provided in the BFHI hospital. Although this service was
available for free to all women planned to deliver in this hospital, less than a

quarter (21%) went to the prenatal breastfeeding session.

Other sources of breastfeeding information were from sisters, family members,
husbands, school, previous experience, and pamphlets. The types of
breastfeeding information women got during pregnancy varied between women.
Some women just got general information about the importance and benefits of
breastfeeding; others received specific information about breastfeeding benefits
for mothers such as losing weight and uterine constrictions, and for baby health

such as there is no relationship between baby health and weight.

Table 4.17: Sources of breastfeeding information during pregnancy

% of women who used sources *

BFHI Non-BFHI Total
N=52 N=50 N=102
Internet 19 31 24.5
Books 19 25 21.5
Magazines or news 0 0 0
papers
TV 4 12 8
Radio 0 0 0
Doctor 2 2 2
BFHI lactation 11 0 6
consultant
Mother 19 8 14
Mother in law 2 0 1
Friends 4 2 3
Others 20 20 20

*Some women use > 1 source

Some women were interested to search for breastfeeding health information

and others were interested to search for practical breastfeeding information
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such as proper positioning and attachments. Moreover, some mothers were
interested in knowing about emotional facts about breastfeeding, such as

bonding between mother and her baby.

4.1.8. Attitudes

The Attitudes Scale included nine questions in total scored from one (strongly
disagree) to five (strongly agree); seven questions were taken from the [IFAS in
addition to two questions added for this study. The mean attitudes score was
32.9 + 3.4 (mean = SD), there was no difference between the BFHI and non-

BFHI scores (32.8+ 3.7, 32.9+ 3.1, p= 0.413).

The attitudes scores ranged between 45 (maximum) and 9 (minimum),
participants were divided into 3 groups: group 1 with scores between 45 and 36,
group 2 between 35 and 27, group 3 between 26 and 9. Results are presented
in table 4.18 below, most women were found to have medium attitudes and

there was no difference between the hospitals (p= 0.127).

Table 4.18: Baseline attitudes scale

BFHI Non-BFHI Total frequency
N % N % N %
Between 45 and 36 11 21 10 20 21 21
scores
Between 35 and 27 37 71 40 80 77 75
scores
Less than 27 scores 4 8 0 0 4 4
Total 52 100 50 100 102 100
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The results of individual attitude questions are shown in table 4.19. Reverse
scoring was used for the negative attitudes statements. There were very few
women who have chosen neutral. The majority of women agreed or strongly
agreed that breastfeeding is more convenient than formula feeding (88.3%),
and that breastfeed babies are healthier than formula fed babies with 87.3%. A
high percentage of women strongly disagreed/ disagreed that fathers feel left
out if a mother breastfeeds her child (77.4%); formula is as healthy for infants
as breast milk (90.4%); the benefits of breast milk last only as long as the baby
is breastfed (86.3%); a heavier baby is a healthier baby (81.2%); and that

breastfeeding affect a mothers figures negatively (85.3%).

Table 4.19: Women’s attitudes toward breastfeeding

Women attitudes Strongly | Disagree | Neutral Agree Strongly
Disagree % % % agree
% %
Women should not breastfeed in 2.9 oS 7.8 52.0 3.9

public places such as restaurant*

Formula feeding is the better 2.0 38.2 2.9 51.0 5.9
choice if a mother plans to work
outside the home*

Father feel left out if a mother 2.9 74.5 3.9 15.7 2.9
breastfeed*

Breastfeeding is more convenient 1.0 4.9 5.9 56.9 31.4
than formula feeding

Formulais as healthy for an infant 285 66.7 3.9 4.9 1.0
as breast milk*

Breastfed babies are healthier than 1.0 5.9 5.9 41.2 46.1
formula fed babies

The benefits of breast milk last 5.9 80.4 4.9 6.9 2.0
only as long as the baby is breast

fed*

A heavier baby is healthier* 2.0 79.4 4.9 11.8 2.0
Breastfeeding affects the maternal 5.9 79.4 2.0 12.7 0

figures negatively*

*Reverse scoring was used for the negative questions
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Two negative attitudes related to breastfeeding were reported by a slight
majority of women. The majority of women (55.9%) believed that women
should not breastfeed in public places such as restaurants and shopping malls.
And 56.9% of women also believed that formula feeding is the better choice for
a mother if she is working or needing to go out compared with 40.2% who did

not (see table 4.19).

4.1.9. Breastfeeding Self-Efficacy Scale (BSES)

The breastfeeding self-efficacy scale (BSES) consists of 14 questions, each
scored from 1 (not at all confident) to 5 (very confident). The BSES maximum
score is 70 and the minimum score is 14, the mean was 47.6x 5.2 and there
was no difference between BFHI and non-BFHI scores (47.4% 5.13, 48.0+ 5.4,

p=0.893).

Mothers who scored between 70 and 56 were included in the very confident
mothers group, mothers with between 55 and 42 were in the confident
breastfeeding group, and women with scores between 41 and 28 grouped as
sometimes confident group (see table 4.20). At the 1 month interview, women
who shifted to exclusive formula feeding were not asked about BSES. Over all,
there was no major changes between baseline and 1 month BSES, although

slightly more women scored as very confident at 1 month.
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Table 4.20: Breastfeeding self-efficacy scale results

Baseline 1 month postpartum
BFHI = Non- Total BFHI =~ Non- Total
N=52 = BFHI N=102 | N=32 BFHI N=71
N=50 N=39
% % % % % %
Very confident (between 4 6 5 9 15 13
70 and 56 scores)
Confident (between 55 and 85 84 84 84 64 73
42 scores)
Sometimes confident 11 10 11 6 21 14
(between 41 and 28
scores)

The baseline BSES scores were not different between the BFHI hospital and
the non-BFHI hospital (47.44+ 5.1, 48.1+ 5.44, p= 0.893). A relationship

between BSES and women'’s ethnicity was found (p= 0.055).

4.1.10. Questions about previous child

4.1.10.1. Previous breastfeeding practice

Multiparous mothers count for 69% of the total participants. The feeding
practice used with the previous child is shown in table 4.21. Mixed-feeding was
the most popular method (44.6%) that was used to feed the previous child up to
3 months. Then, this percentage started to decrease (24%) and exclusive
formula feeding method starts to increase at 6 months and 12 months with 31%,
and 46% respectively. There was no association found between breastfeeding
method and type of hospital, as most women delivered their previous child in a
non-BFHI as this initiative was only initiated one and a half years ago. No

association was found between the breastfeeding methods multiparous women
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have used with their new baby and previous child during hospitalisation (p=

0.106).

Table 4.21: Feeding practice with previous child

Total

Feeding practice while in hospital
Exclusive*
Predominant
Mixed-feeding
Exclusive formula feeding

Feeding practice at 1 month
Exclusive*
Predominant
Mixed-feeding

Exclusive formula feeding

Feeding practice at 6 months
Exclusive*
Predominant
Mixed-feeding
Exclusive formula feeding

*Exclusive breastfeeding as defined by women

4.1.10.2. Breastfeeding problems with previous child

Sixty percent of multiparous mothers reported having problems initiating
breastfeeding with their previous child. Among women who had problems

practical problems including the sucking (71%), latching on (31%) and
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positioning (29%) were the most common problems mothers had. Thirty
percent of multiparous women reported having problems during the full duration
of breastfeeding, but during this time nutritional problems such as continuing
breastfeeding makes baby refuse food, and sucking problems like sore nipples,
baby refusing the mother’s breast and starting to bite were the most frequent

problems mothers reported (see table 4.22).

Table 4.22: Problems associated with initiating and continuing breastfeeding previous child

Number of women %
who have
problems (N=70)
Women who have problems initiating 42 60
breastfeeding previous child
Type of problems
women have *
Nutritional 2 5
Sucking 30 71
Latching on 13 31
Mother physical 2 5
Mother and baby medical problems 3 7
Positioning 12 29
Women who had problems during period of
breastfeeding previous child 21 30
Type of problems
women have *
Nutritional 9 43
Sucking 7 33
Latching on 2 10
Mother and baby medical problems 1 5
Having teeth or baby refuse breast 8 38

*some women have >1 problem (n=70).

Table 4.23 below shows that the percentage of multiparous women who
reported having problems initiating breastfeeding with the new baby and the
previous baby were the same with around 60%. There was not an association
between having breastfeeding problems with the new baby and the previous
child (p= 0.235).
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Table 4.23: Problems initiating breastfeeding with new and previous babies

New baby Previous baby
N % N %
Having problems
Yes 41 59 42 60
No 29 41 28 40

(n=70)

4.1.10.3. Breastfeeding support with previous child

When multiparous women were asked about getting breastfeeding support with
their previous child, 64% of women reported receiving support (see table 4.24).
Mother and mothers-in-law (82%) in addition to husband’s support (40%) were
the most frequent type of support mothers received with breastfeeding their
previous child. More emotional and information support was provided from

family than professionals.

82



Table 4.24: Support received breastfeeding previous child

Multiparous women who got breastfeeding
support with previous child 45

Doctor support
Information
Practical

Total

Friends support
Information+ emotional

Others
Practical
Emotional
Practical+ emotional
Practical+ information
Total
*Some women received > 1 kind of support

ONEF B~

17.7

4.1.10.4. Reasons for stop breastfeeding or introducing formula

Fifty-six percent of multiparous women introduced formula in addition to
breastfeeding for their previous child and reasons are presented in table 4.25

below. Milk supply (52.5%) (not enough milk supply and only breast milk does
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not satisfied baby) and life style (35%) (work, study, go out) factors were the
most common reasons for introducing formula to the previous child. One
woman reported that professional advice was given to her that breastfeeding
after six months was not beneficial. Another woman reported that she wanted
to give her baby formula, but her baby refused it so she continued breastfeeding

(see table 4.25).

Fifty-six percent of multiparous women reported stopping breastfeeding before
2 years and the reasons are shown in table 4.25. Self-weaning (36%), including
baby biting and baby losing interest in breastfeeding, was the most frequent
reason for stopping breastfeeding the previous child before two years, followed

by new pregnancy (23%), and usage of contraceptive pills (13%).

Table 4.25: Reasons for introducing formula or stopping breastfeeding for previous child

N=40 %

*some women give > 1 reason
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4.1.11. Comparisons between previous breastfeeding practice and

new intentions

A comparison by using Chi-square test was made to find if there was an
association between multiparous mothers’ breastfeeding practice with previous
child and intentions for new baby at 1 week, 1 month, 3 months, and 12 months.
There was an association between previous breastfeeding experience and the
new feeding plan among multiparous mothers at each time up to 12 months (at
1 week (p= 0.001), 1 month (p< 0.0001), 3 months (p< 0.0001), 6 months (p<

0.0001), and 12 months (p= 0.001).

4.2. One month postpartum questionnaire

Twenty-five women out of 102 did not participate in the study at the one month
postpartum follow up, leaving 77 women (36 from BFHI and 41 from non-BFHI)
to be interviewed. The 77 participants were interviewed by phone calls, and six
of them had stopped breastfeeding and shifted to exclusive formula feeding.
There was no significant difference in demographics between women who did
not respond at 1 month and women who followed-up at 1 month (see appendix

10).

Women in both hospitals were similar in age (p= 0.128), educational level (p=
0.940), and family income (p= 0.627), but there was a difference between both
hospitals in women’s occupation (p< 0.0001). Women in non-BFHI were more
likely to be employed (22% vs.2%) compared with women in BFHI who were

more likely to be students (30.6% vs. 0%) (see table 4.26).
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Table 4.26: Age, education level, occupation, and family income of participants

BFHI Non-BFHI Total
N=36 N=41 N=77

Subjects age
< 25 years
26- 30 years
2 30 years
Did not mentioned

Occupation

Working full time 2a
Student 11,
Housewife 21,
Other 2,

=

Smoking
Non-Smokers 33 91.7 39 95.1 72 93.5
Smokers 3 8.3 2 4.9 5 6.5

Each subscript letter denotes a subset of hospital categories whose proportions do not differ
significantly from each other at the.05 level.

Women in both hospitals were also similar in delivery mode (p= 0.102), parity
(p= 0.38), and number of children multiparous women have (p= 0.394) (see

table 4.27).
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Table 4.27: Parity, delivery mode, and number of children

BFHI Non-BFHI Total
N=36 N=41 77
N % N % N %
parity
Primiparous 13 36.1 11 26.8 24 31
Multiparous 23 63.9 30 73.2 53 69
Number of children
2 10 27.7 8 19.5 18 34
3-4 11 30.6 16 39 27 51
5-6 2 5.6 6 14.6 8 15
Delivery mode
Normal 18 50 13 32 31 40
Caesarean 18 50 28 68 46 60

4.2.1. Feeding method and plans at one month

At one month, mixed-feeding was the most popular method mothers used for
feeding (58%). Only nine percent of mothers were still exclusively
breastfeeding; their infants had never received formula. Because formula was
given as the first food to the new-born infants in the non-BFHI hospital, infants
born in the non-BFHI hospital could not be classified as exclusively breastfed,
but 34% of women who gave birth in the non-BFHI hospital were fully
breastfeeding at one month. Eight percent of women had shifted to exclusive
formula feeding at one month postpartum (see table 4.28). There was no
difference in feeding method used at one month between hospitals (X,= 0.72,
p= 0.395). Even though infants belonging to mothers in non-BFHI were first
introduced to formula as part of hospital policy, they were more likely to be fully
breastfed after discharge from hospital up to one month, compared with the

BFHI (34% vs.19.4%).
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There was an association between mother’s feeding intention

practice at 1 month postpartum (X?= 12.07, p= 0.002)

Table 4.28: Breastfeeding practice at 1 month

at birth and real

BFHI Non-BFHI Total frequency

N % N % N %
Exclusive 7 19.4 0 0 7 9
Full 0 0 14 34 14 18
predominant 3 8.3 2 5 5 7
Mixed-feeding 22 61 23 56 45 58
Exclusive formula 4 11 2 5 6 8
Total 36 100 41 100 77 100

When women were asked about feeding method planned at three, six, and 12

months, mixed-feeding was again the most popular method (42%- 46%).

Table 4.29: Feeding plans up to 12 months

BFHI Non-BFHI Total frequency
N=36 N=41 N=77
N % N % N %

3 months
Exclusive breastfeeding 6 16.7 13 31.7 19 24.7
Predominant feeding 3 8.3 3 7.3 6 7.8
Mixed-feeding 23 63.9 23 56.1 46 59.7
Exclusive formula 4 11.1 2 4.9 6 7.8
6 months
Exclusive breastfeeding 6 16.7 13 31.7 19 24.7
Predominant feeding 3 8.3 2 4.9 5 6.5
Mixed-feeding 23 63.9 23 56.1 46 59.7
Exclusive formula 4 11.1 3 7.3 7 9.1
12 months
Exclusive breastfeeding 6 16.7 13 31.7 19 24.7
Predominant feeding 3 8.3 2 4.9 5 6.5
Mixed-feeding 21 58.3 21 51.2 42 54.5
Exclusive formula 6 16.7 5 12.2 11 14.3
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The percentage of women who planned to exclusively breastfeed was constant

from three to 12 months (19%) (see table 4.29).

4.2.1.1. Exclusive or full breastfeeding

At one month, only 24% of mothers who exclusively or fully breastfed reported
given bottles after discharge from hospital and that was for one day in the whole
period of one month. When mothers were asked about the reason, the reason

was that the baby had colic or baby was sick (see table 4.30).

Table 4.30: Exclusive or full breastfeed mothers descriptions at 1 month

BFHI Non-BFHI Total frequency
N=7 N=14 N=21
N % N % N %
If gave bottles 1 14 4 28.5 5 24
When was given
Once in entire period 1 14 3 21 4 19
What in bottle
Herbal tea 1 14 2 14 3 14
Formula 0 0 1 7 1 8
Water+ herbal tea 0 0 1 7 1 8
Why bottle was given
Baby health 1 - 3 - 4 -
Frequency
Once a day 0 0 2 14 2 10
Twice a day 1 14 0 0 1 8

4.2.1.2. Predominant breastfeeding

At one month women who were predominantly breastfeeding (N= 5) reported
introducing a bottle at hospital (60%) with herbal tea in it (60%) and at a

frequency of once daily (60%). Reasons reported for giving herbal tea,
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expressed breast milk or water was because of baby health such colic or

constipation or due to mother being busy (see table 4.31).

Table 4.31: Predominant breastfeed mothers descriptions at 1 month

BFHI Non-BFHI Total frequency
N=3 N=2 N=5
N % N % N %
When bottle first given
At hospital 2 66 1 50 3 60
1 -3 days after 0 0 1 50 1 20
discharge from
hospital
One month 1 34 0 0 1 20
postpartum
What in bottles
Herbal tea 2 66 1 50 3 60
Water+ herbal tea 1 34 0 0 1 20
Expressed breast 0 0 1 50 1 20
milk+ herbal tea
Why bottles given
Baby health 3 - 2 - 5 -
Busy 0 1 1
Frequency
Once a week 0 0 1 50 1 20
2 - 3times aweek 1 34 0 0 1 20
Once a day 2 66 1 50 3 60

4.2.1.3. Mixed-feeding

Mixed-feeding was the most common feeding method used at one month.
When women were asked about the timing of introduced formula, 44% of the
women reported first introducing formula at hospital (see table 4.32). As 44% of
women introduced formula at hospital, only women who introduced formula
after discharge from hospital were asked about reasons for introducing formula.
The main reasons reported for using mixed-feeding at one month were:
insufficient milk supply (28.8%) and life-style, e.g. being a working mother

(17.7%). The most common frequency of breastfeeding was between three and
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seven times a day (56%) and the frequency of formula feeding was between
two and three times a day (47%). Herbal tea was the most common liquid given
in a bottle other than formula. It was found that seven percent of women gave

their babies Cerelac mixed with formula milk.
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Table 4.32: Mixed-feeding descriptions at 1 month

BFHI Non-BFHI Total frequency
N=22 N=23 N=45
Breastfeeding frequency/
day
Do not know 3 18,5 0 0 = 6.5
2 times or less/ day 3 135 0 0 3 6.5
3- 7 times a day 9 41 16 70 25 56
8-12 times a day 2 9 S 13 5 11
Breastfeeding more 5 23 4 17 9 20
than formula

What was given in bottle
other than formula
Only formula 7 32 & 13 10 22
Water 2 9 3 13 5 11
Herbal tea 6 27 10 44 16 36
Water with honey 1 4.5 1 4 2 4.4
Cerelac 1 4.5 1 4 2 4.4
Water+ herbal tea 3 14 3 13 6 13
Expressed breast milk+ 1 4.5 0 0 1 2.2
herbal tea
Dates with water+ 0 0 2 9 2 4.4
herbal tea
Cerelac+ water with 1 4.5 0 0 1 2.2
honey

Why gave formula
Baby health 0 1 1
Mother health 0 8 8
Milk supply 7 6 13
Life-style 6 - 2 - 8 -
Breastfeed in public 2 0 0




4.2.1.4. Exclusive formula feeding

By one month after birth, six mothers had shifted to exclusive formula feeding;
four of them were from the BFHI hospital. The reasons for stopping
breastfeeding were: baby or maternal sickness, milk supply factors, baby
refusing the breast, mothers did not like breastfeeding in public, and work or
being busy. Most of women stopped breastfeeding during the first two weeks

after discharge from hospitals (66%) (see table 4.33).

Table 4.33: Exclusive formula feeding mothers descriptions at 1 month

BFHI Non-BFHI Total
N=4 N=2 N=6

When bottle first introduced
At hospital
1 -3 days after discharge
2 weeks after discharge

When formula first introduced
At hospital
1-3 days after discharge
2 weeks after discharge
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4.2.2. Breastfeeding encouragement and discouragement at one

month

Only four mothers (5%) out of the 77 reported receiving negative comments
regarding breastfeeding from family or friends. However, none of them were
affected by those comments and maintained the same feeding method they
were using originally. However, when women were asked about receiving
support after discharge from hospital, 74% of women reported getting support
with breastfeeding. Mothers (95%) and husbands (54.3%) were the most
supportive people who encouraged women to breastfeed, with some support
from professionals such doctors (35%) and lactation consultants (7%) as well.
Support from others was also provided from sister-in-law, father, investigator,
and a nutritionist (see table 4.34). Table 4.34 illustrates that women who
delivered at the non-BFHI hospital (80%) received more support than women
delivered at the BFHI hospital (67%). It was found that mothers who received
support at baseline were less likely to exclusive/ fully breastfeed at one month
(p= 0.043). Since Egyptian mothers delivered in non-BFHI and did not receive
any education or support regarding breastfeeding and were exclusively/ or fully
breastfed at one month postpartum, and other women who delivered in a BFHI
and received help were mostly mixed feed. This relationship is no longer exist
when exclude Egyptian mothers (p= 0.082). No association was found between
support received after discharge up to 1 month and feeding method used at 1

month (p= 0.061).
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Table 4.34: Breastfeeding support from discharge from the hospital until 1 month postpartum

If received support
Yes

no

Doctor support
Information
Emotional
Information+
emotional

Total

BFHI
N=36

Non-BFHI
N=41

2 6.1
3 9.1
13 39.4
18 54.6

Total frequency
N=77

2 G
3 k3
15 26.3
20 35

Mother and mother in law

support
Practical
Emotional
Information+
emotional

Total

0 0
27 81.8
3 9
30 91

1 1.7
49 85.9
4 7

54 95

Friends support
Emotional 2 8.3 1 3 3 5.3
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4.2.3. Problems initiating breastfeeding and feeding method at 1

month

Primiparous mothers counted for 31% of the total sample followed-up at one
month postpartum. Around two-thirds (60%) of primiparous and multiparous
mothers reported having problems initiating breastfeeding. No association was
found between feeding type at 1 month and having problems initiating
breastfeeding (X,= 2.0, p= 0.363,). When this association was tested among
primiparous and multiparous mothers separately, again there was no
association either among primiparous (p= 0.185), or multiparous mothers (p=

0.845) (see table 4.35).

Table 4.35: Association between parity and having problems initiating breastfeeding

N %

If primiparous mothers have problems initiating
breastfeeding
Yes 15 60
No 9 40
Total 24 31
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4.2.4. Association between ethnicity and feeding method at 1 month

It was found that breastfeeding practice varies significantly between ethnic
groups (p< 0.0001). All the Egyptian (100%) mothers were fully breastfeeding
their babies at one month postpartum whereas most Saudi mothers (70%) were
mixed-feeding their babies and only 13% were exclusively or fully breastfeeding

(see table 4.36).

Table 4.36: Feeding practice at 1 month in relation to ethnicity

Saudi Egyptian others Total

N % N % N % N %

Exclusive breastfeeding e 4.1 0 0 4, 22.2 6 7.7
Full breastfeeding 4 8.3 11, 100 1 5.2 16 20.7
Predominant 3. 6.2 0 0 1. 5.5 4 5.1
breastfeeding 34, | 70.8 0 0 11, | 61.1 45 58.4
Mixed-feeding 5 10.4 0 0 1, 5.6 6 7.8
Exclusive formula
feeding

48 | 623 11 | 524 | 18 | 234 | 77 100

Total

Each subscript letter denotes a subset of ethnicity categories whose proportions do not differ
significantly from each other at the P=0.05 level.
4.2.5. Association between feeding methods at one month and

demographic characteristics

No association was found between feeding methods used at one month
postpartum and mother’s age (p= 0.926), education (p= 0.621), occupation (p=
0.174), family income (p= 0.192), parity (p= 0.115), delivery mode (p= 0.061)

and number of children multiparous mothers have (p= 0.197).
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4.2.6. BSES and attitudes and feeding method at 1 month

The majority of women were confident with breastfeeding at baseline (84%) and
at one month (70%) with no difference between hospitals at either baseline (p=
0.357) or one month (p= 0.253) postpartum. However, the feeding method
used at one month was found to be associated with baseline BSES (p= 0.029).
The BSES scores were M= 50.0+ 4.3 among exclusive breastfeeding women
and M= 46.4+ 5.38 among mixed-feeding women. Seventy-four percent of
mothers with a lower BSES score were using mixed-feeding, while 59% of

mothers with medium scores were using mixed-feeding (see table 4.37).

Table 4.37: Association between BSES scores and feeding method at 1 month

Exclusive Mixed-feeding | Exclusive Total
breastfeeding formula
N % N % N % N %

High BSES 2 50 1 25 1 25 4 100
scores (70- 56
scores)
Medium BSES 23 34.8 39 59 4 6 66 100
scores (55- 42
scores)
Low BSES 1 14.3 5 71.4 1 14 7 100
scores (41- 28
SCors)
Total 26 33.8 45 58.4 6 7.8 77 100

Table 4.38 shows that majority of women were confident with many aspects of
breastfeeding at one month, for example 83% were confident or very confident
that they could “always keep wanting to breastfeed”, however 52% of women
were not at all confident / not very confident to breastfeed their babies without

supplementation.
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Table 4.38: Response to BSES scale items

Notatall | Notvery | Sometimes | Confident Very
confident | confident confident % confident
% % % %

| can always
successfully cope with
breastfeeding like | have
with other challenging
tasks

| can always ensure that
my baby is properly
latched on for the whole
feeding

| can always manage to 0 11.3 23.9 52.1 11.3
breastfeed even if my

babi is cryini

| can always comfortably 2.8 36.6 23.5 32.4 4.2
breastfeed with my
family members present

| can always deal with
the fact that
breastfeeding can be
time consuming

| can always continue to 19.7 135 62 2.8
breastfeed my baby for
every feeding

| can always tell when 14 19.7 23.9 50.7 4.2
my baby is finished
breastfeeding
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Twenty percent of women were not at all confident / not very confident to
continue breastfeeding for every feed. In addition, 21% of women were not at
all confident / not very confident to be able to know when their babies finished
breastfeeding. Thirty- nine percent of women were not at all confident / not very
confident in breastfeeding with the presence of family members, and 56.9% of
women were not very confident about breastfeeding being time consuming and

11.3% being able to manage breastfeeding when baby is crying.

Women’s baseline attitudes regarding breastfeeding as measured with the
IIFAS (see table 4.19) were found to be associated with breastfeeding methods
used at 1 month postpartum (p= 0.016). The attitudes scores were M= 34.7+
3.2 among exclusive or full breastfeeding mothers, 31.7+ 3.7 among mixed-
feeding mothers and 33.3+ 4.0 among exclusive formula feeding mothers at 1
month postpartum. Fifty percent of mothers with high scores are using mixed-
feeding and 37.5% were using exclusive or full breastfeeding at 1 month
postpartum. Seventy-five percent of mothers with medium scores were using

mixed-feeding and 26.3% were using exclusive or full breastfeeding.

4.2.7. Logistic regression

The logistic regression tested the following variables as a predictor for
breastfeeding practice: ethnicity, BSES, attitudes, intentions, support, hospital,

age, education, occupation, parity, delivery mode, and family income.

The Egyptian ethnicity was excluded in the model of the logistic regression

because all the Egyptian women in the study sample were fully breastfeeding at
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one month. The forward stepwise logistic regression analysis was employed to

predict the probability of factors that can make women more likely to exclusively

or predominantly breastfeed. The model gave us an overall success rate of

86% with model coefficient p< 0.0001.

The table below shows logistic

regression, coefficient, odds ratio, and Wald test. Employing a 0.05 criterion of

statistical significance revealed that the baseline BSES (p= 0.001) is the only

significant predictor of feeding outcomes (see table 4.39). The odds ratio for

BSES indicates that when holding all other variables constant every increase in

one score of BSES score means that women will be 1.3 times more likely to be

exclusively, fully, or predominantly breastfeeding rather than mixed feeding.

Table 4.39: Forward stepwise logistic regression

B Wald X? P Odds Ratio
Predictors
Baseline BSES 0.296 11.176 0.001 1.345
Constant -16.006 12.277 0.000 0.000
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CHAPTER 5: DISCUSSION

In this survey of 102 women from two private hospitals in Jeddah, all women
initiated breastfeeding, however, at one month postpartum, mixed feeding was
the most popular feeding method (58%), which is similar to what other Saudi
studies have found (Al-Othman et al., 2002; Al-Jassir et al., 2003; Ogbeide et
al., 2004; Al-Jassir et al., 2006; Al-Hreashy et al., 2008; Mouzan et al., 2009; Al-
Madani et al.,, 2010; Al-Welaie et al., 2010; Al-Yousif et al., 2011). At one
month, nine percent of babies were exclusively breastfeeding, 18% fully
breastfed, seven percent were predominantly breastfed, and seven percent

were exclusively formula feeding.

Exclusive breastfeeding was defined by the WHO as: “No other food or drink,
not even water, except breast milk (including milk expressed or from a wet
nurse) for 6 months of life, but allows the infant to receive ORS, drops and
syrups (vitamins, minerals and medicines)” (WHO, 2014a). All infants born in
the non-BFHI hospital were introduced to infant formula as part of the hospital
policy. Therefore, none of the infants born in this hospital could be categorised
as exclusive breastfeeding, and instead were categorised as fully breastfeeding.
At 1 month, the infants classified as fully breastfed had formula in the hospital,
but had at most one other bottle of non-breast-milk after leaving hospital.
Therefore, in this discussion those exclusively and fully breastfeeding will be

discussed together.
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5.1. Sample characteristics and relationship to breastfeeding

Most women in this study were Saudi (64%), were housewives (74.5%),
multiparous (70%), non-smokers (93.5%), graduated from university (61.8%),
and delivered via caesarean section (57%). National statistics reported that
less than 15% of the workforce in Saudi Arabia is occupied by Saudi women
(AlMunajjed, M. 2010). It was also reported that in 2006, 57% of Bachelor
graduated students were women (SAMA, 2008). Other studies in Jeddah,
Saudi Arabia by Fida and Al-Aama (2003) and Shawky and Abalkhail (2003)
included 21% of university graduated women (Fida & Al-Aama, 2003), 39.5%
illiterate women and 88% housewives (Shawky & Abalkhail, 2003). The
difference between this study and previous studies could be due to two
reasons; firstly, the previous studies were done in public hospitals, which may
include lower socioeconomic groups, secondly, these studies were carried out
10 years ago and there have been changes in Saudi society. A more recent
study, which also was done in a private hospital in Jeddah, Saudi Arabia
(Mosalli et al, 2012) reported fewer multiparous (54%), graduated (24%), and
caesarean delivery (31%) women compared with current study. However,
Mosalli et al. (2012) reported similar percentages of housewives (78%) and
non-smokers (93.3%), and similar age group distribution. The sample of the
current study appears to be not representative of the Saudi community or
private hospitals attendants as there were differences in some aspects between

the two private hospitals included in this study e.g. ethnicity, as more Egyptian
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delivered at non-BFHI hospital and more Saudi women at BFHI hospital. Thus,

the results of this study cannot be broadly generalised.

There is contradictory evidence about the association between mother’'s age
and feeding outcomes. In this study, no relationship was found between
mothers’ age and feeding method at one month, which aligns with Shawky and
Abalkhail (2003) but disagrees with studies that have been done by Al-Kordy et
al. (1992) Al-Madani et al. (2010) and Murshid (2006) who found younger
women were more likely to breastfeed. This is could be due to different
populations, as Al-Kordy et al. (1992) conducted their study in rural areas of
Saudi Arabia. In addition, differences could be due to regional differences, as
Murshid’s (2006) study was a nationwide study that included participants from
five different regions of Saudi Arabia. Murshid (2006) reported that women from
the western regions were more likely to exclusively breastfeed, whereas women
from the south-western region were the least likely to be exclusively
breastfeeding. Murshid (2006) reported that different regions have different life-

style and habits which may affect feeding preferences.

In this study, mother's education and feeding method at one month were not
found to be associated. However a negative association of education with
breastfeeding was reported by Al-Kordy et al., (1992); Al-Jassir et al. (2004); Al-
Jassir et al. (2006); Murshid (2006); Al-Madani et al. (2010) and Mossali et al.
(2012). This contrasted with global studies (Callen & Pinelli, 2004; Di Napoli et
al., 2006; Li et al., 2008), which found that education level was positively

associated with breastfeeding initiation and duration. In Saudi studies,
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educated mothers were less likely to breastfeed their infants and introduced
formula earlier (Al-Ayed & Qureshi, 1998; Fida & Al-Aama, 2003). In the current
study the rate of undergraduate women who had a Bachelor degree was 61%,
which is higher than previous studies of breastfeeding, where undergraduate
educated women represented between 17.3% and 38.5% (Al-Jassir et al., 2006;
Murshid, 2006; Al-Madani et al., 2010; Mossali et al., 2012). Even though a
high percentage of women in this study were educated, employed women only
counted for 13.7%. However, in other studies, the percentage of women who
were educated and employed were similar, which may imply that there was a
correlation between women having a degree and being employed, whereas in
the current study there was no correlation between education level and
occupation (p= 0.360). Possibly the apparent correlation between the

education and low breastfeeding rates may be partly due to employment.

Moreover, in the current study no association was found between women’s
occupation and feeding method used at one month, which contrasted with
findings of a review by Al-Jassir et al. (2004), and studies by Murshid (2006)
and Al-Madani et al. (2010) which found that occupation was negatively
associated with the duration and patterns of breastfeeding. Housewives were
more likely to exclusively breastfeed and to breastfeed for longer duration than
employed women (Murshid, 2006; Al-Madani et al., 2010). The absence of a
relationship between mother’s occupation and feeding method at 1 month in this
study could be due to the limited time for follow-up, as women only were

followed at 1 month postpartum and most of them were still on maternity leave
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as the Ministry of Civil Service (MCS) in Saudi Arabia stipulated maternity leave
for 60 days with full payment. Also, MCS offers another form of leave, called
‘new-born care leave” that can be granted to working women for up to three

years with quarter of the payment (Ministry of Civil Services, 2011).

In the current study, nationality was found to be associated with feeding
method. Egyptian mothers were 100% fully breastfeeding at 1 month compared
with only 13% of Saudi mothers. Al-Jassir et al. (2006) found that Saudi women
were more likely than non-Saudi women to use formula, but Al-Yousif et al.
(2011) found the opposite. Further investigation is needed to find out what is
motivating Egyptian women to exclusively or fully breastfeed and determine if it

could be used to encourage Saudi women.

The Saudi MOH has encouraged mothers to exclusively breastfeed via
launching the initiative to ban advertising of infant formula in 2008. This also
prohibits hospitals and clinics from giving free formula to mothers (Huda, 2008).
In this study, mixed feeding was the most common feeding method mothers
used at one month postpartum (58%). Previous regional studies done in
Riyadh by Al-Jassir et al. (2004) and Al-Ayed and Qureshi, (1998) reported
77.2% and 61.8% mixed feeding at one month postpartum respectively.
Moreover, a nationwide study by Mouzan et al. (2009) reported 51% mixed fed
at one month postpartum. It is possible that the ban of advertising formula
initiative may have had an effect on feeding outcomes as studies conducted

after 2008 showed lower percentages of mixed feeding.
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Saudi studies reported insufficient milk supply as the most common reason for
introducing formula (30%-65%) (Al-Kordy et al., 1992; Al-Shehri et al., 1995; Al-
Ayed & Qureshi, 1998; Fida & Al-Aama, 2003; Al-Jassir et al., 2004; Al-Jassir et
al., 2006; Batterjee, 2009; Mouzan et al.,, 2009; Al-Madani et al., 2010; Al-
Welaie et al., 2010; Mosalli et al., 2012) while only 25% in this study reported
insufficient milk as the reason to introduce formula. Overall, maternal fatigue
(34%) and hospital policy (34%) were the most frequent reason for introducing

formula in this study.

In this study women who delivered in the non-BFHI hospital, hospital policy to
give formula (50%), and maternal fatigue (21%) were the common reasons
reported by women for giving formula first. However, mothers delivering at the
BFHI hospital, where the policy is to not provide formula, women reported
insufficient milk supply (47%) as the most common reason for introducing
formula in addition to breastfeeding, which in terms of commonality agree with
Al-Ayed and Qureshi, (1998) and Al-Hreashy et al. (2008). This suggests that
women need more information about milk supply, in particular reasons and

factors affecting milk supply and how to increase it.

Sixty one percent of women in this study had problems initiating breastfeeding;
practical problems including sucking (32%), latching on (21%), and positioning
(13%) were the most common problems reported in both hospitals. In this study
no association was found between having problems initiating breastfeeding and
feeding outcomes at one month postpartum (p= 0.363). No Saudi studies were
found to investigate positioning or latching on problems. The only data found
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was about breast problems (Al-Kordy et al., 1992; Mouzan et al., 2009), such as
breast abscess, and cracked nipples (1.8%) (Al-Shehri et al., 1995; Fida & Al-
Aama, 2003), and breast infection (3%) (Al- Madani et al., 2010). Findings from
study by Taveras et al., (2004) suggested that having problems with latching-on

and sucking is associated with discontinuing exclusive breastfeeding.

In this study, almost half of the women (47%) were planning to continue
breastfeeding until two years which is similar to what Al-Amoud. (2003) found
(55.1%). Two years, is the Quran and Hadith recommendation in addition to the

WHO optimal breastfeeding period (Al-Jassir, 2006, WHO, 2001).

5.2. Theory of planned behaviour (TPB)

The Theory of Planned Behaviour (TPB) was used as the theoretical frame

work for this study.

5.2.1. Breastfeeding Self-Efficacy Scale (BSES)

Self-efficacy as measured by the Breastfeeding Self-Efficacy Scale Short Form
(BSES-SF) had the strongest relationship to women’s breastfeeding practice at
one month postpartum of any of the variables and was the only variable that
was significant in a multivariate model. The BSES-SF was developed by
Dennis et al. (2006). The scale measures women’s confidence regarding her
ability to breastfeed. A study in China by Dai et al. (2003) found that women
who were exclusively breastfeeding at one month had higher BSES scores as
measured at birth compared with others who mixed feed or exclusively formula

fed, which is in agreement with what was found in this study (M=50.0+ SD 4.3)
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among exclusively breastfeeding women and (M=46.4+ SD 5.3) among mixed
feeding women. Forty-seven percent of women in this study were not at all
confident/ not very confident with breastfeeding without supplementation which

helps explain the why majority of women were mixed feeding.

In this study no association was found between parity and baseline BSES (p=
0.272) which is unlike studies in Spain (Molina et al., 2003), Japan (Otsuka et
al., 2008), and Turkey (Tokat et al, 2010) which found that multiparous women

had higher BSES scores than primiparous women.

The baseline BSES scores were not different between the BFHI two hospitals
(47.44+£ 5.1, 48.0+ 5.44, p= 0.893). A relationship between BSES and women’s
ethnicity was found (p= 0.055). Egyptian women had high scores and were

exclusively or fully breastfeeding at one month.

In this study, 24% of women reported that they were not very confident about
producing enough milk, and 52% were not very confident about breastfeeding
without supplementation with formula. Although some women only
breastfeeding for one or two days, they reported that they do not have enough
milk supply as a reason for introducing formula or stop breastfeeding later.
Giving information about milk supply and production, along with support may
help women continue to breastfeed; a women’s belief that she can not produce
enough milk can impact on actual milk production and change perceived
insufficient milk production into real insufficient milk production (Beasley et al.,

1998).
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5.2.2. Attitudes and knowledge

Attitudes as measured by a modified lowa Infant Feeding Attitudes Scale
(IIFAS) were found to be positively associated with breastfeeding practice at
one month. But in multivariate analysis, it did not explain more of the variance
in feeding practice once self-efficacy taken into account. A positive correlation
was found between BSES and attitudes scale r= 0.291 (p= <0.01). There was
no difference in the attitude score between women from the BFHI and non-BFHI
hospitals (p= 0.413). In general the women had a high breastfeeding attitude

for most aspects except relating to feeding in public.

Approximately half the women in this study and Al- Madani et al. (2010)
believed that women should not breastfeed in public places such as restaurants
and shopping malls, and formula feeding being the better choice for a mother if
she is working or needing to go out, similar to what was found by Al-Madani et
al. (2010). These two questions were the only ones in this study for which the
majority of women showed a negative attitude, and the results from Al-Madani

et al. (2010) suggest they may be common among Saudi women.

The majority of women in this study agreed and strongly agreed that
breastfeeding is more convenient than formula feeding (88.3%), and breastfed
baby is healthier than formula-fed baby (87.3%) which is similar to what was
reported by Al- Madani et al. (2010) with 95% agreeing with both questions.
Furthermore, the majority of women in this study (90.4%) and in the study by Al-
Welaie et al. (2010) (86.6%) disagreed and strongly disagreed that formula is as

healthy for infants as breast milk. Again women in this study showed high
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positive attitudes by disagreeing and strongly disagreeing that the benefits of
breast milk last only as long as the baby is breast fed which was double the
percentage of women who disagreed with this statement in the study by Al-
Madani et al. (2010). Though women knew about the benefits of breastfeeding,
but it was not enough for them to breastfeed exclusively and they majority were
mixed feeding at one month postpartum. It is possible that they considered the
benefit of breastfeeding to be similar whether exclusive or partial, or also
possible that while they agreed with benefits of breastfeeding they did not see
formula as a ‘risk’. Several authors have mentioned about the language used
with mothers during breastfeeding education or support (Wiessinger, 1996;
Wolf, 2003; Stuebe, 2009; Burns et al., 2012). They suggest that using
information about benefits of breastfeeding or that “breast is the best” makes
formula the second best choice to feed infants, which it is not. And, they
suggested that using the term “risks of formula” will help mother better
understand that breastfeeding is the norm and formula contributes many risks in
the short and long term for both mothers and infants. However, one study in the
USA tested this theory and found there was no difference in the breastfeeding
outcomes between giving information about benefits of breastfeeding or risks of
formula (Ebert Wallace, & Taylor, 2011). None the less, this theory may be
worth testing among Saudi women, as a different culture may have a different

response.

Women in this study have used the internet (25%), books (22%) and health

professionals (20%) as their main sources of breastfeeding information during
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pregnancy, followed by information from mothers (14%). In another Saudi
study, women were mostly getting information on breastfeeding from health
professionals (44.9%) compared with (26%) relatives or from media (Al-Jassir et
al., 2006). Previous studies conducted 10 years ago reported family or relatives
as main sources of breastfeeding information (Al-Kordy et al., 1992; Al-Shehri et
al., 1995; Fida & Al-Aama, 2003). Therefore, sources of information mothers

used was changed from family and relative to internet, books, and professional.

The WHO and the Saudi MOH recommendations are to breastfeed on demand.
In this study, scheduled breastfeeding (every 2 or 3 hours) was the most
common (53%) technique women used to know when to breastfeed their
infants. This was recommended by the breastfeeding educator at the BFHI
hospital for the first weeks of breastfeeding, which is not consistent with the ten
steps for successful breastfeeding of BFHI. Thirty-two percent of women
considered baby crying as the sign to feed, and 19% of women chose
breastfeeding on demand compared with 64.6% of women in Al-Welaie et al.

(2010) who feed on demand as a method for feeding.

In general, results of the attitude scale in the current study showed that women

have a good attitude toward breastfeeding, except for feeding in public.

5.2.3. Subjective norms: support and discouragement

Perceived social pressure to breastfeed or not was hypothesised in Batterjee,

(2009) to be an important influence on infant feeding practice. In this study,
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social pressure was measured by perception of support, either emotional,

practical or with information.

Around three-quarters of women in this study (74%) reported breastfeeding
education and support during hospitalization compared to about half (54.2%) of
the women in the Al-Welaie et al. (2010) study who reported receiving
postpartum breastfeeding education. In this study, the majority of women
(61.3%) who received breastfeeding education and support delivered in a BFHI,
as their policy is to provide women with breastfeeding information and practical
support. However, non-BFHI hospital policy was only to provide primiparous

women with some breastfeeding information and practical support.

An international study reported the importance of social support affecting
maternal self-efficacy, and reported that social support, especially for first-time
mothers, is required and associated with increasing their self-efficacy and

consequently extending breastfeeding duration (Leahy-Warren et al., 2012).

In this study, at one month 75% of all women were getting support with
breastfeeding and only 31% of this support was received from professionals.
Most women in this study did not report receiving negative comments regarding
their breastfeeding. Only 5% of women reported receiving negative comments
at one month interview; however, none of them were affected at that time and
did not change their feeding practices at one month. However, this might be
changed over time as this study only followed at 1 month postpartum. A study

conducted by Fida and Al-Aama (2003) reported that 17.2% of women in her
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study were discouraged from breastfeeding and the same percentage of women

were using bottle feeding.

5.2.4. Intentions

In the Theory of Planned Behaviour (TPB) intentions are predictors of

behaviours.

In this study 47% of women planned to continue any breastfeeding up to two

years, and 20% planned to stop breastfeeding at one year.

Mothers feeding intentions for one month is associated with their real feeding
practice (p= 0.036) at one month. Similarly, Al-Madani et al. (2010) found that
there was an association between mother's feeding intention and the real

practice at four months postpartum.

An association between parity and feeding intentions at 6 months postpartum
was found; primiparous women were more likely to intend to use exclusive

formula feeding (p= 0.052).

An association was also found between feeding practice used with previous
babies and feeding intentions for the new baby (p= 0.002), which agrees with
DiGirolamo et al. (2005) who reported that women who breastfed her previous
child were more likely to breastfeed her new child, but disagrees with an older
study by Hill et al. (1997). Interestingly, no association was found between
feeding practice used at hospital between previous baby and new baby born
(p= 0.106). This is could be due to the effects of hospital as BFHI was a main

determinant of how women fed their infants during hospitalization.
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In this study, 43% of women planned to introduce solids before the WHO
recommended age of six months, and 47% of women planned to introduce
solids to their infants at six months of age. In other Saudi studies it was
reported that the majority of women introduced solids earlier than six months
(Al-Shehri et al. 1995; Shawky & Abalkhail, 2003; Al-Hreashy et al., 2008;

Mouzan et al., 2009).

In this study 50% of women planned to stop breastfeeding before two years.
Self-weaning factors, which included baby having teeth and starting to bite, and
baby is old enough, were the most frequent reasons why women planned to
stop breastfeeding before two years (41%), which agrees with a study done in
Australia by Li et al. (2008) where 31% of mothers reported baby started to bite
and 28% stating baby is old enough as reasons for stopping breastfeeding at =
9 months. The second frequent reason was nutritional factors (23.5%), which
included breastfeeding does not satisfy baby, and baby refuses food if
continuing to breastfeed longer than a year, and not having enough milk supply.
Increasing women'’s self-efficacy about their milk production may help produces
enough breast milk, in addition to providing information on how to judge if breast

milk is sufficient during hospitalisation, may help women to feed exclusively

5.3. Baby Friendly Hospital Initiative (BFHI)

The Baby Friendly Hospital Initiative (BFHI) was launched in 1991 by the WHO
(WHO, 2009) and includes 10 steps for successful breastfeeding. The BFHI
has proven its effectiveness in increase breastfeeding initiation, duration and

exclusivity in studies done globally USA (Philipp et al., 2001; Merewood et al.,
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2005), Scotland (Broad foot et al., 2007), Brazile (Braun et al., 2003; Venancio
et al., 2012), and Italy (Cattaneo & Buzzetti. 2001). One of the hospitals in this
study has adopted the policies of a BFHI (although not currently accredited),
while the other is not a BFHI.

The WHO and BFHI recommends initiation of breastfeeding within the first hour
postpartum (WHO, 1991). In this study, 23% of women initiated breastfeeding
within the first hour post-delivery (21% from the BFHI hospital and 2% from the
non-BFHI hospital) which is more than reported in the eastern region of Saudi
Arabia, 11.4% (El-Gilany et al., 2012), and 11.2% (Amin et al., 2011), but the
same as what was reported in a nationwide study (23.2%) (Mouzan et al.,
2009). In the current study, 25% of women initiated breastfeeding within first
two hours of delivery.

It is clear that even though BFHI is encouraging early initiation within the first
hour, the percentage of women who have initiated breastfeeding during this

time is still low.

In this study, the BFHI had a great effect in giving breast-milk as the first
nutritive substance to new-born infants and promoting exclusive breastfeeding
while in hospital compared with the non-BFHI. Seventy-seven percent of the
infants in the BFHI hospitalwere first given breast milk, and 96% of mothers in

non-BFHI first gave infants formula.

However after 1 month, the effect of BFHI on feeding practice was not evident
and the rate of mixed feeding and exclusive breastfeeding was similar in both
hospitals 61% BFHI vs. 56% non-BFH]).
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The BFHI hospital did not provide free formula to women and if women were
determined to use formula, they had to sign a paper that it was her choice to
introduce formula first, and then buy formula from the hospital. On the other
hand, the policy at the non-BFHI hospital was to give free formula, and to use
formula for feeding new-born infants. Hospital policy was given as a reason for
introducing formula as the first food by 50% of women at the non-BFHI hospital.
However, even though the BFHI policy is to give breastfeeding first, 23% of

women who gave birth in the BFHI introduced their infants to formula first.

The BFHI hospital policy is to provide one private prenatal breastfeeding
education session along with, practical support during hospitalisation, an
information booklet about breastfeeding including the importance, benefits,
problem and solutions, and one postnatal session (after discharge) at hospital;
however, very few women attended both sessions. A review by Hannula et al's.
(2008) found that support at the hospital and acompanied with postnatal home
visits were more effective in increasing the duartion of any breastfeeding at 6
months compared with hospital-based education/support alone. However,
sociocultural factors such as being a conservative society makes home visits a
limited choice for supporting Saudi women (Baldo et al., 2000). Perhaps joining
up the obstetrics and gynaecology clinic with the breastfeeding education clinic
together and make it one clinic will help in increase number of attendance at

breastfeeding session at BFHI hospital.

117



5.4. Strengths and limitations

5.4.1. Limitations

The main limitation was sampling private hospitals does not allow inference to
the general population, and only two hospitals (1 BFHI) does not allow to

generalisation about effect of BFHI hospitals.

Women who dropped out at one month left a small sample size which limited
the interpretation of the results and increase the risk of potential bias. This
study only followed-up mother for one month as most mothers were on
maternity leave, therefore the relationship between mother being employed and
breastfeeding was not yet apparent. In addition, they were still in the
postpartum period and most women in Saudi Arabia do not go out frequently
during this period. Another limitation is this study did not use all questions from
the IIFAS attitude scale, which impedes the possibility of comparing this study

fully with other studies.

5.4.2. Strengths

This study is a longitudinal study design for one month, while most studies
conducted in Saudi Arabia previously were cross-sectional studies. The second
strength is that in this study, the investigator has used an accepted definition of

each type of breastfeeding such as exclusive and fully breastfeeding.
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CHAPTER 6 : CONCLUSION

Overall, the aim and objectives of this research study have been addressed.
The biggest influence on breastfeeding practice at one month in this population
of women in Jeddah Saudi Arabia attending private hospitals is self-efficacy, as
measured by the Breastfeeding Self-Efficacy Scale (BSES). Regardless of all
the other variables women’s self-efficacy was found to be the strongest
predictor of breastfeeding practice. It was found that 52% of women in this
study were not at all confident/ not very confident about breastfeeding without
using supplementation. This may explain why the majority of women used

mixed feeding.

Infants received and had greater percent of infants within the early initiation of
breastfeeding. Infants at the BFHI hospital were more likely to receive breast-
milk as the first nutritive substance, and breastfeeding was more often initiated
within the first hour. The BFHI hospital supported women practically and
provided them with information verbally in addition to giving the breastfeeding
booklet. However, the influence of the hospital was no longer apparent at one
month postpartum at which point the majority of women had shifted to mixed-
feeding. Furthermore, there was no relationship between the BSES and BFHI

status.

Egyptian women were 100% exclusively breastfeeding at one month
postpartum whereas only 12.5% of Saudi women were. Further investigation is
needed to find out what is motivating Egyptian women to exclusively or fully

breastfeed and determine if it could be used to encourage Saudi women.
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This study supports what was found in earlier studies; that mixed feeding is the
most common feeding method Saudi women used. Although Saudi women
reported a good attitude to breastfeeding, a high percentage of women were
mixed feeding at one month. Surprisingly, even though women from the BFHI
hospital were more likely to know the WHO recommendation about exclusive
breastfeeding duration than were women from the non-BFHI hospital, and more
likely to intend to exclusively breastfeed at one month, mixed feeding was the

most common feeding method they used at one month postpartum.

Future research may investigate how to increase mother’s self-efficacy, which
should result in longer exclusive breastfeeding duration. Furthermore, providing
postnatal home support and a 24-hour phone line for breastfeeding support,
similar to Plunket services in New Zealand, may increase breastfeeding self-
efficacy especially regarding insufficient milk supply. Findings of this study
indicate the majority of women understood benefits of breastfeeding, but were
still mixed feeding at one month postpartum. Future research using the term
risk’ of formula, in addition to benefits of breastfeeding is another possible

approach to investigate.
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APPENDICES

1. Feeding pattern in Saudi Arabia

Reference Location & Outcome & strength and limitation
Year of data
collection
Al-Ayed, & Riyadh o Cross-sectional study to assess infant o All children aged > 12m were weaned.
Quireshi, (central region) breastfeeding trends in urban population o There was no association between infant six, mode of delivery, birth weight and type of
(1998) o Data was collected via interview breastfeeding.
NS o 347 infant attending the well-baby clinic were o There was no significant relationship between mother’s age, educational level and type
randomly recruited. of breastfeeding.
o Sample included Saudi (79.5%) and non-Saudi  Inadequate milk supply was the common reason for introducing formula.
(20.5%) subjects. e 32.4% were exclusive breastfeeding at 3 m, and 22.1% at 6m.

o 48.4% were exclusive formula feeding at 6m.
e 61.8% of mothers introduced formula at 1m.
Limitation

e Unclear methods

o Selection bias

o Small sample size

o Unclear definitions of feeding patterns

Al-Hreashy Riyadh o Cross-sectional study to assess infants e Mixed-feeding was the most common feeding patterns among mothers.
et al. (2008) (central region) breastfeeding practice during first 6 months o Inadequate milk supply was the most common reason for introducing formula.
o 578 infants were included in the study. o 95% of mothers initiated breastfeeding.
Data was  Subjects who attended the primary care centre e 83.7% of mothers were formula feed at 6 months.
collected at 6 and well-baby clinic for the 6" month’s o 1.7% of mothers were exclusive breastfeeding at 6 months.
months of infant vaccination were recruited. o 78.8% of mothers were mixed feed at 6 months.
life. o Trained health professionals carried out the o Any breastfeeding was 50% at 6 months.
interview Strengths

o Using a specific definition of feeding pattern
* Enough duration to assess exclusive breastfeeding rate but not optimal duration for
breastfeeding
Limitation
o Subjects were not representative of Saudi population
Al-Jassir et Riyadh  Cross-sectional survey to assess infant feeding o Early introduction of formula feeding.
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al. (2004) (Central region) practice o Less educated mothers are more likely to breastfeed than well-educated mothers.
o Sample involved mothers of 21,507 infants « Working mothers are less likely to breastfeed than non-working mothers.
1999-2000 aged 1-5y. e Breastfeeding initiation rate 98.9%
* 92.8% of subjects were Saudi. e 52.7% excluding infants aged < 6 m continued to breastfeed for > 6m, 30.8% for 12
o Data collected during visits for routine m, 18.8% for 18 m, and 3.2% for 24 m.
vaccination e Mean duration of breastfeeding was 6.57+ 5.17 m.
o Sample included different education levels. e At1w7.8% were using formula feed.
e At1lm77.2% were using formula feed.
e Exclusive breastfeeding rate 0.8% 4-6 m.
Strengths
e Large sample size which is representative of Riyadh residence
 Settings were chosen randomly
Limitation
o Unclear definitions of feeding patterns
e Unclear methods
Al-Jassir et Nation-wide study e Nationwide cross-sectional survey to assess o Saudi mothers received breastfeeding education less than non-Saudi mothers.
al. (2006) included subjects feeding pattern in all over the country o Educated mothers received more health education than illiterate mothers.
from 5 different o Sample included total of 3922 Saudi and 889 e Saudi and educated mothers were more likely to introduce formula feeding at 3m than
regions (central, non-Saudi subjects. non-Saudi loess educated mothers.
north, south, east, o Subjects were recruited from both government o Mixed-feeding was the most popular patterns among this sample group.
and west). and private hospitals e 92% of mothers initiated breastfeeding.
o Mothers were interviewed via pre-tested e 76.1% of mothers were using formula feeding at 3m.
July 2002 to June questionnaire Strengths
2003. o Most of subjects were recruited from central o Large sample size
(25.4%) and eastern region (25.5%). Limitation
o Unclear definitions of feeding patterns
Al-Kordy et Al-Jamoom (rural e Cross-sectional survey to determine factors o There was a significant association between mother’s age and timing of introducing
al., (1992) western region) influencing the duration breastfeeding in rural formula feeding.

NS

area
* Atotal of 274 mothers and 476 infants and
children aged 3y or less were included.
o Standard-cluster sampling technique was used
» Data collected via interview by questionnaire

o Educated mothers were less likely to breastfeed their children.

At the time of the study breastfeeding patterns was;

e 41 (8.6%) were exclusive breastfeed.

e 175 (36.8%) were mixed feed.

e 260 (54.6%) were exclusive formula feed.

o Exclusive breastfeeding was (48.8% initially then dropped to 31.7% at 6m and to
19.5%atly

Strength

o Include different population (rural area)
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Limitation
o Unclear definitions of breastfeeding pattern
o Unclear method

Al-Madani et Al-Khobar o Longitudinal study * Most common feeding practice was mixed-feeding
al. (2010) (Easternregion) e Data collected via baseline face-to-face e Low education level was associated with more intention to breastfeed
interview, and telephone follow-up at 6 m  Younger, nonworking, nulliparous, mothers were more likely to breastfeed
TWQ stages; e 160 pregnant Saudi women in the third After 6 months follow-up
During pregnancy trimester o Exclusive breastfeedingl7 (23%)
and 6m follow-up o 73 mothers responded during 6m of follow-up e« Mixed breastfeeding38 (52%)
(by telephone). o Formula feed18 (25%)
o Average age of mothers 27.7 Strengths
o Most women had level of education between e Strong study design
primary-secondary and high school Limitations
e Adding questions to the IIFAS confused women, therefore gave contradicted answers
o High drop rate
Al-Othman Riyadh o Cross-sectional study to study mother’s » Half of mothers established breastfeeding during 1-8 h post-delivery. And < 1/3
etal., (2002)  (central region) practices during pregnancy, lactation and care breastfeed immediately post-delivery.
during first 2 years o Literate mothers were more likely to initiate breastfeeding immediately post-delivery.
NS o Data collected via questionnaire by a trained e 153 (64.6%) initiated breastfeeding and only 90 (39%) were still breastfeed at time of
nutrition science student the study.
o A total of 250 mothers with infant aged <2y Strengths
were recruited from 5 different clinics.  Subject recruited randomly
e Majority of women were housewives. Limitation
o Mothers aged 18- 42 years were included. o Study design
Al-Shehriet  Nation-wide study e National cross-sectional survey in urban and o llliterate mothers were more likely to breastfeed their children than educated mothers.
al. (1995) (central, western, rural areas o The average duration of breastfeeding ranged 7-16 m.

eastern, northern,
and southern
region)

During 1991

o Mutli-satge cluster sampling technique used

A total of 6308 mothers were included in the
study.

e The target population was mothers who last
gave birth during last 5 y.

» Data was collected via interview under
supervision to ensure accuracy

e 11 mand 13 m were the mean duration of breastfeeding in urban and rural areas
respectively.

o Breastfeeding initiation rate was 92.4% in urban areas, and 94.5% in rural areas.

. Per(;entage of breastfeeding was 93% at 1% m, but declined to 78% at 6" m, and 45%
at1™y.

e At <5m; 53% was exclusive breastfeed, 34% was mixed feed and 13% was exclusive
formula feed.

e 6-12 m; 38% was exclusive breastfeed, 29% was mixed feed and 33% was exclusive
formula feed.

e >12m; 18% was exclusive breastfeed, 6% was mixed feed and 44% was exclusive
formula feed.
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Strength

o Including population from both urban and rural areas
e Strong design

Limitation

o Unclear definitions of breastfeeding pattern

Al-Welaie et  Riyadh o Cross-sectional study to study Saudi women * Mixed-feeding was the most common pattern.
al. (2010). (Central region) attitudes and knowledge toward breastfeeding o 48.5% of mothers planned to use mixed-feeding.
o Women recruited from postnatal ward (normal  36.8% of mothers planned to use exclusive breastfeeding during first few weeks
7 -22 July 2009. and caesarean) and out-patient clinic (only postpartum.
pregnant women) o 2.4% planned to use exclusive formula feeding.
© 848 Saudi women aged 21-30 years. Strengths
o Data collected via self-administrated o Included large subject group
questionnaire, only some women interviewed Limitations
face-to-face o Potential bias by interview some women face-to-face
 Most women have college or higher education. e Include mix result of two different group of women postnatal and pregnant women
o Most women were unemployed o Unclear definitions of feeding patterns
Al-Yousifet  Al-Khobar o Cross-sectional study to assess women’s Mixed-feeding was the most common feeding pattern (79.5%)
al. (2011) (Eastern region) breastfeeding knowledge, attitude and practice. Exclusive breastfeeding (19.2%)

NS

o A total of 400 Saudi and non-Saudi women
who having living children <5y were
randomly selected.

o Subjects recruited through vaccination from
two well-baby clinic.

o Data collected by an interview questionnaire

o Subjects included different economic classes.

o Subjects aged between 17 and 45 y.

Exclusive formula feeding (1.3%)

Positive knowledge about breastfeeding (91.8%)

Positive attitude about breastfeeding (91.5%)

Father’s education & family size significantly influenced breastfeeding practice.
Positive feeding practice was significantly associated with mother’s nationality, age,
and family size.

Limitations

o Weak study design

o Small number of women who bottle fed their infant that cannot allow valid statistical
analysis.
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El-Gilany. Al- Hassa o Prospective study to describe the pattern and ¢ Mixed-feeding was the most popular pattern.
(2010) (Eastern region) predictors of infant feeding. e Women from rural areas, housewives and those with lower education are more likely to
e Subject recruited and followed-up through the breastfeed.
June and July vaccination sessions. o Exclusive breastfeeding 1279 (64%) at 2m, and dropped to 263 (14.1%) at 1y.
2008 o Infants were followed up during the first year e Formula feeding 108 (5.4) at 2m and rose to 516 (27.7%) at 1y.
of life at 2m, 4m, 6m, and 12m. ¢ Mixed-feeding 613 (30.7%) at 2m and rose to 1084 (58.2%) at 1y.
2000 infants at the age of 2m, this number Strengths
reduced to 1947 infants at 4m, 1904 infantsat e Good study design allowed infants to be followed
6m, and 1863 at 12m. Limitations
o Data was collected via interviews o Unclear feeding definitions
Fida, & Al- Jeddah o Prospective interview with mothers of 128 o Early discharge from hospital was significantly associated with successful
Aama, (western region) infants aged < 12 m included in the study. breastfeeding.
(2003) o Data was collected via self-administrated  No relationship was found between breastfeeding and education,
October 2001- questionnaire o Breastfeeding rates were 90% during first 6m.
September 2002« Women aged 16-40 were recruited. o 106 (82.8%) were breastfeed.
o Infant recruited through routine visits for o 22 (17.2%) were using formula feed.
vaccinations. Limitation
e Small sample size
o Unclear definitions of feeding patterns
Mouzan et Nation-wide o Cross-sectional nationwide survey o Early introduction of formula feeding was noticed in this survey.
al., (2009) national survey 5339 mothers who have children aged less than e There is high initiation rate of breastfeeding but with dramatic decline afterwards.
3y were included e 4889 (91.6%) mothers initiated breastfeeding, and 450 (8.4%) never breastfed.
2004-2005 » Data was collected via questionnaire. o 1134 (23.2%) initiated breastfeeding during 1% hour postpartum, and 1373 (28.1%)
o Data were collected via house-to-house visits in were delayed beyond 6h.
most cases unless was not practical for families o 3781 (88.6%) were breastfed at birth and this rate dropped to 76 (1.8%) at 1y.
¢ Introduction of formula feeding 485 (11.4%) at birth, 2174 (51.0%) at 1m, and 4190
(98.2%) at 1y.
Strengths
e Include subjects from different regions of Saudi Arabia
Limitation
o Unclear definitions of feeding patterns
Murshid Nation-wide o Cross-sectional survey to determine the infant e Low education level and nonemployee was associated with more intention to
(2006) survey included feeding patterns in 5 different regions breastfeed.
five regions * 912 infants aged <2y were randomly recruited o Married women were significantly more likely to use formula feeding than divorced

(central, western,
eastern, south-

from well-baby care clinic during 3m.
o Subjects recruited from five different regions of

mothers.
Formula feeding was the most common practice in this study.

134



western, northern) Saudi Arabia.

o Exclusive breastfeeding; 201 (22%).
o Data was collected via self-administrated e Formula feeding; 440 (48%)
Data collection questionnaire o Mixed-feeding; 271 (29.7%)
took 3 m. e Mothers from western region were more likely to breastfeed (28.4%) and mothers
from south-western region were the less likely to breastfeed (13.4%).
e Formula feeding was more among mothers from central region (43%) and less among
mothers from western and eastern regions (13.4%).
e Rate of mixed-feeding was higher in central region (33.6%) and lower in eastern
region (12.5%).
Strengths
o Recruit subjects from different regions of Saudi Arabia
Limitation
o Unclear definitions of feeding patterns
Shawky, & Jeddah o Cross-sectional survey to find about the trend e Risk factors associated with stop breastfeeding were C-section delivery and usage of
Abalkhail, (western region) and barriers for breastfeeding oral contraceptive.
(2003) 400 mothers with infant < 12m were included. « No significant relationship between breastfeeding and either age, or parity.

March- June 1997 o Study included Saudi (66.8%) and non-Saudi
(33.3) mothers.

o Data was collected via face-to-face interview
by a trained medical student

* Most women were housewives

o Most subjects were from medium and low
social classes.

o 39.5% of mothers were illiterate.

o 376 (94%) initiated breastfeeding at birth.

e 371 (92.8%) continued breastfeeding at 1 m.
e Only 160 (40%) breastfeed at 1y.

e 6m was the median duration of breastfeeding.
Limitation

o Unclear definitions of feeding patterns
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2. English version of baseline questionnaire

How do you plan to feed your baby?

(Baseline questionnaire)

P i

Please complete registration information including:

v Contact details
v Questionnaire

v Demographic characteristics

If you have questions at any time about the survey or the procedures, you
may contact Anwaar Shahbar at 009669967776 or by email at the email
address Anwaar.sh@hotmail.com.

Thank you

136



Contact details

Today’s date / /

Name

Delivery date ........ccoeeuniiniinniiiiiniiniiniinnnn. -ﬁg\ 5
r 1 \

Baby’s gender: male / female Baby’sname ......................ocoiin,
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This questionnaire consists of two sections:

v If this is your first baby please answer section one only
v If you had children before please answer section one AND two

Section one

In this section | would like to know about your delivery mode, how did you feed
your baby at birth and what is your planning for feeding you baby in coming
months. Adding to that, | would like to know about your opinion regarding some
facts about breastfeeding please.

1- Did you give birth through:
O Normal delivery
O Caesarean section

2- Did you or your baby have any complications that lead to separating you from your
baby after delivery e.g. baby in neonatal and what was it?

O Yes

O No
What was

3- What was the first thing the baby had through mouth?
O Breast milk

Formula

Water

Herbs

Others

O O O O

b) If formula;
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ii. When did the baby first receive breast milk?

4- Did you have any problems with initiating breastfeeding?
O Yes, if yes please mention

O No
What

5- Have you had any help or support with breastfeeding? If yes, from who and how?
O Yes
O No

QD
R

From who? Please tick as much as applicable.
Nurse

Lactation consultant

Doctor

Mother

Mother in law

Friend

Husband

Others, please
101511510} ¢ PR

O O O O OO0 0o

b) How have they helped you?

6- Have you received any free formula, and from who?
O Yes
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7- How are you feeding your baby now?

Exclusive Predominant Mixed-feeding Exclusive formula
breastfeeding breastfeeding feeding

8- Has the baby had any bottle?
O No

Yes, 1 bottle

Yes, 2-3 bottles

Yes, bottle for every feed

O O O O

Do not know

9- What was in the bottle?
O No bottle
O Water
Formula
Herbs
Expressed breast milk

O O O O

Combination of above

10- 1 would like to know what milk and other liquids you plan to feed your baby during
his/her first year?
Note:

Exclusive breastfeeding is that Infants feeding with only breast milk.

Predominant breastfeeding is that infants feeding with breast milk, water or herbs but no
formula.

Mixed-feeding is that Infants feeding with breast milk plus formula.

Exclusive formula feeding is that infants receive no breast milk and only formula.

Exclusive Predominant | Mixed- Exclusive Add solids
breastfeeding | breastfeeding | feeding formula
feeding
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1 week o o o o o
postpartum
1 month 0] 0] e) 0] 0)
postpartum
3 months 0] 0] 'e) 0) e)
postpartum
6 month 0] 0] e) 0] 0)
postpartum
12 months e) 0] 'e) 0) e)
postpartum

11- Do you have any plans to change the way you are feeding your baby in the next
month? Why?

16- What factors are important to you when decide to breastfeed or formula feed your
baby?

17- If you get a negative comment about your breastfeeding, would you stop?
O Yes
o No
O Not sure

18- Have you had any information about breastfeeding during pregnancy? If yes from
where?

O Yes
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O No

From where? Please tick as much as applicable.
O Website

Book/magazine/ newspaper

Doctor

Lactation consultant

TV

Radio

Mother/mother in law

Friends

O O O OO 0o oo

Others, please mention

20- What information did you want to get during pregnancy? Please tick as much as

applicable

Nutritional information

Practical demonstration of breastfeeding
Health information

None

O O O O

Others, please mention

21- How long are mothers recommended to exclusive breastfeed their babies based on the
World Health Organisation? (please tick one only)

Note: Exclusive breastfeeding is that Infants feeding with only breast milk
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3 months
6 months
1 year

O O O O

2 years

22- Did anyone show you practically how to breastfeed your baby at hospital?

O Yes
O No

23- For each of the following statements, please choose the answer that best describes
how confident you are with breastfeeding your new baby. Please mark your answer
by circling the number that is closest to how you feel. There is no right or wrong

answer.

Not at all
confident

Not very
confident

Sometimes
confident

Confident

Very
confident

I can always determine that my baby is
getting enough milk

I can always successfully cope with
breastfeeding like | have with other
challenging tasks

I can always breastfeed my baby
without using formula as a supplement

| can always ensure that my baby is
properly latched on for the whole
feeding

I can always manage the breastfeeding
situation to my satisfaction

I can always manage to breastfeed even
if my baby is crying

I can always keep wanting to
breastfeed

I can always comfortably breastfeed
with my family members present

I can always be satisfied with my
breastfeeding experience

| can always deal with the fact that
breastfeeding can be time consuming

I can always finish feeding my baby on
one breast before switching to the other
breast

I can always continue to breastfeed my
baby for every feeding

I can always manage to keep up with
my baby’s breastfeeding demands

I can always tell when my baby is
finished breastfeeding
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24- For each of the following statements, please choose the answer that best describes how
much you agree or disagree by circling the number that is closest to your opinion.
There is no right or wrong answer.

SD= strongly disagree
D= disagree

N= Neutral

A= Agree

SA= Strongly Agree

SD [D [N |A |SA

Women should not breastfeed in public places such as
restaurant

Formula feeding is the better choice if a mother plans
to work outside the home
Father feel left out if a mother breastfeed

Breastfeeding is more convenient than formula feeding

Formula is as healthy for an infant as breast milk

Breastfed babies are healthier than formula fed babies

The benefits of breast milk last only as long as the
baby is breast fed
A heavier baby is healthier

Breastfeeding affects the maternal figures negatively

If this is first child, is there anything else you would like to tell me about breastfeeding your
baby?

Thank you for your time.
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Section two

In this section I would like to know about your previous breastfeeding experience with
your last child.

25- How old is your last child now?

27- How many children you have?
o1

O 2

O 34

O 5-6

O More than 6

28- Thinking back to your last child, how did you feed him/her:
Note:

Exclusive breastfeeding is that Infants feeding with only breast milk.

Predominant breastfeeding is that infants feeding with breast milk, water or herbs but no
formula.

Mixed-feeding is that Infants feeding with breast milk plus formula.

Exclusive formula feeding is that infants receive no breast milk and only formula.

Exclusive Predominant | Mixed- Exclusive Add solids
breastfeeding | breastfeeding | feeding formula
feeding

At birth o o e} 0O o
1 week o o) o) o) o
postpartum
1 month 0O e e 0O 0O
postpartum
3 months 0O 0 0 0O 0O
postpartum
6 month 0O e e 0O 0O
postpartum
12 months 0O 0 0 0O 0O
postpartum
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29- Why did you decide to supplement or stop breastfeeding?

30- Did you have any problems with initiating breastfeeding with your last child?
O Yes, if yes please mention

O No
What

32- Who gave you support while breastfeeding your last child?
O No support

O Doctor

O Lactation consultant

O Husband

O Mother/mother in law

O Friends

O Others, please mention

33- What support was the most helpful?

Is there anything else you would like to say about breastfeeding your baby?

This is the end of the questionnaire please go to next section for some
demographic information thank you for your time.
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Demographic Questionnaire
Please answer by tick the circle or filling the blank:

1. How old are you?

2. Areyou Saudi?
O Yes
O No, Nationality..........ccooviiiiiiinii

3. What is your marital status?
O Married
O Separated/ Divorced

4. What level of education do you have?
O Less than high school
O High school
O University
O Postgraduate

5. What is your occupation?
O Working full/part time
O Student
O Not working

6. What is your family monthly income?
O SR 2000- 5000
O SR 5000- 8000
O SR 8000- 10000
O >SR 10000

7. What is your smoking status?
O Non-smoker
O 1-2 per day
O 25 per week

O More than 25 per week
8. Have you attended prenatal class? If yes when and where?

O Yes
O No
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This is the end of the survey thanks a lot for you time and cooperation,
I will call you at one month postpartum to ask you about your
breastfeeding practice with your new baby
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3. Arabic version of baseline questionnaire
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4. 1 month postpartum questionnaire (English version)

How do you plan to feed your baby?
(1 month)

&,
% 4 4 s/

—

Ayl

If you have questions at any time about the survey or the procedures, you
may contact Anwaar Shahbar at 009669967776 or by email at the email

address Anwaar.sh@hotmail.com.

Please complete the questionnaire

Thank you
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1. How do you feed your baby now;
a) Exclusive breastfeeding, has the baby has any bottle during last 3 weeks? (If yes probe

if had any water or herbs etc.)

Have a bottle? When had What in it Why gave it How often
bottle

b) Mixed-feeding, if yes fill in the table please.
How many How many What is in When first Why gave it
times times bottle bottle given
breastfeed/ day | feed/day

c) Exclusive formula feeding, if yes please fill in the table.
When first Why When first When stopped | Why have you
introduce introduce breastfeeding stopped
bottle (if none formula (if
at hospital) none at

hospital)
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2. Do you have any plans to change the way you are feeding your baby in the next
two months?

3. Over the next 11 months, what type of milk feeding are you planning to use;

Note:

Exclusive breastfeeding is that Infants feeding with only breast milk, no water or herbs.

Predominant feeding is that infants feeding with breast milk, water or herbs but no formula

Mixed-feeding is that Infants feeding with breast milk plus formula.

Exclusive formula feeding is that infants receive no breast milk and only formula.

Exclusive Predominant | Mixed- Exclusive Add solids
breastfeeding | feeding feeding formula
feeding

3 months o o e} e} e}
postpartum
6 month e) 0] e) 0] e)
postpartum
12 months 0) 0] 0) 0] 0)
postpartum

4. Have you had any negative comments about your breastfeeding? If yes, from who
and what?

5. Have the negative comments affected your feeding practice? If yes, how?
O Yes

O No
How

And how?
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7. For each of the following statements, please choose the answer that best describes
how confident you are with breastfeeding your new baby. Please mark your
answer by circling the number that is closest to how you feel. There is no right or
wrong answer.

Not atall | Not very | Sometimes | Confident | Very
confident | confident | confident confident

I will be able to breastfeed my
baby

I will be able to produce enough
milk for my baby with only
breastfeeding

I can always determine that my
baby is getting enough milk

I can always successfully cope
with breastfeeding like | have
with other challenging tasks

I can always breastfeed my baby
without using formula as a
supplement

| can always manage the
breastfeeding situation to my
satisfaction

I can always manage to
breastfeed even if my baby is
crying

I can always keep wanting to
breastfeed

| can always comfortably
breastfeed with my family
members present

I can always be satisfied with
my breastfeeding experience

I can always deal with the fact
that breastfeeding can be time
consuming

I can always finish feeding my
baby on one breast before
switching to the other breast

I can always continue to
breastfeed my baby for every
feeding

I can always manage to keep up
with my baby’s breastfeeding
demands

I can always tell when my baby
is finished breastfeeding

If you still breastfeeding please skip to question 8
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If no longer breastfeeding, thank you for your help, do you have any further
comments?

Would you like a copy of the report?

O Yes, if yes please write your email address or post details
O No

Email....cooo . Postaddress ........c.ooeviiiiiiinn...

8. Are you willing to be asked about your feeding practice at 3 months?
O Yes, If yes please answer question 20
O No

9. Which way do prefer for communicating?
O Phone calls
O E-mails

10. What time of day is best for you?

This is the end of the questionnaire thank you for your time
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5. 1 month postpartum questionnaire (Arabic version)
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6. Information sheet (English version)

MASSEY UNIVERSITY
COLLEGE OF SCIENCES
TE WAHANGA PUTAIAO

Women breastfeeding knowledge, attitudes, and experience

You are invited to participate in research to understand at their breastfeeding
knowledge, attitudes, experience, in west of Saudi Arabia, Jeddah. The purpose of this
study is to help understand how to support women to successfully breastfeed.

The research will be conducted by Anwaar Shahbar, for her Master’s degree in Human
Nutrition at Massey University in New Zealand. This study is supported by Massey
University. The supervisors for this project are Dr. Janet Weber of Massey University,
Professor Suhad Bahijri of King Abdul-Aziz University, Jeddah, Saudi Arabia, and Dr.
Muneera Balahmar Director of Health education.

PROJECT DESCRIPTION AND PROCEDURES

Women who have given birth in Suliman Fakeeh Hospital, the International Medical
Hospital, and the Saudi Germany Hospital are invited to participate in this research
study. Your participation is entirely voluntary.

Participation in the research involves the following:

1) You will be asked to fill out an initial questionnaire (15 minutes).

2) You will be asked if you are willing to be contacted again when the babyis 1, 3,
and 6 months to complete a questionnaire through a phone interview (15
minutes).

3) You will be given a breastfeeding scarf as a gratitude and appreciation award
for your participation and cooperation.

Before deciding whether to participate, please read the information below, and ask
questions to clarify points you do not understand. Please take as much time as you
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need to read the information sheet. You may also decide to discuss participation with
your family or friends. The questionnaire will include questions around breastfeeding.

RISKS AND BENEFITS

There are no risks associated with the participation in this study. Your participation
will help us to gain information about how to support breastfeeding mothers. It may
contribute in improving your confidence regarding breastfeeding.

CONFIDENTIALITY

The information within the questionnaires will be used for study purposes only. In
addition, any identifiable information obtained in connection with this study will
remain confidential.

This data will be coded and only used by researchers. In addition, data will be securely
stored as a hard and soft copy at Massey University and will be kept for minimum for 3
years. When the results of the research are published or discussed in conferences, no
identifiable information will be used.

PARTICIPATION AND WITHDRAWAL
Your participation is voluntary;

e Your refusal to participate will involve no penalty or loss of benefits to which
you are otherwise entitled.

e You may withdraw your consent at any time and discontinue participation
without penalty.

e You have the right to decline to answer any question.

e You have the rights to ask any questions about the study at any time during
participation.

e Your name will not be used unless you give permission. You will also be given
access to a summary of the project findings when the research is concluded.

If you have any concerns about this research that you wish to raise with someone
other than me, please contact either Dr. Weber or Professor Bahijri directly.

Sincerely
Anwaar Shahbar
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Research team contact details

Name Role in research | e-mail Phone number
Anwaar Principle Anwaar.sh@hotmail.com Saudi Arabia
Shahbar investigator 00966549976776
New Zealand
0064210642940
Janet Weber Supervisor J.L.Weber@massey.ac.nz 006463504403 ext. 4403
Suhad Bahijri | Co-supervisor sbahijri@gmail.com 0096626400000
ext. 25019

A Low-Risk Notification has been submitted to MUHEC and this phase of the research has been
evaluated by peer review and judged to be low risk. Consequently, it has not been reviewed by one of
the University’s Human Ethics Committees. The researcher named above is responsible for the ethical

conduct of this research.

If you have any concerns about the conduct of this research, that you wish to raise with someone other
than the researcher or head supervisor, please contact Professor John O’Neill, Director (Research
Ethics), (06 3505249, humanethics@massey.ac.nz).
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7. Information sheet (Arabic version)

MASSEY UNIVERSITY

COLLEGE OF SCIENCES
TE WAHANGA PUTAIAO
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8. Participants consent form (English versions)

MASSEY UNIVERSITY
COLLEGE OF SCIENCES
TE WAHANGA PUTAIAO
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9. Participants consent form (Arabic version)

MASSEY UNIVERSITY
COLLEGE OF SCIENCES
TE WAHANGA PUTAIAO

Women breastfeeding knowledge, attitudes, and experience

Participants Consent Form

| have read the Information Sheet and have had the details of the study
explained to me. My questions have been answered to my satisfaction, and |

understand that | may ask further questions at any time.

| agree to participate in this study under the conditions set out in the Information

Sheet.

Signature: Date:

Full Name -
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10. Comparison between demographics of opted out women and

followed-up women

Parity
Primiparous
Multiparous

Education level
< high school
High school
Undergraduate degree
Postgraduate degree

Family income
2000- 5000 SR/month
5000- 8000 SR/month
8000- 10000 SR/month
>10000 SR/month
Other

Delivery mode
Normal
Caesarean

Women’s age
<25 years
25- 30 years
>30 years

Did not respond at 1
month
N=25

N O NN
=
(o]

100

10 32
7 19
8 22

Followed-up at 1 month
N=77

15 68
25 78
17 81
18 78
0 0

21 67
29 80
27 77
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11. Type of help received while in hospital

BFHI Non-BFHI Total
N=52 N=50 frequency
N= 102

If women got help with
breastfeeding
new baby

Mother help
Information 0 3 3
Practical 0 2 2
Emotional 3 - 11 - 14 -
Information+ emotional 0 2 2
Practical+ emotional 2 1 3

Mother in law help
Information+ emotional 0 0 1 2 1 1

Total 1 2 5 10 6 6
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12.Information during pregnhancy
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