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Abstract

Regular breastfeeding surveillance is essential to determine to what extent national
breastfeeding targets are being met and how breastfeeding practices change over time.
There have been irregular infant feeding studies or national surveys carried out in Kuwait
so it is difficult to assess secular trends in breastfeeding practices. The objective of the
Kuwait Infant Feeding Study (KIFS) was to identify the incidence and prevalence of
breastfeeding up to 26 weeks postpartum among a population of women living in Kuwait

and to identify the factors associated with the initiation and duration of breastfeeding.

A sample of 373 women recruited shortly after delivery from four hospitals in
Kuwait completed a structured, interviewer-administered questionnaire and follow-up
telephone interview at 6, 12, 18 and 26 weeks postpartum. Multivariate logistic
regression analysis was used to identify those factors independently associated with the
initiation of breastfeeding and survival analysis was used to examine the duration of

breastfeeding.

In total, 92.5% of mothers initiated breastfeeding and at discharge from hospital the
majority of mothers were partially breastfeeding (55%), with only 30% of mothers fully
breastfeeding. Prelacteal feeding was the norm (81.8%) and less than 1 in 5 infants (18.2%)
received colostrum as their first feed. Only 10.5% of infants had been exclusively breastfed
prior to hospital discharge, the remainder of breastfed infants having received either
prelacteal or supplementary infant formula feeds at some time during their hospital stay.
At six months of age, 39% of mothers were still breastfeeding but none of the women were
fully or exclusively breastfeeding. The median duration of any breastfeeding duration was

13.9 weeks.



Breastfeeding at discharge from hospital was independently positively associated
with paternal support for breastfeeding and negatively associated with delivery by
caesarean section and with the infant having spent time in the Special Care Nursery.
Mothers originally from other Arab countries were more likely to initiate breastfeeding in
hospital than Kuwaiti mothers. Women whose husbands worked in sales or clerical
occupations and Kuwaiti national mothers were at higher risk of early breastfeeding
termination. Women whose husband or own mother preferred breastfeeding, breastfed for
longer than those women whose husbands or mothers preferred formula feeding or were
ambivalent about how they fed the infant. Hospital-related factors including time of first
feeds, type of first feed, age of introducing a pacifier and feeding on demand were

significantly associated with breastfeeding duration.

The results of this study indicate that while breastfeeding is almost universally
initiated, very few women achieve the WHO recommendations of exclusive breastfeeding
to 6 months of age. The reasons for the high use of prelacteal and supplementary formula
feeding warrant further investigation. Data collected in this study will contribute to the
limited breastfeeding surveillance data available for Kuwait and inform future public
health policy. Hospital policies and staff training are needed to promote the early initiation
of breastfeeding and to discourage the unnecessary use of infant formula in hospital, in

order to support the establishment of exclusive breastfeeding among mothers in Kuwait.
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In the Name of God the most merciful the most powerful

PICKTHAL: Mothers shall suckle their children for two whole years; (that is) for those
who wish to complete the suckling. The duty of feeding and clothing nursing mothers in a
seemly manner is upon the father of the child. No-one should be charged beyond his
capacity. A mother should not be made to suffer because of her child, nor should he to
whom the child is born (be made to suffer) because of his child. And on the (father's) heir
is incumbent the like of that (which was incumbent on the father). If they desire to wean the
child by mutual consent and (after) consultation, it is no sin for them; and if ye wish to give
your children out to nurse, it is no sin for you, provide that ye pay what is due from you in
kindness. Observe your duty to Allah, and know that Allah is Seer of what ye do.

(Al Bagara, 233)



“While breastfeeding may not seem the right choice for every

parent, it is the best choice for every baby”
~Amy Spangler

This is statement could not hold more truth

oo

It is [ike a wake-up call for all moms-to-be

[e]e]

Helps in making the decision

oo

Encouraging not to give-up on breastfeeding

Suggesting that the sacred experience of breastfeeding is worth
trying

As the bond you share with your little one is unforgettable

[e]e]

I did it & was glad I did it

[e]e]

It was for my girls & I will cherish our time together forever

oo

Dedicated to- my family



Terminology glossary

Almost exclusively breast-fed: Allows occasional tastes of other liquids, traditional foods,
vitamins, medicines, etc. (Labbok, 2000)

Artificial feeding: Infant is fed only on a breast-milk substitute (UNICEF., 2008)

Breastfeeding and any breastfeeding: The child has received breast milk direct from the
breast or expressed (Labbok et al., 2006)

Breastfeeding on demand: No restrictions on the frequency or length of breastfeeds

Breast milk substitute: Any food being marketed or otherwise represented as a partial or
total replacement for breast milk, whether or not it is suitable for that purpose (UNICEF.,
2008)

Bottle-feeding: The infant has received any liquid or semi-solid food (including
breastmilk) from a bottle with a nipple/teat (Labbok et al., 2006)

Colostrum: The yellow or golden first milk produced in the first days after delivery
(WHO, 2010b)

Complementary feeding: The child has received both breast milk and solid or semi-solid
food. Allows the infant to receive any food or liquid including non-human milk (Labbok
et al., 2006)

Duration of breastfeeding: The length of time that a child received breast milk

Early Breastfeeding Initiation: Initiate breastfeeding within one half-hour of birth
(UNICEF., 1991)

Exclusive breastfeeding: No other food or drink, not even water, except breast milk, but
allows the infant to receive drops and syrups (vitamins, minerals and medicines) (WHO,
2001)

Formula feeding: Infant is fed only on a breast-milk substitute or formula which is any
artificial milk for babies made out of a variety of products, sugar, animal milks, soybean,
and vegetable oils. They are usually in powder form, to mix with water (UNICEF., 2008)



Full breastfeeding: Exclusive breastfeeding and predominant breastfeeding together
constitute full breastfeeding (Labbok et al., 2006)

Incidence of breastfeeding, ever breastfed: The child has received breast milk on at
least one occasion

Lactogenesis: The onset of milk production (Wambach et al., 2005)

Mixed feeding: Breastfeeding while also giving other fluids, formula or foods (WHO,
2009), and infant receives both breast milk and any other food or liquid including water,
non-human milk and formula before 6 months of age (UNICEF., 2008)

Partial breastfeeding: Mixed feeding, designated as high, medium, or low. Methods for
classification suggested include percentage of calories from breastfeeding, percentages of
feeds that are breastfeeds, etc. (Labbok, 2000)

Predominant breastfeeding Means that the infant's predominant source of nourishment
has been 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). It does not allow the infant to receive anything else (in particular non-
human milk, food-based fluids) (WHO, 2001)

Prevalence of breastfeeding: The proportion of children breastfed at selected time points

Prelacteal feed: Administration of any food or drink to the infant before the first breast-
feeds (WHO, 2009)

Rooming-in:  All mothers should be enabled to stay with their baby 24 hours a day.
Separation should only occur for acceptable clinical reasons or as a result of a fully
informed choice by the mother (UNICEF., 1991)

Supplementary feeding: Any non-breast milk item (including water) consumed by a
breast fed infant after the first breastfeed (WHO, 2009)
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Chapter 1  Literature Review

1.1 Introduction

1.1.1 Purposes of Chapter 1

The purpose of this chapter was to briefly discuss the short-term and long-term infant and
maternal health benefits of breastfeeding and the WHO latest breastfeeding
recommendations. The importance of identifying modifiable and non-modifiable factors
associated with breastfeeding initiation and duration was also discussed. In addition, this
chapter aimed to briefly review the determinants of breastfeeding initiation and duration
among women in Western countries from major recent systematic reviews and to review
the determinants of breastfeeding initiation and duration among women from Middle
Eastern countries. The reviews enabled for comparing findings from Western and Middle
Eastern countries in terms of weaknesses and strengths based on study design and
technique of data analysis. Finally, this chapter discussed the limitations of previous
Middle Eastern studies.

1.1.2 Overview of breastfeeding benefits

Breastfeeding is recognised internationally as the optimal way to feed an infant (WHO,
2003). Breast milk provides concrete health benefits to both infants and mothers
(Lawrence, 1994) and there is wide spread evidence on the effects of breastfeeding on
short- and long- term infant and maternal health outcomes (Horta et al., 2007a; Ip et al.,
2007). Research has shown that compared with bottle-fed infants, breastfed infants have a
better general health (Bhargava, 1983), growth and development (Dewey, 2001;
Khadivzadeh & Parsai, 2004; Kramer et al., 2004; Dewey et al., 2005) and lower risk of
many acute and chronic illnesses because of its unique bioactive and immuno-protective
properties (Lawrence & Pane, 2007). However, it is not the primary purpose of this
literature review to critically evaluate the large volume of evidence associating
breastfeeding with short- and long-term health outcomes for both the infant and mother.
This evidence has been well reviewed in two major systematic reviews and meta-analyses
(Horta et al., 2007a; Ip et al., 2007), the features of which are briefly summarized in Table
1.1.

Horta et al (2007a) reviewed the evidence related to the long-term benefits of

breastfeeding in developed countries and concluded that breastfed infants experienced
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lower mean blood pressure and total cholesterol, in addition to higher performance on
intelligence tests. Breastfed infants also had lower rates of overweight/obesity and type-2
diabetes in later life. There was a statisticaly significant effect for all outcomes; however,

for some outcomes their magnitude was relatively modest (Table 1.2).

The review by Ip et al (2007) differed slightly from that of Horta et al. (2007) in that they
investigated the evidence for both short and long-term breastfeeding-related health
outcomes for infants as well as mothers. Although, their review was limited to data from
developed countries, most of the epidemiological evidence related to the long-term health
outcomes is derived from data from developed countries so they arrived at similar
conclusion to those of Horta and colleagues (2007a) with a few exceptions (Table 1.3).
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Table 1.1: Summary of the two major systematic reviews on benefits of breastfeeding

Author, year

Horta et al., 2007

Ip et al., 2007

AIM

To investigate the association of BF
& long-term health outcomes
including blood pressure, diabetes
& related indicators, serum
cholesterol, overweight & obesity,
& intellectual performance

To assess the evidence on the effects
of BF on short- & long term infant
& maternal health outcomes
including acute otitis media,
childhood asthma, cognitive
development, SIDS, infant mortality,
NEC, maternal breast cancer, return
to pre-pregnancy weight, & maternal
Type 2 Diabetes in developed
countries

Selection Observational & randomized Systematic reviews/meta-analyses,

Criteria studies observational studies, randomized &
non-randomized comparative trials,
prospective cohort, & case-control
studies

Published English, French, Portuguese & English

Languages Spanish

Search MEDLINE (1966 to March 2006) MEDLINE, CINAHL, & the

Strategy & Scientific Citation Index Cochrane Library in NOV 2005

databases

Where WHO in Geneva, Switzerland, & Tufts-New England Medical Centre

conducted? the University of Pelotas, Brazil Evidence-Based Practice Centre,
Boston, Massachusetts

Inclusion e Studies restricted to outcome e They updated existing systematic

/Exclusion measurement in infants were reviews with data from primary

of studies excluded from the meta- studies published subsequent to

analyses

e  Only those studies with
internal comparison groups
were included

e The type of comparison group
used (never breastfed, breastfed
for less than x months, etc.) did
not constitute an eligibility
criterion, but, the way in which
BF was categorized was
investigated as a potential
source of heterogeneity among
the studies

those reviews

e However, they reviewed only
primary studies for outcomes that
have not been previously
evaluated systematically
including osteoporosis, ovarian
cancer, postpartum depression &
infant mortality

Data extraction

e Two reviewers independently

e Used meta-analysis to expand on

& analyses evaluated study quality, using a the individual studies’ findings,
standardized protocol, & if it was appropriate & feasible to
disagreement was resolved by do so
consensus rating

e Fixed and random-effects e The studies were graded for
models were used to pool the methodological quality & those
effect estimates, & a random- examining only formula feeding
effects regression was used to were excluded
assess several potential sources
of heterogeneity

Number of Effect on blood pressure: 30 & 25 | They screened over 9,000 abstracts.

studies estimates for systolic & diastolic Forty-three primary studies on infant

blood pressure, respectively

Effect on serum cholesterol: 23
23

health outcomes, 43 primary studies
on maternal health outcomes, & 29



studies, 28 estimates of total
cholesterol were derived

Effect on overweight and obesity:
39 estimates of the effect of BF on
prevalence of overweight/obesity
Effect on type-2 diabetes: five
papers evaluated relationship
between BF duration & type-2
diabetes

Effect on intelligence &
schooling: For the assessment of
performance in intelligence tests,
they obtained data from eight
studies that controlled for
intellectual stimulation at home &
collected information on infant
feeding in infancy, in which the
duration of BF was of at least one
month among breastfed subjects

systematic reviews or meta-analyses
that covered approximately 400
individual studies were included in
the review

Limitations e Because nearly all studies e Majority of data obtained from
of study included in the analyses are observational studies
observational, it is not possible | e  The wide range of guality of the
to completely rule out the body of evidence across different
possibility that these results health outcomes
may be partly explained by e Limited only to studies from
self-selection of BF mothers or developed countries, therefore
by residual confounding not generalisable to low/middle
e Publication bias was assessed income countries
by examining the effect of e Some results must be interpreted
study size on the estimates and with caution because of the
was found not to be important possibility of recall biases &
for most outcomes suboptimal adjustments for
e Very few studies were available potential confounders in the
from low/middle-income studies
countries, where the effect of e Possibility of bias in the smaller
BF may be modified by social studies i.e. case control studies
& cultural conditions (smaller study size)

e The lack of adjustments for
potential confounders in some
studies could exaggerate the
magnitude of an association (i.e.
Type 2 diabetes)

Reviewers The available evidence suggests Despite these limitations, the
conclusion that BF may have long-term reviewers concluded that a history of

benefits

Infants outcome

e Subjects who were BF
experienced | mean blood
pressure & total cholesterol,
as well as higher performance
in intelligence tests

e Furthermore, the prevalence of
overweight/obesity & type-2
diabetes was | among BF
subjects

o All effects were statistically

BF is associated w/ | risk of many

diseases in infants & mothers from

developed countries

Infants outcome

e | RR: Acute ostitis media,
atopic dermatitis, non-specific
gastrointestinal infections
during the first year of life,
obesity in adolescence & adult
life, hospitalization due to lower
respiratory tract diseases in
infants <1 year of age, Type 2
diabetes, childhood leukaemia,
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significant, but for some
outcomes their magnitude was
relatively modest

SID

The studies found little or no
evidence for an association
between BF in infancy &
cognitive performance in
childhood

Mixed conclusions w/ asthma
including 2 studies finding an 1
risk of asthma associated w/ BF.
They updated meta-analysis w/
new studies & their analysis
showed that BF for at least 3
months was associated w/ a 27 %
| in the risk of asthma.
Relationship between BF & the
risk of asthma in older children
& adolescents remains unclear &
will need further investigation
Unclear & need further
investigation the risk |
cardiovascular disease: systolic
blood pressure, LDL cholesterol,
cardiovascular mortality

Results for Type 1 Diabetes
suggest that BF for at least 3
months | risk of childhood Type
1 Diabetes compared w/ BF for <
3 months. However, these results
must be interpreted w/ caution
due to recall bias & potential
confounders

Because of the limited data,
relationship between BF &
infant mortality in developed
countries remains unclear &
further investigation is needed

Maternal outcomes:

Effect of BF Return to Pre-
pregnancy Weight remains
unclear

Maternal Type 2 Diabetes: In
parous women without a history
of gestational diabetes, each
additional year of BF was
associated w/ RR of developing
Type 2 Diabetes

Little or no evidence between
lifetime BF duration & risk of
fractures due to osteoporosis
More investigation needed w/
postpartum depression
Consistent evidence suggests that
there is an association between
BF & a RR of breast & ovarian
cancer

RR= Reduced Risk
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Table 1.2: Long-term health outcomes associated with breastfeeding (Horta et al., 2007b)
Long term outcomes | Pooled effect size 95% CI — favouring breastfeeding
Blood pressure

SBP mean difference: -1.21 mmHg; 95% CI: -1.72 to -0.70
DBP mean difference: -0.49 mmHg; 95% Cl: -0.87 to -0.11

Serum cholesterol
Adults mean difference: -0.18; 95% CI: -0.30 to — -0.06 mmol/L

Overweight and obesity pooled OR: 0.78; 95% CI: 0.72-0.84

Type-2 diabetes pooled OR: 0.63; 95% CI: 0.45-0.89

Cognitive performance mean difference: 4.9 points ; 95% CI: 2.97-6.92

SBP, Systolic Blood Pressure; DBP, Diastolic Blood Pressure

For instance, Ip and colleagues (2007) found little or no relationship between breastfeeding
in term infants and cognitive performance after reviewing one well-performed sibling
analysis and three prospective cohort studies which adjusted their analyses specifically for
maternal intelligence. However, most studies adjusted their analyses for socioeconomic
status and maternal education but not specifically for maternal intelligence, and for those
studies that reported a significant effect after specific adjustment for maternal intelligence,
residual confounding from other factors such as different home environments cannot be
ruled out. Horta et al (2007a) found a relatively small increase in cognitive development
which is open to debate because this was found in studies that controlled for
socioeconomic status and stimulation at home. Also, it is still unclear whether the
association is related to the properties of breast milk itself or whether breastfeeding
enhances the bonding between mother and child which then contributes to intellectual
development.

Table 1.3: Comparison of significant findings from two major reviews

Health outcomes (Horta et al., 2007a) (Ip et al., 2007)
Infants health outcomes
Acute Otitis Media NR | RR
Atopic dermatitis NR | RR
Non-specific gastrointestinal
infections (1* yr) NR I RR
Obesity in adolescence & Prevalence of | RR
adult life overweight/obesity |

among BF subjects

Lower respiratory tract NR | RR
diseases
Type 2 Diabetes Prevalence Type 2 Diabetes | RR
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| among BF subjects

Childhood leukaemia

NR

| RR

SID

NR

I RR

Cognitive performance in
childhood

Subjects who were BF
experienced 1 performance
in intelligence tests

Little or no evidence for an
association between BF in infancy
& cognitive performance in
childhood

Asthma

NR

e Mixed conclusions w/ asthma
incl. 2 studies finding 1 risk
of asthma associated w/ BF

e Updated meta-analysis w/
new studies: BF for at least 3
months associated w/a 27% |
in risk of asthma

e The relationship between BF
& risk asthma in older
children & adolescents
remains unclear & need
further investigation

RR cardiovascular disease:
systolic blood pressure, LDL
cholesterol, cardiovascular
mortality

Subjects who were BF
experienced | mean blood
pressure & total cholesterol

Unclear & need further
investigation

Type 1 Diabetes

NR

e BEF for at least 3 months | risk
childhood Type 1 Diabetes
compared w/ BF for < 3
months

e Results must be interpreted w/
caution due to recall bias &
potential confounders

Infant Mortality

NR

Because of the limited data, the
relationship between BF & infant
mortality in developed countries
remains unclear & further
investigation is needed

Maternal Health outcomes

Return to Pre-pregnancy
Weight

NR

Effect of BF remains unclear

Maternal Type 2 Diabetes

NR

In parous women w/out history of
gestational diabetes, each
additional year of BF was
associated w/ | risk Type 2
Diabetes

Osteoporosis

NR

Little or no evidence between
lifetime BF (D) & risk of fractures
due to osteoporosis

Postpartum depression

NR

More investigation needed

Breast & ovarian cancer

NR

Consistent evidence suggests that
there is an association between
BF & a reduced risk

RR= Risk Reduction; NR= Not Reviewed
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Other difference between the two reviews was on the effect of breastfeeding on
cardiovascular disease. Ip and colleagues (2007) indicated that the correlation of
breastfeeding with risk reduction of cardiovascular disease markers is unclear and needs
further investigation due to the deficiencies in data, biases and major limitations of studies,
whereas Horta (2007b) concluded that subjects who were breastfed experienced a lower
mean blood pressure and total cholesterol during adulthood. However, socioeconomic
status is one of the most important confounders in studies of long term effects of
breastfeeding. The variation in the direction of confounding by socioeconomic status can
lead to overestimation or underestimation of the beneficial effect of breastfeeding and even
they are controlled for through multivariable analyses, there is a residual confounding. So,
although the Horta’s review concluded with a positive effect of breastfeeding on reducing
cardiovascular disease, they suggested that because high socioeconomic status is related to
a lower prevalence of cardiovascular disease, this would overestimate the long-term

benefits of breastfeeding.
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Table 1.4: Association of breastfeeding with infants and maternal short- and long- term health outcomes

Health outcomes

Effect size favouring BF

Infant Short-term outcomes:
Infection diseases
Otitis Media

Overall: pooled OR: 0.60; 95% CI: 0.46-0.78

Non-specific gastroenteritis

Unadjusted pooled estimate of the cohort studies:
OR 0.36; 95% CI 0.32, 0.41; heterogeneity p<0.01

Unadjusted pooled estimate of 2 case control studies:
OR 0.54; 95% CI 0.36, 0.80; heterogeneity p=0.35

Comments:

e Majority of studies suffered from methodological deficiencies; 4 studies fulfilled criteria of
controlling for detection bias, analyses of confounders, having a clear definition of infant
feeding practices & infectious outcomes; 3 of these studies reported BF was protective against
non-specific Gl infection

e Only unadjusted estimate was reported in the summary

Lower respiratory tract infection

Relative Risk: 0.28, 95% CI 0.14-0.54

SIDS

AOR: 0.51, 95% C1 0.51-0.81

Infant mortality

Limited data in this area, unclear evidence

Infant Longer-term outcomes
Cognitive development

NA

Childhood cancer (including Leukaemia)

Pooled OR: 0.91; 95%Cl: 0.83-1.00)
Pooled OR: 0.80; 95% ClI: 0.71-0.91)

Type Il diabetes

Pooled AOR: 0.61; 95% CI: 0.44-0.85

Asthma

OR: 0.72; 95% CI: 0.62-0.84
Comments:
o A well-performed meta-analysis from 2001 concluded that breastfeeding was associated with a
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reduction in the risk of developing asthma. This association was stronger in those subjects with
a positive family history. However, three new primary studies and one follow up study reported
conflicting results

o  Further studies concerning the effect of a family history of asthma on long-term outcome of
asthma is warranted

Atopic dermatitis

OR: 0.68; 95% CI: 0.52-0.88

Blood Pressure

There is an association between a history of bf during infancy & a small reduction in adult blood
pressure,
but the clinical or public health implication of this finding is unclear

Overweight/ Obesity

Pooled AOR

(comparing ever breast feeders to never breast feeders)
0.76 (95%CI 0.67-0.86) Arenz 2004 meta-analysis
0.93 (95%Cl: 0.88-0.99) Owen 2006 meta-analysis

Maternal Short-term outcomes :
Postpartum depression

Postpartum weight loss

Maternal Longer-term outcomes :

Breast cancer

Ovarian cancer

Diabetes Il

Osteoporosis

Early cessation of BF: AHR: 1.25; 95% CI 1.03- 1.52)
Onset of postpartum depression occurred before cessation of BF in most cases

Unclear

A significant reduction in risk of breast cancer by 4.3 %; 95% CI 2.9-5.8 for each yr of BF
Overall: OR:0.79; 95%CIl 0.68-0.91

e Multivariate-adjusted model including current BMI, each additional yr of lactation :

HR: 0.96; 95%CI 0.92 - 0.99

NA

NA,= no association; SIDS= Sudden Infant Death Syndrome; UC= UnClear; AOR= Adjusted Odds Ratios; AHR =Adjusted Hazard Ratio; source: (Ip et al., 2007)
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While the benefits of breastfeeding are well established, there is some debate over how
long an infant should be exclusively breastfed. The main outcomes are related to energy
requirements, iron needs and exposure to allergies and infections. Kramer and Kakuma
(2002) systematically reviewed available evidence of the effect of the recommended
duration of exclusive breastfeeding for six months on child health, growth and
development versus exclusive breastfeeding for three to four months followed by mixed
breastfeeding (introduction of complementary liquid or solid foods with continued
breastfeeding) to 6 months. The reviewers identified 22 independent studies meeting the
selection criteria (11 from developing countries and 11 from developed countries),
independently assessed study quality and extracted data selecting all internally-controlled
clinical trials and observational studies. The overall evidence from the included studies
showed that infants who continued to be exclusively breastfed for six months showed no
deficits in weight or length gain. They experienced less morbidity from gastrointestinal
infection and respiratory infections than those infants who were mixed fed for three to four
months. Also, mothers who exclusively breastfed their infants for six months or longer
had more prolonged lactational amenorrhea. Kramer & Kauma emphasized in their
conclusion that the recommended period of exclusive breastfeeding to six months of age is
evidenced-based and concerns about apparent risk in recommending this period of

exclusive breastfeeding in both developing and developed setting are insignificant.

On the other hand, a study hypothesised that breast milk transfer of energy to the infant
will often be inadequate to meet infant energy requirements and suggested
acknowledgement of the need for some flexibility in the recommendation to breastfeed
exclusively to six months by reinstating the recommendation to prevent lack of energy in
some cases it needs to be supplemented with complementary feeding before six months of
age. A systematic literature review based on mathematical calculations of a number of
assumptions, Reilly and Wells (2005) argued that exclusive breastfeeding up to six months
leads to the theoretical possibility of infants receiving inadequate energy intake from about
five months of age. Thus, they suggested that the introduction of complementary feeding
may be necessary before six months of age. However, this debate is based on limited data
of exclusive breast milk intake and its likely energy content at six months and all of the

five studies reviewed were from the 1980s (Annon, 2006).

A recent review and summary of recent meta-analyses of studies, linking premature
weaning (defined as not being breastfed at the time of introduction of solids in all

outcomes measured) from breast milk and later-life chronic disease risk, based on
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historical breastfeeding prevalence data in Australia since 1927, has shown that lack of
breastfeeding (the most common classification in the studies included in the meta-analyses
was “never” versus “ever” breastfed) is associated with an increased risk of asthma and
this association is stronger for those infants with a family history of asthma (Smith &
Harvey, 2010). However, Smith and Harvey (2010) indicated that no significant
relationship has yet been determined between the timing of weaning from breastfeeding
and the prevalence of asthma. Moreover, a recent review of current knowledge for the
effect of four main infant feeding practices on allergy (Grimshaw et al., 2009) questioned
whether exclusive breastfeeding for six months is an effective primary prevention measure
for allergic disease. They concluded that despite the fact that all available evidence agreed
that breastfeeding is best for infants; the evidence that it prevents allergic diseases is

arguable as no studies have shown long term benefits related to allergic outcomes.

A randomized, double-blind, placebo-controlled trial involving exclusively breasted infants,
intervened with iron supplementation or placebo, has shown that the prevalence of iron
deficiency anaemia is low (3%) among unsupplemented breastfed infants in the first six
months of life (Ziegler et al., 2009). Kramer and Kakuma (2004) in their review reported
that the data are conflicting with respect to iron status in breastfed infants and they
suggested that exclusive breastfeeding without iron supplementation up to six months of

age may affect hematologic status.

So the available evidence suggests that exclusive breast feeding to six months is optimal
but more research may be needed to establish the best weaning time for infants with a

family history of allergy and those infants with higher energy needs.

1.1.3 WHO recommendations for breastfeeding

Breastfeeding is the optimal and natural method of providing young infants with the
nutrients they require for healthy development. The World Health Organization provides
global public health recommendations for infant feeding, based on the conclusions of an
expert panel consultation that completed a systematic review of the optimal duration of
exclusive breastfeeding, to attain and sustain optimal growth, development and health
(WHO, 2003). They also considered complementary feeding which should be sufficient
and safe, properly fed and at the right infant age. WHO recommend exclusive
breastfeeding up to six months of age with continued breastfeeding with appropriate
complementary foods up to two years of age or beyond (WHO, 2003). Colostrum, is a

yellowish, sticky breast milk highly concentrated in immunoglobulins which provides an
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exclusive source of immunity. It is produced at the end of pregnancy and gradually
changes in composition to a milk that more closely resembles mature milk by about day
three (Stelwagen et al., 2009). Since it is the perfect food for infants, feeding should be
initiated within the first hour after birth (WHO, 2003).

The Global Strategy for Infant and Young Child Feeding was introduced in 2003 (WHO,
2003). It aimed to regenerate efforts to promote, protect and support proper infant and
young child feeding. It encourages governments to develop and implement comprehensive
policies on infant and young child feeding, allow all mothers to have sufficient support to
initiate and sustain exclusive breastfeeding for six months, to implement the Baby Friendly
Hospital Initiative and to train health workers for breastfeeding counselling.

Despite international breastfeeding efforts, many women do not achieve these
recommendations. Only 38 per cent of infants in the developing world are exclusively
breastfed for the first six months of life (UNICEF., 2007). This indicates that many
women are either unaware of, or do not comply with these recommendations. We need to
understand the determinants of breastfeeding practices to understand the reasons behind
the under achievement of these recommendations and to target high risk women through

interventions.

1.1.4 Determinants of breastfeeding initiation and duration
1.1.4.1 Introduction

Breastfeeding is a complex and multi-determinant practice. Factors associated with
breastfeeding outcomes can be classified in a number of ways. Firstly, factors can be
classified as modifiable or non-modifiable. The modifiable factors affecting breastfeeding
outcomes, for example, are hospital practices and hospital staff knowledge and attitudes;
social support and societal attitudes. They can be modified through various ways such as
improving hospital practices towards a more baby friendly atmosphere for both infants and
mothers, increasing the knowledge of hospital staff through training and educational
lessons and through interventions to educate members of the community including
influential family members. Non-modifiable factors are maternal age, educational level,
occupation, ethnicity and parity. These factors can be useful in identifying vulnerable
groups of mothers who are less likely to commence breastfeeding or breastfeed their
infants for shorter length of time than the international recommended duration.

Recognizing these factors will help in identifying the groups of mother who may benefit
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from breastfeeding interventions which promote early initiation and longer duration. The
determinants can be broadly grouped into socio-demographic, biomedical, hospital
practices, and psychosocial factors. Furthermore, initiation and duration of breastfeeding
need to be studied as separate outcomes as it is unlikely that events that occur after the
birth of the child will influence the initiation of breastfeeding but may influence the
duration. In Western countries, infant feeding practices are well studied compared with
Middle Eastern studies. Most recent Western studies have employed multivariate analysis
techniques to control for potentially confounding factors, to identify factors independently
associated with breastfeeding initiation and duration. The following section summarizes
the evidence of the determinants of breastfeeding initiation and duration among Western

women.

1.1.4.2 General history of breastfeeding

Breastfeeding practices change with time and it is important to know the history of
breastfeeding to understand the direction and type of change as a trend. Traditionally,
infants worldwide were breastfed by their mothers prior to the discovery of breast milk
substitutes and in the case of inability to breastfeed for illness or other reasons; they were
fed by another lactating woman or a “wet nurse”. This practice was going on for hundreds
of thousands of years and in some rare cases infants were fed milk from other animals such
as a cow or goat, usually with fatal consequences (Annon., 2010b). The time of change
started in the 19™ century, when scientific investigations led to formula milk being mass
produced and made commercially available as infant food in 1867 by Henri Nestle (Annon.,
2010a). In 1873, half a million boxes of Nestle milk food were being sold in America,

Europe, Mexico and Argentina (Annon., 2010a).

1.1.4.3 1920°s-1960’s

Prior to the 1920s most women delivered their babies in their own home but by the 1960s
most women delivered in hospital, and hospital practices were not generally supportive of
breastfeeding. Nathoo and Orstry (2009) in their book argued that during that time, the
increase in hospital births led to a decline in breastfeeding because of the lack of early
infant-mother-contact, rooming-in, demand feeding and over worked nurses and doctors
would often substitute formula at the first indication of a breastfeeding problem.
Furthermore, the promotion of formula feeding through advertising as a modern and better
way of feeding resulted in the dramatic rise of the number of formula fed infants in the
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United Sates in 1950s, and breastfeeding was replaced with formula for 50% of infants in
that year (Annon., 2010Db).

1.1.4.4 1960-2000

During this period of time, the women’s movement and related natural childbirth
movement, and the international concerns about formula feeding were the forces that
changed the trends towards an increase in breastfeeding (Nathoo & Ostry, 2009),
accompanied by changes in hospitals including practicing rooming-in to ensure longer time
for mother and infant contact. By the 1970’s, Western women from developed countries
who were more educated than women in the developing world realized the importance and
benefits of breastfeeding and made knowledgeable choices based on what was best and not
what was trendy (Annon., 2010b). Therefore, rates of breastfeeding increased in the
developed world, and manufacturers shifted their marketing to the developing world by
advertising through different formula companies (Nathoo & Ostry, 2009). The worldwide
boycott of Nestle pressured the World Health Organization and UNICEF to develop the
Code of Marketing of Breast Milk Substitutes in 1981 which limited the promotion and
advertising of infant formula (WHO, 1981). This increase in international action
developed the cooperation between governments and health professionals through adopting
effective health policies and implementing interventions to promote and rediscover
breastfeeding (Fairbank et al., 2000; De Oliveira et al., 2001; Guise et al., 2003). The

main strategy of these interventions is to focus on education to promote breastfeeding.

1.2 Determinants of breastfeeding among women in Western countries

1.2.1 Overview

The factors associated with breastfeeding initiation and duration among Western women
have been well studied and summarized in five major literature reviews (Scott & Binns,
1999; Dennis, 2002; Callen & Pinelli, 2004; Thulier & Mercer, 2009; Meedya et al., 2010)
(Table 1.6). The evidence from these reviews is supplemented with more recent primary
data from a variety of relevant Western studies. Scott & Binns (1999) reported an
inconsistency in the association between breastfeeding and many of the factors commonly
investigated because the earlier studies reported significant associations using univariate
analyses, while the later studies employed multivariate analysis to control for possible
covariate and confounding factors. This is a brief review of the recent primary literature,
therefore majority of these data come from studies that have used multivariate analytical

techniques.
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Table 1.5: Determinants of breastfeedin

initiation among Western mothers

Determinants

+Vve association

-ve association

No association

Socio-demographic
Maternal age - older

(Scott & Binns, 1999; Dennis,
2002; Callen & Pinelli, 2004; Li
et al., 2005)

Education level - higher

lower

(Scott & Binns, 1999)

(Bertini et al., 2003)

Marital status — married

(Callen & Pinelli, 2004)

(Scott & Binns, 1999) Used to be strongly
associated in univariate but found to be Less
consistent in multivariate analyses, Scott 1999

Employment:
Employed full time

(Dennis, 2002)

Geographical location - South USA

(Li et al., 2005)

Socioeconomic status - lower income
Family income - higher

Unsupported financially

(Callen & Pinelli, 2004)

(Dennis, 2002)

(Dennis, 2002)

(Scott & Binns, 1999)

Belong to ethnic minority

(Dennis, 2002)

Biomedical
Physical challenge of bf - mastitis, sore nipples,
engorgement

(Thulier & Mercer, 2009)
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Infant health problems - spend time in SCN

(Scott & Binns, 1999)

Maternal obesity - maternal pre-pregnancy wt

(Li et al., 2003; Amir & Donath,
2007)

Method of delivery - Caesarean

(Scott & Binns, 1999)

Parity

(Scott & Binns, 1999)

Hospital-related
Lack of knowledge in health care professionals/

inaccurate or inconsistent advice/ negative
support

(Dennis, 2002)

Psychosocial
Support:

Father’s role on bf decision -husband support

(Scott & Binns, 1999; Dennis,
2002)

Support from non-professionals

(Dennis, 2002)

Attitude & intentions
Maternal infant feeding positive attitude

(Thulier & Mercer, 2009)

Negative attitude towards bf

(Dennis, 2002)

Mother intended to breastfeed

(Meedya et al., 2010)

Decided to bf during or late in pregnancy

(Dennis, 2002)

Low confidence in ability to bf

(Dennis, 2002)
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Table 1.6: Determinants of breastfeeding duration among Western mothers

Determinants

+Vve association

-ve association

Socio-demographic
Maternal age - older

(Callen & Pinelli, 2004; Thulier
& Mercer, 2009)

Maternal education level — Lower

Higher

High Paternal Education

(Callen & Pinelli, 2004; Heck et
al., 2006; Thulier & Mercer,
2009)

(Heck et al., 2006)

(Chinebuah & Perez-Escamilla,
2001; Taveras et al., 2003)

Marital status — married

(Callen & Pinelli, 2004; Thulier
& Mercer, 2009)

Geographical location - South USA

(Li et al., 2005; Kogan et al., 2008)

Employed full time

Return Paid work/early return

(Thulier & Mercer, 2009)

Socioeconomic status - lower

Higher

(Taveras et al., 2003; Thulier &
Mercer, 2009)

(Li et al., 2005)

Family income — higher

(Callen & Pinelli, 2004)

Belong to ethnic minority
Black

(Thulier & Mercer, 2009)
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Hispanic (Thulier & Mercer, 2009)

Latina (Heck et al., 2006) (Ludvigsson, 2003)

Asian (Taveras et al., 2003)
Biomedical

Physical challenge of bf — women experiencing
difficulties w/ BF at or before 4 wks postpartum
(i.e mastitis, sore nipples, engorgement)

(Taveras et al., 2003; Scott et al.,
2006b; Thulier & Mercer, 2009)

Infant health problems - spend time in SCN

(Thulier & Mercer, 2009)

Maternal obesity - maternal pre-pregnancy wt

(Amir & Donath, 2007; Thulier &
Mercer, 2009)

(Rasmussen et al., 2002)

(Li et al., 2003)

Method of delivery - Caesarean

(Thulier & Mercer, 2009)

Parity - prior experience in bf

(Thulier & Mercer, 2009)

Maternal smoking

(Scott & Binns, 1999; Horta et al.,
2001; Amir & Donath, 2002;
Thulier & Mercer, 2009)

Short EBF
(Ludvigsson & Ludvigsson, 2005)

Hospital-related

Received information before birth or in maternal
ward

(Ludvigsson, 2003)

Lack of skilled professional support

(Thulier & Mercer, 2009)

Use of Pacifier

(Howard et al., 1999; Soares et al.,
2003; Ullah & Griffiths, 2003;
Scott et al., 2006b; Pincombe et al.,
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2008)

Received prelacteal feeds

EBF
(Ludvigsson, 2003)

Not feeding on demand

(Pincombe et al., 2008)

Psychosocial
Social Support
Father’s role on bf decision -husband support

Family support - father knowledge, attitude &
support- or professional support

(Meedya et al., 2010)

Maternal grandmother & close friends

(Scott et al., 2006b)

High relationship distress - between couples

(Thulier & Mercer, 2009)

Attitude & intentions

Maternal infant feeding positive attitude -
Positive prenatal intention, beliefs, interest in bf
& maternal confidence in ability to bf

Thulier & Mercer, 2009,
Meedya et al., 2010
(Dunn et al., 2006)

Postpartum Depression

(Dunn et al., 2006)

Mother intended to bf

(Meedya et al., 2010)
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1.2.2 Socio-demographic factors

Reviews & primary data

There has been a strong and consistent association between older maternal age and higher
level of education and prevalence of breastfeeding but a less consistent association with
marital and socioeconomic status (Scott & Binns, 1999). Many studies (Scott & Binns,
1999; Dennis, 2002; Thulier & Mercer, 2009) have consistently shown that younger
mothers were less likely to initiate breastfeeding and more likely to have shorter
breastfeeding duration than older mothers. A negative association with breastfeeding
initiation and duration has been reported amongst women on lower income, belonging to
an ethnic minority, unsupported and unemployed full time (Dennis, 2002). In a recent
review, race, marital status, education, paid work and socioeconomic status were predictors
of breastfeeding duration (Thulier & Mercer, 2009).

Low level of maternal education has been negatively associated with breastfeeding. A
recent American study which applied a multivariate statistical analysis showed that
breastfeeding cessation at 2 weeks was negatively associated with mothers of lower
educational level (OR: 1.5; 95% CI: 1.2-1.9) (Taveras et al., 2003). Similarly in Italy, a
prospective study which also applied a multivariate analysis had reported that mothers of
low level of education were associated with short duration (<1 month) of breastfeeding
(Breast feeding duration was defined as short (1 month); medium-short (>1- <3); medium
(>3 —<6); medium-long (>6 — <9), and long (>9) (Bertini et al., 2003).

Lower socio-economic status also has been associated with negative breastfeeding
outcomes. In Italy, multivariate statistical analysis reported that mothers of low level of
maternal occupation including housewives or blue collars workers in the commercial
sector were associated with short breastfeeding duration (Bertini et al.,, 2003).
Breastfeeding discontinuation at both two and twelve weeks was higher among women
who had lower household income in USA where twenty per cent of mothers with the
lowest income discontinued by two weeks compared to nine per cent of mothers of the
highest income level and fifty eight per cent of the lowest income level had discontinued
by twelve weeks compared to twenty seven percent of highest income level (p<0.02)
(Taveras et al., 2003).

The mother’s ethnic origin is one of the socio-demographic factors found to influence

breastfeeding outcomes. For instance, in the USA, mothers from Asian race ethnicity were
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more likely to discontinue breastfeeding by 2 weeks (OR: 2.6, 95% CI: 1.1-5.7) compared
with white (non-Hispanic), black, Hispanic, multicultural white, or others (Taveras et al.,
2003). In Sweden, a study interviewed 518 Bolivian born mothers with infants less than or
equal to 1 year of age and found that mothers of a Latin Ethnicity were more likely to have
shorter duration of exclusive breastfeeding (p<0.00091) compared with native Swedish

mothers (Ludvigsson, 2003).

Mothers who live in different geographic locations of the same country can have
differences in their infant feeding practices influenced by background variances according
to their living site. Again, breastfeeding behaviour surveillance in the US showed that the
geographic location of mothers influenced breastfeeding initiation and duration as Western
and North Western States had higher breastfeeding rates. The multivariate analysis showed
that the adjusted odds of infants not being breastfed were 2.5 to 5.15 times greater in

Southern States compared with Oregon (the reference State) (Kogan et al., 2008).

1.2.3 Biomedical factors

Reviews & primary data

Only univariate analysis showed a strong association between breastfeeding and a number
of biomedical factors including parity, method of delivery, and infant health (Scott &
Binns, 1999). A comprehensive review of both quantitative and qualitative studies,
Cochrane reviews and meta-analyses identified insufficient milk supply as the main reason
given to stop breastfeeding. Infant health problems (admission to SCU) causing difficulties
in breastfeeding, maternal obesity, problems with breastfeeding at or before four 4 weeks
postpartum were all associated with an increased the likelihood of weaning before six
months, and high parity was found to be associated with longer breastfeeding duration
(Thulier & Mercer, 2009). Thulier and Mercer (2009) reported inconsistency in findings
related to mode of delivery where some researchers reported that caesarean delivery is
negatively associated with breastfeeding initiation and some reported no association
between initiation and duration while others reported positive association with
breastfeeding duration. On the other hand, a consistent independent association has been
reported between maternal smoking habits and shorter breastfeeding duration (Scott &
Binns, 1999; Thulier & Mercer, 2009).

Parity is a biomedical factor which was found to have an impact on the initiation and

duration of breastfeeding. In Italy, primiparous mothers (1% parity) had shorter duration of
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breastfeeding (< 3 months) (p<0.06) (Bertini et al., 2003). A large longitudinal study
(n=587) in Perth reported that introduction of a pacifier at or before 4 weeks of age to be
independently negatively associated with the duration of any (HR1.92: 95% CI: 1.40-2.64)
and full breastfeeding (HR1.92: 95% CI: 1.39-2.64) compared with infants who never used
a pacifier (Scott et al., 2006b). A longitudinal cohort of 250 newborns comparing pacifier
users with non-pacifier users and its affect on weaning in one month found a negative
association between using a pacifier and breastfeeding durations during the first six months
(Soares et al., 2003). Amongst infants who were still being breastfed (n=219 by the end of
the first month of life, the incidence of weaning between months 1 and 6 was 22.4% for
non-pacifier users and 50.8% for pacifier users and the difference was statistically
significant (p<0.001) (Adjusted Incidence of Density Ratio IDR: 95% CI: 2.2; 1.3-3.8).
Also, two third of pacifier users stopped being exclusively breastfed before the end of the
second month compared with 45% non-pacifier users (p<0.001). In Adelaide, Australian
women who used a pacifier (adjusted HR: 1.38; 95% CI: 0.96-1.98) or used a nipple shield
(adjusted HR: 1.49; 95% CI: 0.92-2.40) prior to discharge, were at significantly greater
risk of early weaning (Pincombe et al., 2008). One recent study reported that infants who
were offered prelacteal feed were more likely to have short duration of exclusive
breastfeeding (HR:2.24; 95% CI:1.66-3.03) (Ludvigsson, 2003).

Experiencing breastfeeding problems during the early postpartum period can influence
breastfeeding outcomes. Data from an American cohort study showed that early
breastfeeding problems was negatively associated with breastfeeding duration as they were
more likely to discontinue breastfeeding by two weeks postpartum (OR:1.5; 95% CI:1.1-
1.97) (Taveras et al., 2003). Evidence from a cohort study showed that infants of women
who experienced breastfeeding difficulties at or before 4 wks postpartum were less likely
to be fully breastfeeding or receiving any breast milk at different time points (Scott et al.,
2006b).

In the USA, a multiple Logistic Regression analysis of 124,151 mothers-infant pairs from
the Paediatrics Nutrition Surveillance System & the Pregnancy Nutrition Surveillance
System was used to identify the association between maternal obesity and breastfeeding
duration among women who initiated breastfeeding (Li et al., 2003). Obesity before
pregnancy was independently negatively associated with breastfeeding duration.

Breastfeeding lasted two weeks less in women who were obese before pregnancy than in
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those who were of normal weight before pregnancy (Coefficient: -1.73 and p<0.01) for

obese whose BMI was >29.0 kg/m?.

Maternal smoking was reported in a number of systematic reviews (Scott & Binns, 1999;
Amir & Donath, 2002; Thulier & Mercer, 2009) and a meta analyses (Horta et al., 2001)
to have a negative association with overall breastfeeding duration and one prospective
cohort study found a negative association with exclusive breastfeeding duration (95% CI
AOR: 2.00-2.82) (Ludvigsson & Ludvigsson, 2005).

1.2.4 Psycho-social factors

Reviews & primary data

Investigation of psychosocial factors revealed a strong positive association between fathers
who prefer breastfeeding and the breastfeeding decisions of mothers (Scott & Binns, 1999).
A positive association with breastfeeding duration has been shown between mothers who
received support from their partner or a non-professional, such as relatives (Dennis, 2002).
Thulier & Mercer (2009) also reported that family support and professional support
positively influenced breastfeeding duration. A similar finding where social support had a
strong association with breastfeeding duration was reported by Meedya and colleagues
(Meedya et al., 2010). Breastfeeding exclusively for longer duration was positively
associated with receiving breastfeeding information from health care personnel before birth
or on maternity wards (adjusted p<0.0233) (Ludvigsson, 2003). In contrast, a lack of
accurate knowledge from hospital staff and false information given to mothers negatively
influenced mother’s breastfeeding outcomes (Dennis, 2002). He reported that women who
decided to breastfeed during or late in pregnancy, had negative attitudes towards
breastfeeding and had low confidence in their ability to breastfeed and were more likely to
have shorter breastfeeding duration. Maternal intention, interest and confidence in
breastfeeding was reported as a positive influence on breastfeeding duration in a recent
review (Thulier & Mercer, 2009). Similarly, intended breastfeeding duration predicted the
actual breastfeeding duration (Scott & Binns, 1999) and breastfeeding intention and
breastfeeding self-efficacy positively influenced women’s breastfeeding decisions
(Meedya et al., 2010) .
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1.3 Determinants of breastfeeding initiation and duration in the Middle
East

1.3.1 Overview

The purpose of this section of is to review the determinants of breastfeeding initiation and
duration that have been reported for Middle Eastern women. A systematic search of the
published peer-reviewed literature was undertaken using PUBMED and the Google
Scholar search engines. “Grey literature” including Health Department reports was
obtained from original country sources, the British Library and in the case of Kuwait; the
MOH papers in both English and Arabic were considered. The Middle-Eastern countries
(Figure2.1) included in the review were the six Persian Gulf States (Kuwait, Saudi Arabia,
Qatar, Bahrain, UAE, Oman), and the main Middle-Eastern countries Egypt, Iran, Iraq,

Turkey and Jordan, Lebanon, Yemen. No studies were found for Syria.

The extent of breastfeeding initiation and duration is dependent on a complex mix of
influential factors associated with the mother, infant and the surrounding environments.
This review classified all factors associated with breastfeeding as socio-demographic,
biomedical, hospital-related or psychosocial factors. Search strategy use of terms included
in the search were [Breastfeeding] AND [initiation OR duration] AND [determinants or
predictors] AND [Middle East]; [Breastfeeding] AND [initiation OR duration] AND
[determinants or predictors] AND [Country name]; [Breastfeeding] AND [initiation OR
duration] AND [specific determinant — see list] AND [Middle East], [Breastfeeding] AND
[initiation OR duration] AND [specific determinant — see list] AND [Country name].

List of specific determinants identified in review of Western studies:

1- Socio-demographic characteristics included maternal age, maternal and paternal
level of education, maternal and paternal employment status (before birth and
postpartum),  mother’s country of birth, maternal and paternal occupation,

socioeconomic status, geographical location (rural vs. urban);

2- Biomedical factors included parity, infant gender, mode of delivery, admission to
SCU, smoking, use of pacifier, time of first breastfeed, type of first feed;

3- Hospital-related factors included rooming-in, early infant-mother-contact, demand

feeds, hospital staff advice, encouragement and breastfeeding promotion;
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4- Psychosocial factors included received family & close relatives breastfeeding support
(husband & maternal grandmother breastfeeding preference), received friends advice,
mother attended antenatal classes for this or previous pregnancy, maternal grandmother
breastfed at least one infant, time of breastfeeding intention.

This review included all available studies that identified factors that were found to be
associated with breastfeeding initiation and duration. Any study whether it employed
univariate or multivariate analyses were considered in this review on the basis that there is

small number of available studies.

oS
~

' Saudi Arabia e "

1.3.2 Islamic recommendations

The recommendation of breastfeeding has been promoted since 1400 years ago in Islam
through the Quran which is comparable with the most recent WHO breastfeeding and
weaning recommendations. This emphasizes the importance of suckling and specified the
appropriate length, if the mother chooses to breastfeed as two whole years. “The mothers
shall suckle their infants for two whole years that is for those who wish to complete the
suckling” (Surat El-Bagara, verse 233).
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1.3.3 Transition period

Industrialization and socioeconomic changes which occur over time within countries may
force various changes in lifestyles. The rapid accelerated phase of urbanization in Kuwait
and other Gulf States, after discovering the oil in recent years, has inevitably brought about
changes socially and environmentally among all nationalities living in these countries.
Middle Eastern countries, such as Egypt and Turkey, interacted with Western civilization
many years before Gulf States countries, therefore, the change and impact on infant
feeding practices could be influenced ahead of time which may explain the differences in
practices seen between some countries. This will be explored in Chapter 2.

1.3.4 Modernization and Development

The rapid transformation of the Gulf States in life style and in other aspects of living, as
part of the discovery of oil, may have led to many adjustments and changes in various
human behaviours including infant feeding patterns. A Saudi study found a negative
association between modernization and rates of breastfeeding duration which the authors
suggested was due to a higher economy, increased purchasing power, the rise in formula
promotion and infant feeding promotions (Al-Shehri et al., 1995). Whereas an earlier
study had shown that the rapid growth and development of the Kingdom of Saudi Arabia
had no association with breastfeeding duration (Anokute, 1988).

1.3.5 Possible effect of transition period on infant feeding practices

Recent studies in some Middle-Eastern countries have shown breastfeeding outcomes
which are consistent with mothers from Western countries. A recent cross-sectional
survey in Bahrain showed that the higher the level of education of the mother, the higher
the rate of breastfeeding initiation (Al-Sairafi, 2002). Similarly, a recent cross sectional
study in Iran reported that highly educated mothers had longer breastfeeding duration when
compared with illiterate mothers (Hajian-Tilaki, 2005). These findings are consistent with
evidence from Western countries where breastfeeding rates are higher among better
educated women (Riva et al., 1999; Lanting et al., 2005; Heck et al., 2006) and may
indicate that a demographic transition in breastfeeding is occurring in Turkey and other
Middle-eastern countries, similar to that witnessed in Western countries in the late 1970s
and early 1980s (Hirschman & Butler, 1981; Rassin et al., 1984; Ever-Hadani et al., 1994).
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1.3.6 Maternity Services in Kuwait

Government or private hospitals in Kuwait with maternity facilities and wards that
delivers mothers of new babies provides services for expected mothers by a staff that are
trained for that purpose. Pregnant mothers generally visit a gynaecologist of their choice
either from governmental or private hospitals at different points of time from the beginning
of their pregnancy until the day of delivery. Women have the choice of where they prefer
to deliver their infant that is private or government sector. Kuwaiti mothers receive
services free of charge in governmental hospitals or they can pay the charges at the private
sector. While women from other nationalities can deliver their infants at the governmental
hospitals yet they are charged for services provided. The maternity wards with trained
health professional staff including nurses, paediatricians and gynaecologists deliver the
care to expecting mothers. In hospital wards, the gynaecologists, paediatricians, nurses
provide the postnatal support to all mothers who deliver in either governmental or private
hospitals. Some hospitals have nutritionists who help inform mothers about various infant
feeding issues.  Antenatal education for expecting mothers in Kuwait is provided
irregularly at a community level and not being maintained at a national level. The
education is not being delivered as a compulsory service to all expecting mothers in
Kuwait, thus attendance of these services when provided is limited to a small number of

women.

Rates of types of births data lack accuracy because definite rates could be obtained neither
from the maternity hospitals statistical records nor from the Ministry of planning database
for the period from 2007 to 2010. Chapter two presents available data for breastfeeding
rates in Kuwait. From the UNICEF data the number of baby friendly hospitals in Kuwait
is very limited and the Baby Friendly accredited hospitals were only two and no data by
UNICEF is available for recent years in Kuwait (UNICEF., March 2002). Normal post
birth practices such as skin to skin and early infant-breast-contact are not being practised or
promoted to every mother by hospital staffs in most governmental hospitals but recently
some private hospitals are officially implementing baby friendly practices in their facilities.
Postnatal contact between mother and infant rooming-in are also not being practiced in
maternity hospitals to every mother that deliver her infant. Expressing breast milk is an
optional act by mothers whilst in hospital. However, if the mother is intending to express
her breast milk prior to discharge from hospital, in governmental hospitals, access to

breast milk pumps is available but as a shared tool between mothers. Any mothers intend
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to express their breast milk and also concerned about hygiene and purchase their own

pumps for their personal use.

Women who have vaginal delivery receive health care from hospital staff for two days (48
hours) but those who delivery via caesarean section stay for 5 days and receive health care
until discharged from hospital. The Ministry of Health was established in 1963. However,
the history of healthcare in Kuwait is much older dating back from 1912, when officials
developed medical services for the citizens and residents of the country. There were four
participating hospitals in this study, three governmental hospitals and one private hospital.
The government hospitals are Al Sabah (obstetrics) hospital for maternity, Al Adan and al
Farwaniya hospital. The only private hospital is Al Salam hospital. The Ministry of Health
in Kuwait monitors and regulates standards and fee structures of all private hospitals. The
size of the private hospital compared with other government hospitals is relatively small
and the number of women receiving maternity care is also small. There was difficulty
encountered in the attempt to obtain data for the number of women delivering in each of

the studied hospitals. The data was either hard to obtain or inaccurate.
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Table 1.7: Determinants of breastfeeding initiation among Middle Eastern mothers

Determinants

+Vve association

-ve association

No association

Socio-demographic
Maternal age - older

(Al Bustan & Kohli, 1988; Al-
Mazroui et al., 1997)

(Al-Frayh, 1989; Sharief
et al., 2001)

Maternal education level - higher

EBF (1 wk)

(Hakim & El-Ashmawy, 1992)
Ever BF

(Al-Sairafi, 2002)

(Al Bustan & Kohli, 1988; Kocturk,
1988b; Al-Frayh, 1989; Kayyali &
Al-Tawil, 1989)

Father literacy

(Al-Mazrou et al., 1994)

Marital status — married

Employment:
Employed full time

Maternal occupation

(Al Bustan & Kohli, 1988)

(Hizel et al., 2006)

(Kordy et al., 1992)

Socioeconomic status - lower income

Socioeconomic status - higher income

(Al Bustan & Kohli, 1988; Kayyali
& Al-Tawil, 1989)

Nationality -comparison

(Osman & El-Sabban, 1999)

Belong to ethnic minority

Biomedical

Infant health problems
spend time in SCU-long stays

(Al-Ayed & Qureshi,
1998)
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Low Birth Weight (<2 kg)

(Al-Mazroui et al., 1997)

Maternal obesity - maternal pre-pregnancy wt

(Amir & Donath, 2007)-review

Method of delivery - Caesarean

(Al-Mazroui et al., 1997; Shawky
& Abalkhail, 2003)

(Al-Ayed & Qureshi,
1998)

Complicated delivery-long labour

(Hossain et al., 1995)

Parity - multiparous mothers

(Shiva & Nasiri, 2003)

Infants gender (male)

(Al Bustan & Kohli,
1988; Amine et al., 1989;
Al-Ayed & Qureshi,
1998)

Hospital-related
Lack of knowledge in health care professionals/

inaccurate or inconsistent advice/ negative
support

(Shawky & Abalkhail, 2003)

Rooming-in

(Batal et al., 2006)

Early health professional advice & guidance

(Ogbeide et al., 2004; Batal et al.,
2006)

Use of formula in hospital

(Hossain et al., 1995)

The early use of bottle-feeding / indiscriminate
use of prelacteal feeding

(Hossain et al., 1991; Hossain et
al., 1994; Hossain et al., 1995)

Place of delivery Home

Hospital

(JPFHS, 2003)

Psychosocial
Support:
Father’s role on bf decision -husband support

(Ogbeide et al., 2004)

(Al-Ayed & Qureshi,
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1998)

Maternal BF knowledge

(Al-Mazroui et al., 1997)

Myths (formula is superior)

Mother intended to breastfeed prenatally

(Goksen, 2002)

Table 1.8: Determinants of breastfeeding duration among Middle Eastern mothers

Determinants

+ve association

-ve association

No association

Socio-demographic
Maternal age - older

(Tuncbilek et al., 1982; Akin et
al., 1986b; Al Bustan & Kohli,
1988; Amine et al., 1989; Al-
Nasser et al., 1991; Kordy et al.,
1992; Al-Shehri et al., 1995;
Batal et al., 2006)

Maternal education level - higher

(Sharief et al., 2001)

(EBF = 6 mo) (Batal et al., 2006)

(ElI-Mougi et al., 1981; Al Bustan

& Kohli, 1988; Amine et al., 1989;

Al-Nasser et al., 1991; Marandi et
al., 1993; Al-Mazrou et al., 1994;
Al-Shehri et al., 1995; Osman &
El-Sabban, 1999; Hajian-Tilaki,
2005)

(Al-Sairafi, 2002)

Father literacy

(Al-Shehri et al., 1995)

Marital status — married
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Employment:
Employed full time

(Al-Shehri et al., 1995; Musaiger &
Abdulkhalek, 2000; Ertem et al.,
2001b; Sharief et al., 2001; Hajian-
Tilaki, 2005; Khassawneh et al.,
2006)

Maternal occupation

Socioeconomic status - lower income

Socioeconomic status - higher income

Unsupported financially

(Kocturk, 1988b; Amine et al.,
1989) (Al Bustan & Kohli, 1988;
Marandi et al., 1993)

Maternity leave from work - longer leave

(Ertem et al., 2001b)

Geographical location - rural

(El-Mougi et al., 1981; Musaiger,
1983; Tuncbilek et al., 1983;
Akin et al., 1986a; Shahraban et
al., 1991; Al-Mazrou et al., 1994;
Al-Shehri et al., 1995; Hajian-
Tilaki, 2005; Batal et al., 2006)

(Kocturk, 1986)

Nationality -comparison

(Osman & EIl-Sabban, 1999)-
Omani & UAE mothers

Biomedical
Physical challenge of bf - mastitis, sore nipples,
engorgement
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Infant health problems
spend time in SCU-long stays

(Kayyali & Al-Tawil, 1989)

Low Birth Weight (<2 kg)

(Shiva & Nasiri, 2003)

Maternal obesity - maternal pre-pregnancy wt

Method of delivery - Caesarean

(Shawky & Abalkhail, 2003; Shiva
& Nasiri, 2003; Ogbeide et al.,
2004; Khassawneh et al., 2006)

Complicated delivery-long labour

(El-Mougi et al., 1981)

Parity - multiparous mothers

(Hossain et al., 1994; Batal et al.,
2006; Al-Hreashy et al., 2008; Al-
Sahab et al., 2008)

High order of children

(Tuncbilek et al., 1983; Al Bustan
& Kohli, 1988; Amine et al.,
1989; Marandi et al., 1993;
Hajian-Tilaki, 2005)

Infants gender (male)

(Tuncbilek et al., 1983; Akin et
al., 1986a)

(Al Bustan & Kohli, 1988; Amine
etal., 1989)

Use of contraceptive method (yes)

(Shawky & Abalkhail, 2003;
Ogbeide et al., 2004; Alwelaie et
al., 2010)

Milk insufficiency

(Kocturk, 1986; Amine et al., 1989;
Kayyali & Al-Tawil, 1989; Kordy
etal., 1992; Al-Mazrou et al., 1994;
Al-Shehri et al., 1995; Afifi, 1996;
Al-Ayed & Qureshi, 1998;

Froozani et al., 1999; Fida & Al-
Aama, 2003; Ogbeide et al., 2004)
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Hospital-related
Lack of knowledge in health care professionals/

inaccurate or inconsistent advice/ negative
support/weak ineffective health system

(Musaiger, 1983)

Rooming-in

Early health professional advice & guidance

Gender of paediatrician (female)

(Al-Sahab et al., 2008)

Use of formula in hospital

(Alikasifoglu et al., 2001; Shawky
& Abalkhail, 2003; Ogbeide et al.,
2004)

The early use of bottle-feeding / indiscriminate
use of prelacteal feeding

Early supplementary/ complementary feeding

(Marandi et al., 1993; Alikasifoglu et
2001; Shawky & Abalkhail, 2003)

Lack of antenatal/postnatal education

(Shawky & Abalkhail, 2003)

Place of delivery- at home vs. hospital

(El-Mougi et al., 1981)

Psychosocial
Support:

Father’s role on bf decision -husband support

Support from non-professionals

Maternal grandmother & close friends

Attitude & intentions
Maternal infant feeding positive attitude

Negative attitude towards bf
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Maternal BF knowledge

Myths (formula is superior)

(Musaiger, 1983)

Mother intended to breastfeed prenatally

Previous BF experience

(Alikasifoglu et al., 2001)

Decided to bf during or late in pregnancy

Low confidence in ability to bf

Religious motives

(Al Bustan & Kohli, 1988;

Marandi et al., 1993; Ogbeide et
al., 2004; Al-Sahab et al., 2008)

High level of stress

(Hajian-Tilaki, 2005)
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1.3.6 Socio-demographic Factors

1.3.6.1 Maternal age

Initiation

The age of the mother at the time of delivery is one of the major determinants of
breastfeeding outcomes among Middle-Eastern women. An early study from Kuwait
reported that older mothers (>29 years) were more likely to initiate breastfeeding (80%)
than younger mothers (<20 years) (69%) (Al Bustan & Kohli, 1988). In a prospective
cohort study in UAE, younger mothers (20-29 years) were significantly less likely to
initiate breastfeeding on the day of delivery than older mothers (30-49 years) (Relative
Risk: 2.06; 95% CI: 0.88-4.85) (p=0.04) (Al-Mazroui et al., 1997). This is consistent with
the evidence of a positive association between older mothers and increased initiation of
breastfeeding in Western countries (Scott & Binns, 1999; Dennis, 2002; Callen & Pinelli,
2004).

Duration

In Kuwait, older mothers were found also to breastfeed for a longer duration than younger
mothers in studies which employed univariate analyses (mean breastfeeding duration was
5.0 months for young mothers (<25 years) compared to 10.0 months for older mothers (>
25 years) (x2 = 79.1, d.f. 15, p=0.01) (Al Bustan & Kohli, 1988) and in another Kuwaiti
study mean duration of breastfeeding for older mothers (35+ years) was 4.0 months
compared with 2.2 months in younger mothers (<20 years years) (Amine et al., 1989). In
Saudi Arabia, a significant difference was seen between the duration of breastfeeding
among different age groups (p<0.01) as more older women (40 + years) were breastfeeding
at twelve months compared with younger women (<19 years) (Al-Shehri et al., 1995). In
Lebanon, multivariate analyses was employed to control for possible confounders and
showed that exclusive breastfeeding duration for the first six months of life was more
common among older mothers (p=0.052) (Batal et al., 2006). The probability of longer
breastfeeding duration increases with age and the difference found was significant in Egypt
(p<0.007), Jordan (p<0.027), Tunisia (p<0.024) and Yemen (p<0.029) indicating that older
women breastfeed longer (Akin et al., 1986b). In two Saudi studies which employed
multiple regression analysis controlled for possible confounders (Tuncbilek et al., 1983)
and this association was still present in the final model that older mother was significantly
associated with increased duration of breastfeeding (t-test= 4.459) (p=0.001) (Kordy et al.,

1992). The second study controlled for maternal education, parity and source of advice
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and found similar result (p=0.032) (Al-Nasser et al., 1991). Similarly, older mothers,
especially those over 35 years, breastfed for longer durations in an early study in Turkey
after controlling confounding factors (Tuncbilek et al., 1983). These findings in the
Middle East are consistent with finding in Western countries where older women were
more likely to breastfeed longer (Callen & Pinelli, 2004; Thulier & Mercer, 2009).

Age of mother at the time of marriage had a significant association with length of
breastfeeding in one Kuwaiti study (Al Bustan & Kohli, 1988) in which getting married at
a younger age was associated with longer breastfeeding duration. In contrast, a small
number studies using univariate analysis found no association between maternal age and
length of duration in Saudi Arabia (Al-Frayh, 1989) and in UAE (Osman & EI-Sabban,
1999).

1.3.6.2 Level of Education (Literacy vs. llliteracy)

The education level of both the mother and the father has been investigated in many
studies in the Gulf States and other Middle Eastern countries. However, there was much
inconsistency in their findings. Unlike studies from Westernized countries, most studies of
Middle Eastern women suggested that a higher level of maternal education is negatively
associated with breastfeeding outcomes, particularly breastfeeding duration. In general,
most uneducated women are non-workers; thus have a lower level of income to afford
supplementary feeds, which may explain the higher rate of exclusive breastfeeding among
this group of mothers. Since they are not employed, they have more time to spend with
their infants which makes it easier to breastfeed exclusively. On the other hand,
uneducated married mothers could be busier with household work and have more

responsibilities in the house making them very busy too breastfeed.

Initiation

The proportion of Kuwaiti mothers who had schooling above secondary level (30%) were
positively associated with initiating breastfeeding compared with uneducated mothers
(14%) (Al Bustan & Kohli, 1988). Mothers who obtained higher education at university
level and above were less likely to initiate breastfeeding than less educated mothers in
Saudi Arabia (18% of university level were breastfeeding versus 70% of those with basic
education) (Al-Frayh, 1989) and in Qatar (26% of university level were breastfeeding
versus 56% those with normal education) (Kayyali & Al-Tawil, 1989). In contrast, in

Egypt, educated mothers (84%) were more likely to initiate breastfeeding than uneducated
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mothers (61%) (Hakim & El-Ashmawy, 1992). Also in Bahrain, the survey indicated that
mothers with higher education (> high school) tend to have a higher breastfeeding rate
97.3% compared with those with educational levels less than or equal to high school 94%,
but without stating statistical effect (p-value or 95% CI), it is assumed that the difference
was significant (Al-Sairafi, 2002) which is similar to findings reported in Western mothers
(Scott & Binns, 1999). In regards to father’s level of education, the only study that has
looked at this, showed that father’s literacy had no effect on the percentage of Saudi
children ever breastfed (Al-Mazrou et al., 1994).

Exclusive breastfeeding

A study in Egypt reported that educated mothers were more likely to exclusively
breastfeed their infants in the first week of life (Hakim & EI-Ashmawy, 1992), whereas in
Lebanon, less educated mothers 27.2%, were significantly more likely to exclusively
breastfed their infants for at least 6 months compared with more educated ones 7.9% (p=
0.034), (OR: 2.2471, Cl: 1.222-4.1312) (Batal et al., 2006).

Duration

In contrast to Western studies, the majority of the Middle Eastern studies have shown a
positive association between illiteracy of parents, especially mothers, and longer duration
of breastfeeding. In Kuwait, the results indicate an inverse relationship between years of
school and duration of breastfeeding as longer mean breastfeeding duration observed in
illiterate mothers (13 months) compared with the university graduate mothers (4 months)
(x> =274.7, d.£=20 , p<0.01) (Al Bustan & Kohli, 1988). A similar finding in Kuwait has
shown that the mean breastfeeding duration was higher among illiterate mothers (9.51
months) compared with highly educated mothers (4.3 months) (Amine et al., 1989).
Highly educated mothers may have more demands on their time were breastfeeding for
shorter periods of time, compared with less educated mothers in Egypt as those holding a
university educational level had significantly shorter mean breastfeeding duration
compared with breastfeeding duration in illiterate mothers (11.6 mo + 8.9 versus 17.1mo +
8.6, p<0.05) (EI-Mougi et al., 1981).

In Saudi Arabia, both maternal and paternal illiteracy were associated with longer mean
breastfeeding duration than among parents with higher levels of education, where mean
breastfeeding duration in illiterate mothers was 14 months versus 8 months in educated

mothers (p<0.01), and 14 month among infants of illiterate fathers against 10 months of
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educated fathers (p>0.05) (Al-Shehri et al., 1995). Another multivariate analysis in Saudi
study reported a significant association of maternal education and breastfeeding duration
(p>0.005) where longer mean breastfeeding duration in months amongst illiterate mothers
(11.9 £ 7.6) versus university educated mothers (7.4 = 5.3) in Saudi Arabia (Al-Nasser et
al., 1991) and in UAE (p<0.05) (Osman & El-Sabban, 1999). After confounding factors
were controlled for in a regression analyses, higher educational level was independently
negatively associated with breastfeeding duration in Iran (Marandi et al., 1993). In an
Iranian cross-sectional study, the probability of continuing breastfeeding tended to be
lower for illiterate mothers during the first six months of life. As indicated in the article,
the Cox regression model analysis showed that higher education level of mothers (high
school or higher) was associated with longer breastfeeding duration, but in the multivariate
analysis table statistics was shown as: high school or higher (RR:0.77; 95 % CI 0.37-1.57)
(Hajian-Tilaki, 2005). On the other hand, mean breastfeeding duration of mothers of
illiterate husbands was about one months longer than those with literate fathers (15 months
versus 12.1 months) in Saudi Arabia (Al-Mazrou et al., 1994).

It can be argued that more educated mothers tend to wean their infants early either because
they are still studying as this demands extra effort and time or they have a full time career,
which keeps them away from home for longer hours. Although there is no evidence that
they may be aware of the health benefits of breastfeeding, it is possible that their
circumstances force them into using more convenient methods of feeding along with the
help offered by close relatives and friends. Some of these studies are very old and it may
be that they thought that breastfeeding was the modern method.

In contrast, a more recent UAE study has shown similar finding with Western women
(Scott et al., 1999) where lower level of maternal education was inversely associated with
breastfeeding duration up to six months (p<0.01) (Sharief et al., 2001). Also, no
significant difference was reported between the different educational levels in respect to

breastfeeding duration in a Bahraini national survey (Al-Sairafi, 2002).

1.3.6.3 Ethnicity/ Nationality

Few studies have reported the effect of nationality on breastfeeding outcomes in the
Middle-East. However, different Middle-Eastern nationalities were compared in a single
study carried out in the United Arab Emirates and showed that the mother’s nationality had

a significant impact on the duration of exclusive breastfeeding, as well as on the overall
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duration of breastfeeding and age of weaning (Osman & EI-Sabban, 1999). On average,
mothers from UAE and Oman exclusively breastfed their infants for 12 months, Jordanian
and Palestinian mothers for 9 months, Sudanese and Syrians for 6 months and Egyptians
for 3 months (p<0.01).

1.3.6.4 Social/ Income Status

The source and type of family income influences the social status of families, where higher
social status is associated with high income. The urbanization and discovery of oil in the
Gulf area has led to a rise in economy and change in economic status of families. The
change to modern life style in these areas could have played a role in infant feeding
transition. An early study in Bahrain demonstrated that women from more affluent
backgrounds were more likely to give their infants mixed feedings and less exclusive
breastfeeding (Musaiger, 1983). Mothers from high income families were less likely to
initiate breastfeeding in Kuwait and average breastfeeding duration of the ever breastfed
infants was 8.8 months among low income mothers versus 5.6 months among high income
families (y>=468, d.f=15, p<0.01) (Al Bustan & Kohli, 1988). In Qatar, incidence of ever
breastfeeding was higher among mothers of lower income group (50%) compared with
those of higher income (12%) (Kayyali & Al-Tawil, 1989). Similarly, the duration of
breastfeeding was negatively associated with higher income and affluence in Kuwait
(Amine et al., 1989), in Turkey (Kocturk, 1988b) and in Iran (Marandi et al., 1993).

1.3.6.5 Employment (working vs. non-working)

There are several issues common to all countries that prevent or help the maintenance of
breastfeeding in relation to employment. For example maternity leave provision and
providing circumstances which allow mother and infant contact during working hours and
using a pump to express milk during working hours (Rea et al., 1997). Middle Eastern
countries differ in their laws for maternity leave and breastfeeding laws in the work place.
In addition, the differences are also present within the one country such as in Kuwait,
where maternity leave in the governmental sector is longer than that in the private sector.
These issues can have an impact on breastfeeding outcomes and can influence
breastfeeding either negatively or positively. Different rates of breastfeeding were
observed in mothers according to their occupations. In Kuwait, Al Bustan and Kholi (1988)
the proportion of mothers who never breastfed their infants at all was the highest among
the senior professional (33%) compared with housewives (22%) and middle-level

professionals (24%).
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Duration

Most studies reported a negative association between maternal employment and duration
of breastfeeding among women in Saudi Arabia (al-Shehri et al., 1995), Bahrain (Musaiger
& Abdulkhalek, 2000), UAE (Sharief et al., 2001), Iran (Hajian-Tilaki, 2005) and Turkey
(Khassawneh et al., 2006). A longitudinal observational Turkish study found that duration
of breastfeeding was shorter in working mothers (RR:3.89, 95% CI:1.42-10.65) compared
with non-working mothers (Ertem et al., 2001a). While a recent cross-sectional study in
Turkey found that maternal occupation did not have a significant effect on supplementation
(i.e. formula milk) time and found no association on breastfeeding duration (Hizel et al.,
2006).

Maternity leave

In regard to maternity leave, breastfeeding duration was associated with the number of
months of post partum leave from work in one longitudinal observational study of Turkish
women, where a mother with less than four months postpartum leave was at higher risk of
shorter breastfeeding duration than mothers with more than four months leave (unadjusted
RR:4.20: 95% ClI:2.16-8.17) (Ertem et al., 2001b).

1.3.6.6 Geographical location: (Rural vs. Urban)

Studies have reported differences in the rates of breastfeeding between women living in
rural and urban communities in a number of countries. Urban and rural areas differ in the
duration of breastfeeding, where mothers from rural areas have been found to breastfeed
for longer than urban mothers in Egypt (Mean £S.D 18.5+8.7 in rural versus Mean 8.0+6.6
in urban) (EI-Mougi et al., 1981), the UAE (Median duration 4.5 months in urban vs. 9
months in rural) (Shahraban et al., 1991), and Iran (decreased risk of weaning by 25%
(RR:0.75: 95% CI:0.51-1.11, p=0.15) (Hajian-Tilaki, 2005). In Lebanon, current residence
was a significant determinant of breastfeeding duration for at least the first 6 months
postpartum (Rural= 63.4% vs. Urban= 32.4%), (p=0.006) (Batal et al., 2006). Similar
findings were observed in studies of women from urban areas in Jordan (Akin et al., 1986a)
and Saudi Arabia (Al-Mazrou et al., 1994; Al-Shehri et al., 1995) who tend to have earlier
breastfeeding cessation. In Saudi Arabia, the mean duration of breastfeeding in rural and
urban Saudi areas was 14.2 and 9.6 months, respectively (Al-Nasser et al., 1991) and in
rural and urban Saudi areas was 13 and 11 months, respectively (Al-Shehri et al., 1995). In

Bahrain, women from rural areas had longer mean duration of breastfeeding (19.3 months)
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compared with urban women (15.5 months) (Musaiger, 1983). An earlier Turkish study
also showed that regional location had an effect on breastfeeding duration, where a gradual
decline in breastfeeding duration was seen from Eastern Anatolia to the West of the
country and from villages to the cities, but urban modern areas in Turkey practised shorter
duration periods (Tuncbilek et al., 1983). In contrast, an early Turkish study had shown
women in rural areas, where 88% work in agricultural production, are away from their
infants for longer hours than urbanized mothers which affected the breastfeeding duration

for that particular population (Kocturk, 1986).

1.3.7 Biomedical factors

Various biomedical factors including parity, mode of delivery, contraceptive methods after
birth, infant’s health problems (admission to SCU and low birth weight), infant’s gender,
insufficient milk supply and maternal weight issues have been shown to have an effect on

breastfeeding initiation and duration.

1.3.7.1 Parity

Most studies have reported a positive association between parity and breastfeeding rates.
For example, an Iranian study reported that multi-parous women were more likely to have
higher initiation rates in breastfeeding compared to first time mothers (p<0.001) in Iran
(Shiva & Nasiri, 2003). In terms of overall breastfeeding duration, Egyptian mothers with
previous living children were significantly more likely to breastfeed their infants at 24-35
weeks (OR: 6.53; 95% CI: 1.33-32.09) (Hossain et al., 1994). Multiparous Lebanese
women had a significantly longer mean duration of exclusive breastfeeding than
primiparous women (mean 5.35+-1.83 months versus 4.88 +- 1.55, p= 0.010) (Batal et al.,
2006). Another recent study in Lebanon supported these results and showed that high
parity (>2 children) was significantly associated with higher breastfeeding rates at one and
four months of age (Al-Sahab et al., 2008). A positive relationship was found between
Saudi mothers who have been through the experience of breastfeeding in the past and the
rates of initiation and duration (Khattab, 2000).

A related issue studied by researchers from different Middle-Eastern countries was the
order of the child in the family and its association with breastfeeding duration. Several
studies have suggested that high order children born to older mothers, were more likely to
be breastfed for longer in Turkey (Tuncbilek et al., 1983), Kuwait (Al Bustan & Kohli,

1988; Amine et al., 1989) and Iran (Marandi et al., 1993; Hajian-Tilaki, 2005). In contrast,
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in a Saudi study, the increased birth order of the child was significantly associated with a

decreased duration of breastfeeding (Kordy et al., 1992).

1.3.7.2 Mode of delivery (Obstetric Performance)

Numerous studies have shown a negative effect of caesarean section delivery and
complicated vaginal deliveries on both the initiation and duration of breastfeeding. An
uncomplicated vaginal delivery was significantly positively associated with breastfeeding
initiation in the UAE, (RR: 2.42; 95% CI: 1.25-4.71) (Al-Mazroui et al., 1997).
Additionally, an Egyptian cohort study suggested that prolonged labour has a negative
effect on initiating breastfeeding, which may be related to maternal and neonatal
exhaustion (Hossain et al., 1995). Also, caesarean section delivery was negatively
associated with breastfeeding initiation (OR:1.9; 95% CI: 1.3, 2.8) in one Saudi Arabian
study and placed mothers at higher risk of early breastfeeding cessation (Shawky &
Abalkhail, 2003). Caesarean delivery was associated also with early use of bottle-feeding
in Tehran and short breastfeeding duration (Shiva & Nasiri, 2003).

Egyptian mothers undergoing complicated deliveries involving either forceps and/or
episiotomy were shown to have shorter breastfeeding duration in an early cross sectional
study (EI-Mougi et al., 1981). Similarly, prenatal complications resulting in the need for
mothers to deliver their infants through caesarean section appears to have a negative
impact on the duration of breastfeeding in Saudi studies (Shawky & Abalkhail, 2003;
Ogbeide et al., 2004), in Iran (Shiva & Nasiri, 2003) and most recently among Turkish
mothers (Khassawneh et al., 2006). While no association was reported in one Saudi study
between mode of delivery and breastfeeding initiation rates in urban Reyadh (Al-Ayed &
Qureshi, 1998) the findings of the majority of studies suggest that mothers who had
caesarean section delivery will need additional support and encouragement to commence

and maintain breastfeeding.

1.3.7.3 Use of contraception after birth

Duration

Oral hormonal contraceptive use has been shown to be associated with shorter duration of
breastfeeding. Mothers who use contraceptive methods, especially those containing
estrogens, are concerned about contamination of their breast milk since studies have shown
that the hormones may inhibit lactation by affecting milk production (Treffers, 1999). This

has been shown through the negative effect on the duration of breastfeeding compared with
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those who do not use contraceptive methods in a regression analysis in Iran (Marandi et al.,
1993) and in two studies in Saudi Arabia (HR:1.5; 95% CI: 1.1-2.2) (Shawky & Abalkhail,
2003) and (multivariate logistic regression model: ¥* 19.175; df=2; p< 0.000) (Ogbeide et
al., 2004). More women from urban areas reported contraceptive pill use, as one of the
main reasons for breastfeeding cessation than women from rural areas (23% versus 0.9%
respectively) in an Egyptian study (EI-Mougi et al., 1981), and in Saudi Arabia (19.0% and
7.2% respectively) (Al-Shehri et al., 1995). Conversely in an early Turkish study, the
belief in the contraceptive effect of breastfeeding lengthened the duration of breastfeeding
among women having an unwanted child compared with women having a wanted child
(Tunchbilek et al., 1983).

1.3.7.4 Infant health problems

Admission to NICU

No association was found between admission to Neonatal Intensive Care Unit (NICU) for
more than 24 hours and the rate of breastfeeding initiation in Saudi Arabia (Al-Ayed &
Qureshi, 1998). However, in a cross sectional study, longer periods of stay in NICU was
found to be negatively associated with breastfeeding duration in Qatar (Kayyali & Al-
Tawil, 1989). In this study, none of the infants (n=340) discharged after more than three
weeks was breastfeeding while seventy two per cent were still breastfeeding if admitted for

less than one week.

Infant’s Birth Weight

Infant weight at birth can have an effect on breastfeeding outcomes. Low birth weight
infants could experience suckling problems and could be at risk of inadequate suckling
(Herber-Jonat, 2007). As a consequence, weight gain problem may worry mothers leading
to use of formula. Low infant birth weight (<2 Kg) has been reported as a risk factor for
early termination of breastfeeding in an Iranian study (Shiva & Nasiri, 2003) while birth
weight >2500 grams was found to be positively associated with rates of initiation in UAE
(Al-Mazroui et al., 1997).

1.3.7.5 Infant sex

Preferences of a particular gender can have an influence on breastfeeding choices in some
cultures. A study in Jordan has shown a positive association between male infants and
duration of breastfeeding (Akin et al., 1986a). Similarly, an early Turkish study
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(Tunchbilek et al., 1983) also reported that having a male baby was positively associated
with the duration of breastfeeding. In contrast, there was no association found between
infant gender and rate of breastfeeding initiation in Saudi Arabia (al-Ayed & Qureshi, 1998)
and for both initiation and duration in Kuwait (Al Bustan & Kohli, 1988; Amine et al.,
1989). Furthermore, no association was found between infant’s sex and exclusive

breastfeeding up to six months in a more recent Turkish study (Alikasifoglu et al., 2001).

1.3.7.6 Obese mothers

The only Kuwaiti study investigated obesity with breastfeeding reported that it is a
common practice among which obese mothers to have a longer breastfeeding duration,
because many of them find it difficult to follow a weight loss diet, instead they breastfeed
to burn extra calories (Amine et al., 1989). This is inconsistent with many studies of
Western women which have found a negative association between maternal weight (i.e.

Pre-pregnancy BMI, obesity) and breastfeeding duration (Amir & Donath, 2007).

1.3.8 Health-service related factors

Hospital-related factors have been shown to have an association with breastfeeding
behaviour and practices. These include place of delivery, early-mother-infant contact,
rooming-in, demand feeds, prelacteal feeds, early introduction of supplementary feeds and
health professional advice with breastfeeding initiation and duration. Most of these health-
service related factors are similar to those recommended by the UNICEF Baby Friendly
Hospital Initiative, for example demand feeds, rooming-in and receiving advice or
encouragement from hospital-staff and professionals prior to discharge from hospital
(UNICEF., 1991).

1.3.8 .1 Place of delivery

Whether mothers gave birth in hospital can have some impact on their future breastfeeding
practices. An early Egyptian study has shown that mothers who delivered in hospitals
were nursing for shorter duration compared with home deliveries (p>0.005) (EI-Mougi et
al., 1981).

1.3.8.2 Rooming-in/ early-mother-infant contact
Rooming-in facilitates an early start and continuation of breastfeeding (Gonzales, 1990).

Most recently in Lebanon, it has been shown that rooming-in during the first few hours
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postpartum was positively associated with a higher initiation of breastfeeding (91.0 %
mothers), as opposed to 73.2 % initiation rate of women from hospitals that did not allow
rooming-in (Batal et al., 2006).

1.3.8.3 Breastfeeding on demand/ Night feedings

Exercising on-demand feeding in early infancy has been shown to be positively associated
with breastfeeding duration (Philipp & Radford, 2006) and the Baby Friendly Hospital
Initiative recommends on-demand feeds to decrease the rates of early breastfeeding
termination (Merten et al., 2005). In an early Egyptian study, unrestricted infant ‘s night
feedings was positively associated with breastfeeding duration (EI-Mougi et al., 1981). In
a more recent study in Turkey, no positive association was found after controlling for
confounding factors between feeding babies on demand and exclusive breastfeeding up to
4 months of age (Alikasifoglu et al., 2001).

1.3.8.4 Prelacteal feeding / Supplementary/ Complementary feeding

Prelacteal feeds

There is an evidence that implementation of Baby Friendly Hospital initiative (BFHI) in
maternity wards may improve breastfeeding practices globally (Wright et al., 1985; Perez-
Escamilla, 2007). The WHO and UNICEF joint initiative recommended the
implementation of Ten Steps to Successful Breastfeeding (Table 1.9) (WHO, 1998). The
Sixth step to successful breastfeeding states “Give newborn infants no food or drink other
than breast milk, unless medically indicated.

Table 1.9: Ten Steps to Successful Breastfeeding (WHO, 1998)

Every facility providing maternity services and care for newborn infants should

1 Have a written breastfeeding policy that is routinely communicated to all health care
staff.

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

3 Inform all pregnant women about the benefits and management of breastfeeding.

4 Help mothers initiate breastfeeding within half an hour of birth.

5 Show mothers how to breastfeed, and how to maintain lactation even if they should be
separated from their infants.

6 Give newborn infants no food or drink other than breast milk, unless medically
indicated.

7 Practise rooming-in - that is, allow mothers and infants to remain together - 24 hours a
day.

8 Encourage breastfeeding on demand.

9 Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding
infants.

10 | Foster the establishment of breastfeeding support groups and refer mothers to them on
discharge from the hospital or clinic
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Early introduction of water and food to the infant can cause physiological changes in the
breasts such as the reduction in the stimulation of the breasts, leading to reduction in milk
supply and such practice has been shown to be a predisposing factor to early termination of
breastfeeding (Howie et al., 1981; Winikoff & Laukaran, 1989). The early use of bottle-
feeding and indiscriminate use of prelacteal feeding has been found to be negatively
associated with breastfeeding initiation in rural Egypt (Hossain et al., 1991; Hossain et al.,
1994; Hossain et al., 1995). Previous studies reported that the use of formula in the
hospital is one the predominant factors negatively affecting the duration of exclusive
breastfeeding in Turkey (Alikasifoglu et al., 2001), in Saudi Arabia (Shawky & Abalkhail,
2003), (Ogbeide et al., 2004).

Supplementary/ complementary feedings

It is logical that the promotion of bottle feeding and offering free samples of commercial
ready-to-feed infant’s formula prior to discharge would encourage many mothers to start to
introduce formula and thus reduce rate of exclusive breastfeeding. In a univariate analysis,
a study reported a decline in exclusive breastfeeding in hospitals and suggested that this
may be attributed to the media-advertising and marketing of infant fomrula in UAE, Al
Ain, especially the offering of free ready-to-use infant formula prior to hospital discharge
(Osman & EI-Sabban, 1999). The use or avoidance of infant formula had an association

with duration of breastfeeding in Iran (Marandi et al., 1993).

Their univariate analyses had shown that the earlier the introduction of infant formula, the
shorter was the duration of breastfeeding. Early introduction of bottle feeding before
discharge from hospital was a negative factor affecting breastfeeding duration in a Saudi
study using multivariate analyses to control for confounders (¥*>=30.867,d.f. 2, p<0.001)
(Ogbeide et al., 2004). In Turkey, multiple Cox regression analysis has shown that shorter
total duration of exclusive breastfeeding was strongly and negatively associated with
receiving supplementary formula in the hospital (RR: 1.43; 95% CI: 1.08-1.89)
(Alikasifoglu et al., 2001).

1.3.8.5 Health professional advice/guidance

The mother’s perception of the adequacy and amount of information they received during
their hospital stay may affect their breastfeeding outcomes. Lack of antenatal and post-
natal education had a negative impact on breastfeeding initiation among Saudi mothers

(Shawky & Abalkhail, 2003), while, advice from hospital staff before discharge was
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positively associated with breastfeeding initiation in another Saudi study (Ogbeide et al.,
2004). In Lebanon, mothers who received advice on breastfeeding initiation initiated
breastfeeding within half an hour after birth as opposed to mothers who did not receive any
advice who were less likely to initiate early (Batal et al., 2006). In regards to breastfeeding
duration, an earlier study showed that weak and ineffective health educational programs in

Bahrain were associated with lower rates of breastfeeding duration (Musaiger, 1983).

1.3.9 Psychosocial factors

1.3.9.1 Social support- father’s attitude

Social support from father or other family members can influence the mother’s decisions
regarding breastfeeding initiation or continuation. However, paternal attitudes towards
infant feeding have not been studied in many Middle Eastern and only two studies reported
father’s support for breastfeeding. Saudi women in Al Kharj, a province in Reyadh, were
more likely to initiate breastfeeding if their partners supported breastfeeding and
encouraged them to initiate exclusive breastfeeding (Ogbeide et al., 2004). In contrast, no
association was found between the Saudi father’s attitude towards breastfeeding and the
rates of initiation in a previous study in the national capital Riyadh (Al-Ayed & Qureshi,
1998).

1.3.9.2 Gender of paediatrician

Owing to the cultural and traditional background of countries in the Middle-East, women
would feel more comfortable when discussing infant feeding issues with a female than a
male physician and to take advice which may have an impact on breastfeeding duration. A
novel finding in a recent Lebanese study had shown a positive effect of female
paediatrician on breastfeeding continuation until four months of age (OR: 1.49; 95% CI:
1.03-2.15) (Al-Sahab et al., 2008).

1.3.9.3 Religious and cultural influences

Quran

In Islam, the Quran emphasizes the importance of suckling and specified the appropriate
length, if the mother chooses to breastfeed as two whole years. “The mothers shall suckle
their infants for two whole years, that is for who wish to complete the suckling” (Surat El-
Bagara, verse 233). This breastfeeding principle promoted 1400 year ago through the

Quran is similar to the most recent WHO breastfeeding and weaning recommendations.
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Researchers studied the effect of this advice on the rates of breastfeeding duration. Two
studies found that religious motives and mother’s insistence on following these guidelines
had a positive effect on the rates of duration in both Iran (Marandi et al., 1993) and Saudi
Arabia (Ogbeide et al., 2004). A recent Lebanese study had shown that religion can play a
role in breastfeeding decision and that the more religious the mother, the more she
breastfed at 1 and 4 months (Al-Sahab et al., 2008).

Islamic traditional dress

Some researchers have studied the impact of the level of religiosity on the breastfeeding
patterns. One of the earlier Kuwaiti study found that mothers who are conservative and
modest in their dress code, were more likely to initiate breastfeeding compared with

modern women, which could be related to religious motives (Al Bustan & Kohli, 1988).

1.3.9.4 Breastfeeding confidence/ enjoyment/ satisfaction/stress
Attitudes and feelings of mothers towards breastfeeding play a role in affecting early
termination of breastfeeding. A study in Northern Iran has shown that lactating women

experiencing a high level of stress had a short breastfeeding duration (Hajian-Tilaki, 2005).

1.3.9.5 Breastfeeding knowledge and education

The level of information about breastfeeding and infant health may have an influence on
the duration and initiation rates of breastfeeding. Maternal knowledge of the advantages of
colostrum increased the rates of exclusive breastfeeding initiation in UAE (Al-Mazroui et
al., 1997). Mother’s beliefs that bottle feeding is superior to breast milk and that
breastfeeding can affect the figure causing sagging of the breast were significantly related
to a reduction in duration rates among young Bahraini women (Musaiger, 1983).
Educational programmes can guide mothers for example encourage early initiation and
increases frequency of feeding on demand which may help to maintain the regularity of
breastfeeding and to boost the confidence of mothers to breastfeed. The lack of antenatal
and post-natal education has been negatively associated with shorter rates of durations
among Saudi mothers (Shawky & Abalkhail, 2003). Studies have shown that
breastfeeding knowledge positively influence breastfeeding outcomes (Hoyer & Horvat,
2000). However, although mothers recognize the importance of breastfeeding, they may
not be keen enough to continue breastfeeding for a long duration due to other reasons. A

Turkish cross-sectional study has shown that while most women in the study (60.6%)
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were well educated about breastfeeding, they started on supplementation during the first
three months of life (Hizel et al., 2006).

1.3.9.6 Pre-natal breastfeeding intentions

A prospective cohort and follow-up study in Turkey has shown no association between
intentions for breastfeeding duration and behaviour at either follow up time. Their test
using the ‘theory of reasoned action’ showed that beliefs and attitudes regarding the
duration of breastfeeding were not significantly related to the exclusive breastfeeding

intentions or actual exclusive breastfeeding at assigned follow-up periods (Goksen, 2002).

1.3.9.7 Comfort with breastfeeding in Public

Breastfeeding in public has been of interest to many researchers in developed countries but
no studies statistically analyzed the association between breastfeeding initiation and
duration and breastfeeding in public as a psychosocial factor influencing rates of
breastfeeding practices. However, a cross sectional observational study reported that
Jordan had experienced a change in breastfeeding in public, as it is becoming increasingly
unusual to see women breastfeeding in public possibly due to the decrease in illiteracy

among Jordanians (Khassawneh et al., 2006).

1.3.10 Other Isolated Factors

1.3.10.1 Seasonal differences

The effect of seasonality on breastfeeding outcomes has been studied in an early study. An
Egyptian study on seasonal differences and its effect on exclusive breastfeeding had found
a significant positive association between high rates of breastfeeding and hot weather

compared with cold weather in the same geographic location (Serdula et al., 1986).

1.3.11 Summary of review

This review identifies some consistent and inconsistent findings with Western studies. The
main factors shown to be associated with breastfeeding outcomes were maternal age, level
of maternal education, maternal employment, socio-economical status, parity, mode of
delivery, milk insufficiency, prelacteal feeds and early use of supplementary feeds.
Among the socio-demographic factors, the majority of studies have shown that older
mothers were more likely to have higher initiation rates and longer breastfeeding duration

than younger mothers, which is similar to recent studies in Western countries reporting
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higher initiation rates (Scott & Binns, 1999; Dennis, 2002; Callen & Pinelli, 2004) and
longer breastfeeding duration (Callen & Pinelli, 2004; Thulier & Mercer, 2009) in older
mothers. In the Middle East, almost all studies have shown that high educational level in
mothers was inversely associated with breastfeeding initiation and duration. This finding
is inconsistent with Western studies where the highly educated mothers tend to have higher
rates of breastfeeding initiation (Scott & Binns, 1999) and duration (Callen & Pinelli, 2004;
Thulier & Mercer, 2009) than less educated mothers. Maternal employment has been
reported to be negatively associated with breastfeeding duration but not many data was
found on breastfeeding initiation. Similarly, among Western women, employment full
time has been shown to have a negative effect on breastfeeding initiation (Dennis, 2002)
and early return to paid work was inversely associated with breastfeeding duration (Thulier
& Mercer, 2009). High social or income status was negatively associated with
breastfeeding duration and initiation in a larger number of Middle-Eastern studies which is
different to findings in Western countries where the higher the family income, the higher
breastfeeding initiation rates and the longer breastfeeding duration (Callen & Pinelli, 2004).

The review indicated that for biomedical factors, parity was strongly associated with
successful breastfeeding in a number of studies and it is consistent with a recent review on
Western women where multiparous mothers who had prior experience in breastfeeding
breastfed for longer duration (Thulier & Mercer, 2009). Additionally, complicated
deliveries and caesarean sections were factors found to be negatively related to
breastfeeding initiation and shorter breastfeeding duration. This observation is not
consistently seen among Western women, nevertheless, one reviewer reported that
caesarean section delivery negatively influenced breastfeeding duration among mothers
(Thulier & Mercer, 2009). Many studies reported that perceived milk insufficiency was
the most common reason given by mothers to justify early breastfeeding termination which
also influenced actual breastfeeding duration negatively. A similar finding has been
reported in a review of Western women (Thulier & Mercer, 2009). The use of prelacteal
feeds and early introduction of supplementary feeds prior to hospital discharge is one of
the hospital-related factors reported by a number of Middle Eastern studies. This practice
was identified by studies from various Middle Eastern countries as a negative predictor of

breastfeeding initiation and duration.

The relationships between breastfeeding outcomes in Middle-Eastern women and socio-

demographic factors such as education, social class and of residence are consistent with the
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patterns observed in developing countries where poorer, less well-educated women from
rural communities are more likely to initiate breastfeeding and to breastfeed for longer
compared to better educated, more affluent women in urban areas in Pakistan (Khan, 1991).
Early termination of breastfeeding was observed to be higher amongst urban Mexican and
Malaysian mothers (Dimond & Ashworth, 1987). Whereas in Western countries, it is older,
better educated women and mothers with higher family incomes, who are more likely to
breastfeed than women from more deprived backgrounds (Scott & Binns, 1999; Dennis,
2002). In considereing these differences it should be made clear that factors associated
with low socioeconomic status maybe different in different cultures thus in Middle East
illiteracy maybe due to lack of education due to geography rather than illiteracy in Western
countries which is related to low economic status and disengagement from the education
system. As in obesity maybe related to income in the Middle East but is marker of
deprvation in Europe. However the relationship will differ between Middle Eastern

countries as they enter different stages of transitions.

This review indicated that there are differences and similarities between determinants of
breastfeeding initiation and duration amongst Middle Eastern and Western women. However,
more recent studies showed a closer match to Western studies. This could be due to the
transition period which was described earlier. The transition type and time may differ among
countries in the Middle East where countries influenced by modernization observed the change
in infant feeding practices earlier than less modern nations. This is discussed in the next

chapter.

1.3.12 Limitations of previous Middle Eastern studies

There are a number of limitations with Middle Eastern studies reporting these data. In
contrast, because Western studies were conducted in a more systematic approach, their
available reviews can give a valid insight of determinants of breastfeeding. The way the
studies were conducted in the Middle East was not of a high standard compared with
studies conducted in Europe, USA and other Western countries which lead to difficulty in
reading them and extracting similar data to compare with other Middle Eastern countries or

other world countries.

e Almost all studies were of weak study design (i.e most are cross sectional not

longitudinal) and most of them had a small sample size which may not be

73



representative of the whole population as most studies were single centre not multi-
centre or studied either only rural areas or only urban areas.

e Most studies did not control for possible covariates or confounding factors (i.e. data
were analyzed univariately not multivariately).

e Many studies relied on maternal recall which lacks accuracy of the exact infant feeding
practices at the exact age of infant and introduces potential recall bias.

e Many studies did not use WHO definitions for breastfeeding as it was not standard in
most studies (e.g. exclusive breastfeeding definition) which could be interpreted
different than other studies making it incomparable due to the varied use of
breastfeeding definitions.

e There were only a small number of recent studies conducted in the past five years and a
limited number of studies in Kuwait which has periodic but not regular research on
breastfeeding.

e Most studies were carried out a long time (between 5 — 10 years) before the actual
publication data which leads to having old data while the date of publishing was recent.

e Many studies made claims of association between breastfeeding outcomes without
providing evidence of effect size (i.e. OR, RR or % prevalence) or statistical

significance (p values or 95% CI).

These limitations are also explored in the next chapter which a systematic review of the
prevalence of breastfeeding in the Middle East. There is a lack of evidence from the
Middle East when compared to Westernized countries which signifies the need for well
designed studies and justifies the importance of carrying out Kuwait Infant Feeding Study

as well as the need to similar quality studies in this region of the world.
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Chapter 2 Review of breastfeeding prevalence in
the Middle East
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Chapter 2 Review of breastfeeding prevalence in the Middle East

2.1 Introduction

Breastfeeding practices that meet the WHO international recommendations play a vital role
in dealing with three global problems: malnutrition, infections and closely spaced
pregnancies. Infant health and well being are also closely associated with changes in
breastfeeding habits (Annon., 1982). Knowledge and understanding of changes in the
incidence and duration of breastfeeding across Middle Eastern countries may offer
information about practices that encourage or discourage breastfeeding between and within
countries. This comparative review examined the incidence and duration of breastfeeding
in term infants across the Middle Eastern region. In Western countries, there have been a
number of reviews of the incidence of breastfeeding and duration prevalence (Hendershot,
1984; Grummer-Strawn, 1996; Scott et al., 1996; Yngve et al., 2001; Callen & Pinelli,
2004; Bolling, 2006) that have examined trends in breastfeeding, whereas no
comprehensive review comparing breastfeeding in the Middle East has been previously
published in the English literature. This review will help identify methodological strengths
and weaknesses of data collected in the Middle East. The available data highlight the
difficulties in comparing studies that have been conducted using different sampling
techniques and data collection and reporting methods. For this review it was important to
locate all available information on infant feeding in the Middle East. As some data are not
published in peer-reviewed journals, a broader search was required to identify sources such
as government health surveys and annual/periodical official reports which may not appear
in the Medline search.

Three phases have been reported for the changes in breastfeeding practices in western
countries. The first was the traditional phase with high prevalence and duration of
breastfeeding, There as then a transformation phase with the prevalence of breastfeeding
falling and the duration becoming shorter and then finally a resurgence phase with rising
prevalence and duration (Annon., 1982). Changes in the population characteristics such as
during industrialization in the mid-eighteenth century and by the end of the first world war
and also after increased availability of formula milks, have almost universally decreased
breastfeeding duration which has then increased again as measures such as the baby
friendly hospital initiative have been introduced (Fairbank et al., 2000; Guise et al., 2003;

Pincombe et al., 2008). However within some developing countries where these changes
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are happening later, there is a more positive aspect in behavioural changes within
subgroups, for example in some women now have wider gaps between each pregnancy,

and have increased breastfeeding duration (Grummer-Strawn, 1996).

A comparison of breastfeeding duration rates at six months between UK and Sweden
suggested that UK had lower rates (21%) compared with Sweden (42%) in 1995 (Yngve &
Sjostrom, 2001b) and concluded that the much lower breastfeeding rates in the UK were
likely to be due to a complex interaction of factors including lack of baby-friendly
hospitals, lack of prenatal breastfeeding promotion and lactation management training of
mothers and insufficient parental support. Breastfeeding rates have also increased in the
UK after such initiatives have been made. Rates of breastfeeding at six months in the UK
had increased in 2005 by 13% (34%) compared with 21% in 1995. Breastfeeding initiation
increased from 68% in 1995 to 71% in 2000 to 78% in 2005 (Bolling, 2006).

One theory of change in infant feeding practices is that breastfeeding practices tend to be
higher amongst privileged groups within countries and that developing countries seek a
more ‘modern, western’ approach and thus move away from breastfeeding to use of
formula milk. Another theory suggests that change in socioeconomic status due to
industrialization causes altered life style such as women working full time with less time to
breastfeed and increased income and improving educational level, reducing breastfeeding
practices (Annon., 1982). Understanding the reasons behind decreases in breastfeeding
incidence and prevalence during different phases assists in planning promotion and
surveillance systems. An understanding of trends in breastfeeding practices may help
identify events leading to increases and decreases in breastfeeding initiation and duration,
which is the main purpose of this Middle Eastern review.

An alternative option for appraising observational studies is the use of STROBE checklists
(Annon., 2010e). Other methods for assessing the quality of studies were reported in other
systematic reviews (Mclnnes & Chambers, 2008; Ingram et al., 2010). In the Ingram
review, a tool was adapted to assess the risk of bias in both experimental and observational
studies. The tool classified study quality into high, medium or low for selection,
performance, measurement and attrition bias based on descriptions of the study design,
execution and analysis. Whereas in Mclnnes review, the authors independently appraised
each of the included papers using a tool developed from critical appraisal publications

(Mclnnes & Chambers, 2008) and from previous work by the researchers.
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The assessment of studies in the present systematic review was based on all available
studies that were first categorized based on specific criteria that apply to most available
Middle Eastern studies. Criteria were gathered in a table based on study design and then
scored to a maximum of score of ten. The scoring of each category was discussed with
three persons and a final scoring table was agreed on. All categories in the table were
driven from the included studies. Because this review is the first of its kind in the Middle
Eastern region, a new scoring system tool that is tailored based on the quality of available

data was necessary.

2.2 Objective of study

The objective of this review was to identify and critique the research on infant feeding
practices in the Middle Eastern region. Data on the prevalence of breastfeeding initiation,
exclusive breastfeeding, and duration of breastfeeding were reviewed over the last three
decades to see if it is possible to identify differences between countries and any changes

over time.

2.3 Previous data

A review of research on the factors associated with the choice and duration of infant
feeding in less-developed countries (Forman, 1984), included a section on a limited
number of Middle Eastern studies, namely Jordan, Lebanon, Egypt and Kuwait. However,
this review focused on the mother’s perception of her infant feeding status rather than on
the actual practice of infant feeding and therefore, rates of breastfeeding practices were not
included. In addition, reviewed Middle Eastern studies were limited in the number of
studies per country and included different types of studies which could not be easily

compared.

The UNICEF report for exclusive breastfeeding in the developing world concluded that
women from the East Asia/Pacific and Eastern/Southern Africa regions had the highest
rates of exclusive breastfeeding in the first six months of life (43%, 41% respectively)
(UNICEF., 2006), however the methods by which this data was obtained were not well
explained and so cannot be critiqued. The lowest rates of exclusive breastfeeding were
reported amongst women from Western/Central Africa and Central Eastern

Europe/Commonwealth of Independent States (CEE/CIS) regions (20%, 22%) respectively.
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Middle Eastern countries including North Africa fell in the lower range with only 29% of
infants exclusively breastfed for the first six months of life. This was based on the latest
available estimates for 111 countries during 1996-2004, but no further information was
given in the report about how the data were collected and what countries were studied.
The documented UNICEF data for the changes in breastfeeding practices over time which
were reported for the developing world were estimates of breastfeeding trends based on a
subset of 37 countries for which data were available. The report stated that there was an
improvement from 30% to 38% of exclusive breastfeeding in the Middle East/North Africa
between 1990 and 2004. This rate was given for the whole region and the studies included

in the trends analysis were not specified.

2.4 Available data used in this study

The data found on breastfeeding practices in the following review were obtained from
studies conducted in Middle Eastern countries. The studies included large surveys that
gathered information on child health as well as small cross sectional studies which aimed
to investigate breastfeeding rates, including breastfeeding initiation, duration, and/or
prevalence at selected time points, and identify factors associated with initiation, early
weaning and other breastfeeding practices. These studies collected data either from the
hospital through face to face interview shortly after delivering the baby at the maternity
wards or obtained data from medical records in clinics or hospitals or at the time when the
mother takes the baby for vaccination. Some studies collected data from home visits
interviewing women of child bearing age and those who had children in the past with a
time period after birth of specified years of five or less based on each study’s selection
criteria. Few longitudinal studies were identified which followed up the mothers for a

period of time after recruiting them prior to hospital discharge.

The following review will demonstrate the quantity and quality of the available data on
infant feeding patterns in the Middle Eastern region to illustrate breastfeeding rates and
where possible trends from earliest studies to the most recent. The first section of this
chapter discusses the data sources and their limitations. The next section discusses the
direction of the trends in breastfeeding from 1960 to date among the whole Middle Eastern
region and within countries if data were obtained from well designed studies and if the data

available in each country were sufficient.
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2.5 Methodology

2.5.1 Identification of studies

The published literature was carefully searched for all reports of appropriate and relevant
studies. The search of electronic databases included English language and selected non-
English language sources (Arabic, Persian, and Turkish). The main search was performed
through Pubmed online, Ovid Medline database and NHS e-library. Subscription was
taken for Zetoc Alert for latest publications as it automatically sends emails listing the
table of contents from particular journals and articles that match searches for keywords
from article titles. Google scholar search engine was also checked for any National
Surveys available online and these were then requested from the British Library. Some
articles (n=3) have not been yet obtained after one year and were therefore not included.
Unpublished available reports or surveys in Kuwait were requested and obtained from the

Kuwaiti authorities by direct contact.

Keywords were chosen carefully to avoid missing any relevant studies and included
“breastfeeding”, “infant feeding”, “duration”, “initiation”; “exclusive breastfeeding”,
“breastfeeding and Middle East”, “breastfeeding and Kuwait”, “breastfeeding and Gulf
States”, “breastfeeding and each individual Gulf State”. Identification of further studies
was made through hand search of original articles and reviews on the subject found by
electronic search. Gulf countries included Kuwait, Saudi Arabia, Bahrain, Qatar, Oman
and United Arab Emirates. The rest of the Middle Eastern countries included Iraq, Iran,
Egypt, Lebanon, Jordan and Turkey, Morocco, Libya, Yemen and Tunisia were searched
using the same approach. The 1996 National Health Survey which was carried out in
Kuwait was identified through hand search from a reference page of a Kuwaiti study. The
other national surveys for each individual country were then searched through Google

scholar.

2.5.2 Selection Criteria
Selecting the studies for inclusion in this review was based on whether the study reported
on one or more of the relevant breastfeeding outcomes, including:

e Breastfeeding initiation

e Prevalence of exclusive and/or overall breastfeeding at selected time points

e Mean (or median) duration of breastfeeding.
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Most countries did not have a routine serial data collection. Since few longitudinal studies

were carried out in Middle Eastern countries, cross sectional studies were included.

Table 2.1: Characteristics of identified studies (n = 92)

Total no. of Type of study
included
Countries studies Cross- Longitudinal National Rejected
(n=13) (incl. Surveys) sectional follow-up survey studies
Kuwait 7 4 -—- 3
Saudi Arabia 22 18 1 3
Oman 2 1 --- 1 1
Qatar 2 1 1 1
UAE 5 2 2 1 1
Bahrain 4 3 - 1
Yemen 2 2
Iran 12 11 1 --- 3
lrag 2 2 - - 2
Egypt 5 3 2 - 2
Lebanon 2 1 1
Jordan 4 2 2 1
Turkey 7 5 2 --- 5
Total 76 53 9 14 16

2.5.3 Excluded studies

Sixteen studies were excluded for various reasons (Table 2.2). A study in Oman had no
clear data on initiation and duration of breastfeeding but focused on food habits of mothers
and their children (Musaiger, 1996). A study of Qatari women assessing the relationship
between breastfeeding and the development of childhood asthma and allergic disease could
not be obtained (Bener et al., 2007). A study in the UAE of practices of infant-feeding
and the influencing factors had a table for the rates of breastfeeding which was not found
in the link and not clearly described in text (Osman & EI-Sabban, 1999). A study in Iran
was excluded because it was not clear how it was conducted (Polak et al., 1964). Another
study in Iran was excluded because only the abstract was available (n.b. ordered via ILL
but could not be obtained within 1 year) (Ayat Elahi et al., 2001). An Iranian study was
excluded in the review because it was unavailable (n.b. ordered via ILL but could not be
obtained within one year) (Ghaed Mohammadi et al., 2004). One study in Jordan was
excluded because figures were reported on current breastfeeding practices only and did not
provide information on breastfeeding initiation rates (Khassawneh et al., 2006). A study in

Iraq was rejected because no clear breastfeeding figures were reported (Abdul Ameer et al.,
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2008). A Turkish study was excluded because no clear breastfeeding results were given as
only current breastfeeding practices at the time of the study reported) (Karacam, 2008).
Other reasons for exclusion were breastfeeding and seasonal differences (Serdula et al.,
1986), evaluating the attitudes and beliefs of mothers on breastfeeding in Turkey (Hizel et
al., 2006), hospital practices and attitudes of doctors influencing breastfeeding (Kocturk,
1987), studying theory of behaviour and intentions (Goksen, 2002), knowledge of health
care physicians about breastfeeding (Al-Zwaini et al., 2008), health care personnel
knowledge of breastfeeding (Yaman & Akcam, 2004), recovery of fertility during
breastfeeding (Shaaban et al., 1990).
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Table 2.2: Characteristics of excluded studies (n=16)

Study (Author, year) Country Study design, purpose and/or reasons for exclusion

Retrospective, longitudinal follow-up
1- (Polaketal., 1964) Iran Aim to understand infant feeding habits in their centres
Excluded because not clear how it was conducted & small sample size

Prospective, longitudinal follow-up
2- (Ayat Elahi et al., 2001) Iran Designed to investigate BF patterns
Excluded because full test could not be obtained after one year search & not available by interlibrary loan

Retrospective, cross sectional
3- (Ghaed Mohammadi et al., 2004) Iran Aim to study rates of BF and factors associated w/ BF
Not available after extensive search (1 year)

Cross sectional survey
4- (Serdula et al., 1986) Egypt To associate seasonal differences with BF practices

A longitudinal study
5- (Shaaban et al., 1990) Egypt To determine time that ovulation resumed after child birth

Prospective, cross sectional
6- (Kocturk, 1987) Turkey To identify reasons for early complementation in low to middle socioeconomic areas

Prospective cohort follow-up
7- (Goksen, 2002) Turkey Designed to test the basic assumptions underlying the theory of reasoned action for EBF behaviour

Cross sectional
8- (Yaman & Akcam, 2004) Turkey To investigate knowledge & attitude level of health professionals, care workers & its influence on their own BF
behaviour

Cross sectional
9- (Hizel et al., 2006) Turkey To identify infant feeding practices & to evaluate attitudes & beliefs of mothers on BF in Turkey
No BF figures
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10- (Karacam, 2008)

11- (Musaiger, 1996)

12- (Osman & El-Sabban, 1999)

13- (Khassawneh et al., 2006)

14- (Bener et al., 2007)

15- (Al-Zwaini et al., 2008)

16- (Abdul Ameer et al., 2008)

Turkey

Oman

UAE

Jordan

Qatar

Iraq

Iraq

Retrospective, cross sectional
Designed to determine factors affecting EBF
No clear BF results & only current results (at study time)

Retrospective, cross sectional

Designed to determine the food habits of mothers & their children
No BF initiation or duration data

Small sample size

Retrospective & current cross sectional
Designed to study practices on infant feeding & the influencing factors
BF rates not available

Retrospective, cross sectional

Designed to evaluate practices, knowledge & attitude to BF & to assess factors associated w/ BF

Excluded because figures were reported on current BF practices only & did not provide information on BF initiation
rate

Cross sectional

Designed to assess the relationship between BF & the development of childhood asthma & allergic disease in Qatari
children

Not available after extensive search for 1 yr

Cross sectional
To assess knowledge & identify misperceptions about BF

Retrospective cross sectional
Designed to assess BF knowledge, attitudes & practices
No clear BF figures reported
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2.5.4 Included studies

The studies included in the review are summarised in (Table 2.4) based on:
(1) Study sample (sample size, maternal age, infants age, location and setting)
(2) Study type (design, data collection and sample selection)
(3) Breastfeeding outcomes (Duration of breastfeeding, exclusive and overall
breastfeeding)

(4) Comments (Limitations, weaknesses , errors)

2.5.5 Assessing and reporting the quality of included studies

Once all relevant studies had been identified and each study assessed for inclusion
eligibility the study quality was assessed for each outcome of interest and scored as
described below. A systematic and standardised approach was used to appraise the studies.
Studies identified by the search were assessed against criteria including details of
breastfeeding and initiation and/or duration, study design, representativeness of sample and
clear methodologies (Table 2.3).

2.5.6 Scoring of studies

Scoring of studies was needed to enable proper evaluation of available data and to help in
deciding whether to include the low score studies in the reading of trends (in trying to
detect a change within country). Other studies were searched for methods that other
researchers used to score their reviewed studies to apply what relative to this review
(Downs & Black, 1998; Riesenberg et al., 2010). The scoring system for studies included
in the review were discussed and agreed by three nutritionists using the criteria below and
were evaluated based on a total score from 0.0 to 10.0 (Table 2.3).

The criteria included:

e Study design (max 2 points)
e Sample size (max 2 points)
e Representativeness of sample (max 2 points)
e Data collection methods (max 2 points)
e Breastfeeding definitions (max 1 point)
e Results (max 1 point)

Quiality of studies

e Low: < 4.0 points
e Medium: 4.5 - 7.5 points
e High: 8.0 -10.0 points

The maximum total score was set at 10.0 points based on the criteria described in Table

2.4. An approximate estimation was made to assess the quality of studies. Low scored
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studies (i.e. low quality studies) were those that got less than or equal to 4.0 points,
medium scored studies (medium quality studies) were those that got a score between 4.5-
7.5 and high scored studies (high quality studies) were those that got 8.0 to 10.0 points. A
threshold point was set to decide whether to include those studies that got lower than the
threshold (4.0 points or less) in determining trends. These studies were included in the
graphs to show the data exist but were not be given much consideration in determining any
trends. A score of four was decided on as the threshold as studies scoring below this were
those with small sample size (<300), sample not representative of the whole population of
the country (i.e. either urban or rural), not using the WHO breastfeeding definitions,
subject to recall bias (i.e. mother recall breastfeeding practices from the past 5 years) and
sample were recruited from a single setting (Table 2.4), and were therefore unreliable.

Table 2.3: Scoring criteria for studies included in the review

Scoring Maximum Score
Study design
Prospective & longitudinal with follow up +2 2
Cross-sectional - Retrospective but within 2 yrs +1
Cross-sectional - Retrospective but within 5 yrs +0.5
Poor or no description +0
Sample size
Sample size > 2000 +2 2
Sample size >300-1999 +1
Sample size < 300 +0
Representativeness of sample
Representative of country/Stratified cluster sampling +2 2
Multi-centre- rural AND urban +1
Multi-centre- rural OR urban +0.5
Single centre or no description +0
Data collection methods
Face to face interview +1 1
Pre-tested validated questionnaire +1 1
Poor or no description +0
Breastfeeding Definitions
WHO definitions included +1 1
Clear exclusivity definitions +0.5
Study’s own BF definitions +0.5
No clear definitions/no definitions +0
Results
Results clearly described* +1 1
Results extrapolated from figures 0.5
Results difficult to interpret 0
Total 10

Results clearly described means that BF pattern were reported clearly (i.e. full BF, EBF, any BF, mixed BF, etc), also BF
mean duration & EBF mean duration were well reported
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2.6 Results

Assessment of the quality of studies using the scoring system described earlier was
completed for all included studies. Based on the scoring system, all included studies were
either of low or medium quality and scores ranged from 1.0 to 7.5. No studies received a
score more than or equal to 8 (high quality). Out of the 76 studies, half (n=38) scored from
1.0 to 4.0 and considered low quality studies, and the other half of the studies scored from

4.5-7.5 considered medium quality studies (Table 2.4).

Table 2.4: Number of studies based on quality of scoring

Quality of study Scores No. of Studies Total
1.0

1.5

Low 2.0
(1- 4) 2.5
3.0

3.5

4.0

45

5.0

5.5

Medium 6.0
(4.5-7.5) 6.5
7.0

75

8.0

8.5

High 9.0
(8-10) 9.5
10.0
Total

38

38

~ = =
oloccococodpmu oW NNOE 0O -

2.6.1 Inclusion criteria for studies in trend analysis graphs

Only studies that reported any or all of the following breastfeeding data were included in
the trend analysis. Middle Eastern countries with few studies and insufficient
breastfeeding data were summarized in tables only. Breastfeeding data comprised of
initiation rates (proportion ever breastfed) and any breastfeeding at 3, 6, 12 months. At
least two studies with any of these breastfeeding outcomes were needed to include that
country in the trends analysis. Only four countries had sufficient data for breastfeeding
trends to be considered; Kuwait, Saudi Arabia, Iran and Turkey. Weak scored studies are
highlighted in yellow circles in the graphs to distinguish them from the medium quality

studies.
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2.6.2 Kuwait

2.6.2.1 Initiation any breastfeeding

The prevalence of women who ever breastfed their infants after delivery was reported in a
small number of cross sectional studies in Kuwait (n=5). Of these, only four provided
easily interpretable data on breastfeeding initiation (from 1988-1996) and the earliest study
was carried out in the late 1980°s. Rates of breastfeeding initiation varied from 77.5 % to
88.9% while the scoring of these studies varied from (3.5-7.5). From this figure, there
appears to be a decrease in breastfeeding initiation rates, if the earliest study with lowest
score (3.5) (Al Bustan & Kohli, 1988) of an initiation rate of 77.5% is disregarded, given
that it is below the threshold of 4.0. The other three studies were considered in the analysis
because they scored higher (from 6.0-7.5) with initiation rates of 86% (score 6.5) (Amine
et al., 1989), 89% (score 6.0) (Al Rashoud & Farid, 1991), and 77% (score 7.5) (Al-Nesef
et al., 1996). Only one study (Amine et al., 1989) and two surveys (Al Rashoud & Farid,
1991; Al-Nesef et al., 1996) were considered to be nationally representative (Table 2.4.1
and Table 2.4.2). The incidence of breastfeeding fell by 11.9% from 1991 to 1996. It is
unusual for large shifts in breastfeeding incidence to occur in the space of a few years.
Given the relatively short time span between the earliest and latest reported data, it is
unlikely that these differences represent national shifts in breastfeeding incidence but are
more likely the result of differences in study design, sample size and characteristics and/or
data collection methods. When comparing breastfeeding rates between populations, or
trends within the same population over time, it is important to standardise for any
demographic differences between the populations studied which may account for the
difference seen (Hendershot, 1984). For example, the observed differences may be the
result of differences in the socio-demographic characteristics of subjects, especially when a
group who is more likely to initiate breastfeeding is over-represented in one study but
under-represented in another study. Additionally, difference may be explained in part due
to problems with maternal recall, as the national surveys for example, sampled women
with children less than 5 years of age (Al-Nesef et al., 1996). Similar observations were
seen in the data for any breastfeeding at 3 months and six months. The two sets of data
show a large difference in the breastfeeding rate which is also probably related to

differences in study design.
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Figure 2.1: Summary of estimates of breastfeeding in individual studies in Kuwait
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2.6.2.2 Any breastfeeding at 3, 6, 12 months

The prevalence of breastfeeding at three months of infant’s age was reported in only two
studies in 1991 and in 1994. The graph shows a sharp drop of huge proportion of women
breastfeeding at three months rate from 70.9% (Al Rashoud & Farid, 1991) in 1991 to
11.7% (Annon., 1994) in 1994. This is so large a drop in such a short time that it is
unlikely to be real. The two studies were of medium quality and both scored 6.0. Possible
causes of these different rates could be related to differences in study design, for example,
the study with the higher rate was a retrospective cross sectional of a large sample size
(n=4175) recruited from homes. While the one with the lower score was a cross sectional
study with a follow-up up to 12 months and had a smaller sample size (n=1399) recruited
from health centres during vaccination visits. Similar findings were observed in rates of
breastfeeding at six months to those seen in three months of infant’s age. Only one study
reported the proportion of women breastfeeding at one year in 1994 (4.5%), therefore,

cannot observe changes in breastfeeding behaviours cannot be determined.
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Table 2.5.1: Cross sectional studies from Kuwait (n=4)

Author, Year

Sample & interview setting

Study design

Results

Comments

4 Studies included in graph

Al Bustan, 1988 ¢

Sample: 1,553 Kuwaiti
women

Retrospective
Cross sectional

Ever BF

73.5%

Low score:
e  Cannot distinguish between EBF or Any

Carried out: NA Mean BF Duration 6.4 mo BF
. ) Child age range: NA Data collection: Face to face e  BF practices were analyzed through 2
“Socio-economic & interview indicators, via proportion of infants
demographic factors __ Maternal Age: 25-35+ never BF at all & the mean Duration of
influencing BF among Kuwaiti Sample selection: through BF for ever BF infants
women” Location: Kuwait random numbers Kuwaiti e Recall for only last child for BF to avoid
) . ) married, with at least 1 child recall bias but did not specify the age
Aim: to study the socioeconomic  setting: 25 offices, schools, range of children included
& demographic factors clubs & clinics from each of
influencing BF practices the 4 governorate Score: 3.5
administrative districts. T
. ¢ Sample: 2,833 mothers Retrospective Ever BF 86.0% e No clear definitions of BF if FBF or
Amine, 1989 Cross Sectional EBF
Carried out: NA Child age range: <3 yrs Mean BF Duration  5.83 mo e No indication to whether the BF data
Data collection: were practices before the survey or at
“Infant feeding pattern & Maternal Age: 20-35+ individualized interviews, the time of the survey
weaning practices in Kuwait” survey of infant feeding pattern e No setting description
) ) ) Location: Kuwait & weaning practices
Aim: to investigate current trends Yet, score is not low because of high sample
in infant feeding in Kuwait Setting: NA Sample selection: Multistage size, representative sample & good sample
stratified sampling represent all selection method
socio-economic classes in
Kuwait Score: 6.5
Al-Awadi, 1997 Sample: 782 mothers Retrospective Age of infant when % stopped Used WHO BF definitions
Carried out: NA Cross Sectional stopped BF No data for ever BF
Child age range: <2 yrs breastfeeding (mo) Yet in the table 26.1% were described as
“Recent trends in infant Data collection: face-to-face <1 20.0 infants who were BF at the time of the Data
feeding patterns & weaning Maternal Age: NA interview 1-2 23.8 collection. But in the text it said EBF. So,
practices in Kuwait” 3-5 15.6 there was no explaining whether there was
Location: 5 governorates Sample selection: Multistage 6-8 19.6 FBF amongst the breastfed infants or at least
Aim: to investigate recent trends  Kuwait the number of infants in each 9+ 20.9 to differentiate between the groups
in infant feeding patterns & governorates was used as a
weaning practices in Kuwait Setting:: home base of stratification Mean BF Duration 4.9 mo Score 7.0
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Al-Haifi, 2004
Carried out: Jan-Nov 2000

Sample: 254 Kuwaiti
mothers with children

Retrospective
Cross sectional

Age of infant when
stopped Any BF BF

% stopped

Low score:

Small sample size

(mo) e Not reported whether BF was FBF or
“Feeding practices influence Child age range: 2-23 mo Data collection: data used 2-5 42.8 EBF (not well defined)
weight & Haemoglobin status from records based on face to 6-11 37.0 e Single centre
in Kuwaiti infants” Maternal age: NA face interviews 12-23 20.0
Aim: to evaluate the influence of  Location: 5 governorates Sample selection: subject Score 2.0
infant feeding practices & Setting: Department of were screened & those
mothers education & occupation ~ Food & Nutrition pregnant or suffering from
on HB levels & obesity among Administration at the MOH  chronic diseases were excluded
young children in Kuwait Kuwait
Table 2.5.2: Published and unpublished Kuwaiti surveys (n=3)
n Author, Year Sample & interview setting Study design Results Comments
0. 4 Studies included in graph
1 Sample: 4,233 ever married Cross sectional Ever BF 88.9 Recall bias as they were asked
Al Rashoud, 1091 4 <50yrs eligible but only 4,175 Retrospective & current Still BF (in all ages) 31.2 about feeding practices <5 yrs
) women interviewed preceding the survey
Carried out: 1991 7,687 children Data collection: Age of child (mo) Still BF
questionnaire face to face 0 88.9 88.7% BF (amongst those with
“Kuwait Child Health survey 1991”  Child age range: < 6 yrs interview 1 83.7 most recent live births)
(asked those women whom last 2 62.5
The study was planned & executed by Jive birth has occurred <5 yrs or ~ Sample selection: 3 70.9 Score: 6.0
MOH, Kuwait as part of Gulf Child before the survey) probability, stratified, multi- 4 46.4 T
Health Survey programme (GCHS) stage sample with equal 5 58.0
Maternal age: < 20- 49 yrs probability of selection 6 59.1
Aim of Chapter: 7 48.9
to examine prevalence & duration Location: 4 governorates, Sampling frame based on data 8 52.5
BF, pattern of feeding & Capital, Hawalli, Ahmedi, collected on Kuwaiti 9 60.6
supplementation & reasons for Jahraa households in the 1985 10 475
behaviours population census 11 455
Setting: home 12-23 314
24+ 3.8
Current Median BF 9.1 mo
duration
Mean BF duration 8.6 mo
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stopped BF (by BF age)

¢ Sample: 1,399 enrolled but Cross sectional Age (mo) BF Mixed  Longitudinal study
Annon. (1994) only 661 children in the report ~ Followed up at 4™, 5" 6"& 3 11.7 258
Carried out: 12" mo 4 8.7 14.5 Score: 6.0
December 1994 Child age range: at 3 mo 5 9.0 11.0 T
Data Collection: Face to face 6 8.3 6.5
Nutrition Surveillance of Kuwaiti Maternal age: 20-50+ Dietary data - infant feeding 7 6.6 6.4
Infants (Project Preliminary Report) & weaning practices 12 45 19
unpublished Location: 5 governorates
. Capital, Hawalli, Farwania, Sample selection:
Aim: Ahmedi & Jahra vaccination visits
To test feasibility of establishing a
“Nutrition Surveillance system” Setting: Health centres
within the centres of the Preventative
Health Department”
Sample: 3,500 households- Cross-sectional Ever BF 77.0 All children born in the 3 yrs
Al-Nesef, 1996 ¢ 3,514 children Retrospective EBF preceding the survey were
) <4 mo 12.0 reported to have been Ever BF
Carried out: 1996 Child age range < 5 yrs Data collection: face-to-face  Complementary
field interview, survey on 4-6 mo 26.0 Results concerning BF (1) &
Kuwait Family Health Survey, 1996 Maternal age: 15-49 yrs current or last feeding method (D) of BF were related to 2,132
MOH, Kuwait Continued BF children < 3 yrs
) Location: 5 governorates Sample selection: ever 12-15mo 21.0
Aim: NA Capital, Hawalli, Farwania, married women under 50 yrs ~ 20-23 mo 9.0 Used WHO definitions
Ahmedi & Jahra based on current civil
registration records with a First BF (hr) S 75
Setting: Kuwaiti Households one-stage, stratified Within 1% hr 45 core. /.
systematic random selection- ~ 1-3 104
prepared in cooperation with 3-6 105
the United Nations Statistics 6+ 51.2
Division
Mean BF duration 5.3 mo
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2.6.3 Saudi Arabia

2.6.3.1 Initiation any breastfeeding

More studies have been conducted in the Kingdom of Saudi Arabia than in other country in
the Gulf area. Breastfeeding initiation rates were reported in eleven different studies from
1981 to 2007 ranged (84% to 98.9%) (Fig 2.4.2; Tables 2.4.3, 2.4.4 and 2.4.5). Although
the studies varied hugely in quality, there was no obvious sustained change in
breastfeeding initiation rate over the last 25 years even after disregarding six studies with
the low scores from analysis (< 4) (Haque, 1983; Madani et al., 1994; Al-Ayed & Qureshi,
1998; Khattab, 2000; Al-Jassir et al., 2004; Ogbeide et al., 2004) and including only five
studies with scores from 4.5-6.5 (Al-Mazrou et al., 1995; Al-Shehri et al., 1995; Shawky &
Abalkhail, 2003; Al-Hreashy et al., 2008; El Mouzan et al., 2009).

Figure 2.2: Summary of breastfeeding rates in individual studies in Saudi Arabia
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2.6.3.2 Any breastfeeding at 3 months

The proportions of infants breastfed at three months was reported in five different studies
(1982-1997) which scored ranging from 4.0 to 7.5. Only one study was disregarded from
this analysis with a score of 4.0 (Elias, 1985). Although again it is difficult to compare the
data due to differences in study design, for example, sample size and sample selection, it
would appear that there was a substantial increase in the number of infants receiving breast
milk at 3 months from the 1980°s to the 1990’s from 50% in 1985 to 97% in 1997 from
studies with medium score (4.5-7.5) (Al-Sekait, 1988; Al-Mazrou et al., 1994; Al-Shehri et
al., 1995; Shawky & Abalkhail, 2003) (Figure 2.4.2). This increase has more evidence, in
five studies not 2, and over a longer time frame than the apparent decrease in breastfeeding
at 3 months seen in Kuwait over a short period of 3 years from 1991-1994. Thus although
both sets of data are not reliable and should be viewed with caution, there is more support

for an increase in breast feeding at 3 months in Saudi Arabia from 1985 to 1997.

2.6.3.3 Any breastfeeding at 6 months

Eight studies reported the percentage of mothers who were breastfeeding at six months.
Two studies were disregarded for their low score (2.0 and 4.0) (Haque, 1983; Elias, 1985)
and the remaining six studies scored from 4.5-7.5 (Al-Sekait, 1988; Al-Mazrou et al., 1994;
Al-Shehri et al., 1995; Shawky & Abalkhail, 2003; Al-Hreashy et al., 2008; EI Mouzan et
al., 2009). There was a wide variation in the values (Figure 2.4.2) and no obvious

sustained change in rates of any breastfeeding at 6 months.

2.6.3.4 Any breastfeeding at 12 months

The percentages of children who received any breastfeeding at 12 months were reported in
six different retrospective cross sectional studies from 1991 to 2004 varied in scoring from
2.0 to 7.5. Two study with low scores were disregarded in the analysis (Haque, 1983; Elias,
1985). The remainder of studies scored from 4.0 to 7.5 (Al-Sekait, 1988; Al-Shehri et al.,
1995; Shawky & Abalkhail, 2003; EI Mouzan et al., 2009) and results of those studies
were not similar and their wide variation in the rates may be related to again methodology
design, data collection and sample selection (Figure 2.4.2).
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Table 2.5.3: Cross sectional studies from Saudi Arabia (n=18)

Author, Year Sample & interview setting Study design Results Comments
4 studies included in graph
Haque. 1983 ¢ Group 1 _ Cross sectional Group1 Low score:
que, Sample: 150 Saudi mothers Ever BF 96.6% o small sample size
Carried out: 1981 Data collection: Face to face e no sample selection
. . Child age range: newborns interview with a standard details
“Feeding pattern of children under two  (within 72 hrs of delivery) questionnaire about their o Non-representative sample
years of age in Riyadh, Saudi Arabia” intentions with regards to e Few BF data
) ) Maternal age: 15- 40 yrs infant feeding conducted e  Author stated: 83% had
Aim: to know the feeding patterns of within 72 hrs of delivery had some experience of BF
babies whose illnesses could be directly Location: Riyadh (capital) (i.e. they were either
or In.dll’ectly attrlbuted to artIfICIal Sample Selection: not themselves BF or had BE
feeding Setting: Hospital specified before which maybe
implying that if they were
breastfed then they are
coming from a
breastfeeding supportive
environment.
Score 2.0
Group 2 Cross sectional Group 2 Low score:
Hagque, 1983 ¢ Sample: 250 mothers Age (mo) e Small sample size
Carried out: 1981 Data collection: interviewed  Totally BF Prev % e Non-representative sample
. . Age range: 1 mo-2 yrs by author in his clinic when Atl 27.0 e No WHO definitions given
“Feeding pattern of children under two they visited seeking care by At 6 7.0 to totally breastfed (as
years of age in Riyadh, Saudi Arabia”  Maternal age: 15- 40 yrs face to face & same At 12 3.0 EBF or FBF)
) ) questionnaire Any BF
Aim: to know the feeding patterns of Location: Riyadh At1l 69.0 *  Resultsunclear
babies whose illnesses could be directly Sample selection: non- At 6 79.0 S 20
or indirectly attributed to artificial Setting: seen as an outpatient  random At12 80.0 core. <.
feeding or admitted to hospital for Sample from women
care as in-patient attending the hospital over a Mean BF 6.0 mo
certain period of time Duration
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. 'S Sample: 510 mothers Cross sectional Age (mo) Prev % Low score:
Elias, 1985 BF e No definitions for BF or
Carried out: Age range: 0-12 mo Data collection: face to face 1 mo 68.0 exclusivity of BF
1982 interview, questionnaire & 3mo 55.0 o Not reported whether BF
Maternal age: NA other data from registration 6mo 38.0 was inclusive of water
“A survey of place of delivery, modes by clerk 12 mo 220 «  Single centre
of milk feeding & immunization in a Location: Saudi Arabia
primary health care centre in Saudi Sample selection: each Score: 4.0
Arabia” Setting: primary health care  patient was registered on T
centre arrival
Aim: to study place of delivery, modes
of milk feeding & immunization
Anokute, 1988 Sample: 765 subjects Cross Sectional study of Age (mo) Low score:
Carried out: current & past practices BF Prev % e  No WHO definitions
Jan 1985 & May 1986 Child age range: 0-13 mo 6-12 51.7 e  Complete BF not defined
Data collection: Survey- up to 18 21.0 o Sample selection not
“Infant feeding in King Khalid Maternal age: > 15 yrs questionnaire described
University Hospital” Multi nationalities- Saudis, Age solids
Location: Riyadh Egyptian, Syrian, Palestinian,  started (mo) Prospective & retrospective
Aim: to examine the pattern of infant Sudanese 0-6 27.5 because they asked the women
feeding practices Setting: Paediatric Clinics of 7-12 51.7 at the time of study who were
King Khalid University Sample selection: NA 13-18 20.8 currently BF or FF to recall
their BF practices
Score: 2.0
Serenius, 1988 Sample: Cross-sectional study of BE
Carried out: 1979-1981 Socio-Economic groups current & past practices R Score: 5.0
R - Rural 830 Age (mo) Prev %
“Patterns of BF & weaning in Saudi UL - Urban low 266 Data collection: Faceto face 1 90.0
Arabia” UA - Urban average 874 interviews 3 90.0
UP - Urban Privileged 226 4 separate studies of 2 yrs 6 85.0
Aim: to compare four studies according collection 9 80.0
to their feeding patterns & weaning Child age range: 1-24 mo Retrospective data & actual 12 67.0
practices in different geographic locations data available from medical Median BF 17.8 mo
Maternal age: (>23-<31) records duration
UL
Location: Urban & rural Sample selection: Random Age (mo) Prev %
1 85.0
Setting: well baby clinic 3 68.0
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Median BF
duration

55.0

51.0

33.0
10.8 mo

Prev %
85.0
74.0
56.0
44.0
19.0

7.5 mo

Prev %
76.0
42.0
22.0
15.0
11.0

2.1 mo

Al-Frayh, 1989
Carried out: NA

“Current trends in infant feeding in
Saudi Society”

Aim: to investigate current BF practices
among representative sample of Saudi
women

Sample: 4,769 infants
Child age range: NA
Maternal age: -20-35+
Location: Urban Riyadh

Setting: homes

Cross-Sectional study of
current & past practices

Data collection: Community
Field survey-home interviews
of a representative sample of
mothers

Sample selection: random

Only this data

were available:

Of the infants,

82.7% were EBF
in only the 1% mo

of life

Low score:
e No definitions of BF
provided

No figure for Ever bf

e Short paper- lack of details
& proper description

e  Not giving maternal age
accurately

The Sample which was selected
for the study was giving mixed
feeds of both breast milk &
formula at the time of the study

Score 3.0
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Al Nasser, 199 Sample: 923 women Cross Sectional study of past Mean BF 11.2 mo Low score:
Carried out: practices duration e No child age range
1987-1988 Child age range: NA provided
Data collection: attendance Median BF 10.0 mo e  There was no data on
“A retrospective study of factors Maternal age: 15-50 yrs record from primary health duration actual feeding methods
affecting care centre the traced women recalls but data on attitudes
BF practices in a rural community of Location: Rural areas of to their homes & face to face or preference of feeding
Saudi Arabia” Tehama interviewed method only
e  BF duration data provided
Aim: To assess the average duration of Setting: home BF Duration data collected were hard to interpret for
BF & the effect of some factors for the last child each child age
Sample selection: from Score: 2.5
attendance list - random s
Kordy. 1992 Sample: 476 infants & Cross-sectional study of BF Duration Low score:
Carried out: NA children current & past practices >1yr 57.0% e  Non-representative sample
274 mothers
“Factors affecting the duration of BF Data collection: face to face BF by age (mo) % stopped Score: 3.5
in a rural population of Saudi Arabia”  Child age range: <3 yrs interview BF
11.9
Aim: to demonstrate the factors Maternal age: mean 32 yrs Sample selection: standard <3 9.2
influencing BF Duration cluster sampling technique 3-5 20.8
Location: Al Jamoom, rural 6-11 26.2
area in Western Region of SA 12-17 13.8
18-23 18.1
Setting: homes in village 24+
14.61 mo
Mean Duration
BF
. ¢ Sample: 1,019 women Cross sectional of past Ever BF Low score:
Madani, 1994 practices At birth 98.0% e No information given to

Carried out:
Jan-Apr 1990

“Lactation amenorrhea in Saudi
‘Women”

Aim: to investigate some aspects of BF-
lactation amenorrhea, the avg. interval
between pregnancies, & the extent of

Child age range: 1 wk- 12
mo

Maternal age: 16-40 yrs
Location: Taif area

Setting: 9 primary health care

Data collection:
questionnaire-face to face
interview-

Data were gathered as part of
a larger study of BF &
fertility in Saudi women

age children who were
breastfed
No other BF data

At the time of interview:
55.1% had lactation
amenorrhea which means they
were still BF
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knowledge that an avg. Saudi woman has
about BF

centres covering urban, semi-
urban, rural areas

Sample selection: eligible
subject were Saudi women
came with infants for
vaccination & had delivered
between 1 wk & 12 mo prior
to study

Score: 3.5

10

Al-Shehri, 1995 4

Carried out:
1991

“Overview on BF patterns in Saudi
Arabia”

Aim: to investigate child feeding Patterns
& other MCH issues

Sample: 4,773 (current BF
practices)

6,308 children

Target population was the last
live birth born within 5 yrs
preceding the date of the
interview

Child Age range: NA
Maternal age: <19-40+

Location: All regions of the
Kingdom (urban & rural)

Setting: Health Centres,
Households

Cross sectional study of
current & past practices

Data collection: face-to-face
interview

Sample selection: randomly
selected through multi stage
cluster sampling technique

Ever BF

Current BF
status (still BF)
Age (mo)

O©oo~NoOUhWNE

Mean BF
Duration
Urban
Rural

94.6%

%
93.0
89.0
84.0
83.0
80.0
78.0
84.0
63.0
62.0
56.0
59.0
45.0
53.0

11.0 mo
13.0 mo

No clear BF definitions
Based on past 5 yrs practices
subject to recall bias

But score was not low because:
High sample size
Multi centre

Sample representative
Result well presented

Score: 6.5
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11 ¢ Sample: 347 mother-infant Cross Sectional study of Ever BF 88.3% Low score:
Al A)_/ed, 1998 pairs current & past practices e No mean BF Duration
Carried out: NA Age (mo) current e  Although maternal age was
Child age range: <12 mo Data collection: face-to-face <1 FBF% Mixed% studied but was not
“BF practices in Urban Riyadh” interview on type of feeding <3 26.5 61.8 reported anywhere in paper
) ) Maternal age: NA given to infants to assessthe ~ <6 32.4 49.3 because it was described in
Aim: to assess the latest trend of infant current trends & compare <9 22.1 295 the methods only as the
feeding practices in an urban population Location: Urban Riyadh them with previous ones <12 20.0 333 data were collected
8_L to_ compare present Frend & their City >12 17.3 17.3 e Single centre
significance with previous rates Sample selection: Random 0.0 0.0 o Non-representative sample
Setting: Well baby clinic of EBF (mo)
King Khalid University at3 324 None of the children >12 mo of
Hospital at6 221 age were receiving breastfeeds
>12 0.0
Score: 3.0
12 Sample: 100 women Cross sectional study of Ever BF 84.0% Low score
Khattab, 2000 ¢ current and past practices e small sample size
Carried out: NA Child age range: <2 yrs Mean BF 10.7 mo e non-representative sample
_ ) Data collection: Self Duration e single centre
“Cross-sectional study of a child health  Maternal age: 18-40 yrs administered Questionnaire
care programme at one family practice Score: 2.0
centre in SA” Location: Urban-Abha City ~ Sample selection: Random o
Aim: the primary aim is to evaluate child Setting: Immunization
health care program implemented in a Clinic-Shamsan Primary
family practice centre & to investigate Health Care Centre, attending
determinants that might be related to a well baby clinic
mother’s knowledge & practice of BF
13 ¢ Sample: 400 mothers Cross Sectional of current & Ever BF Prev % Low score:
Shawky, 2003 past practices Age (mo) e non-representative sample
Carried out: Mar-Jun 1997 Child age range: < 12 mo At birth 94.0 o small sample size
Data collection: a structured 1 92.8
“Maternal factors associated with the Maternal age: <16-30+ guestionnaire-face-to-face 3 79.0 Score: 4.5
duration of BF in Jeddah, Saudi interview 6 54.0 s
Arabia” Location: Jeddah city, KSA 12 40.0
) ) Sample selection: Simple
Aim: to document the recent BF trend in - setting: 6 primary health random sampling method
Jeddah during the 1% yr of infants life & care centres Median BF 6.0 mo
identify maternal risk factors that could duration

be related to BF cessation
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14 Fida, 2003 Sample: 128 mothers of Cross Sectional BF Prev % Low score
Carried out: infants Age (mo) e  BF Definitions poorly
Oct 2001- Sep 2002 Data collection: face to face ~ 1-2.9 88.0 defined as no indication to
Child age range: <12 mo interviews — questionnaire 3-5.9 90.0 whether the BF was
“Patterns of infant feeding at a 6-8.9 72.0 exclusive, FBF or partial
university hospital in Western Saudi Maternal age: <20-36+ Sample selection: non >9 60.0 BF
Arabia” random Small sample size
Location: Jeddah city, KSA (Consecutive Sample of Non-representative sample
Aim: to analyze the pattern of BF in women attending a clinic over e Single centre
mothers, identify causes of failure to BF,  Setting: King Abdul-Aziz a certain period)
initiate & sustain BF practices University Hospital-during Women were asked about the
routine visits at the Well type of feeding method they are
Baby clinic giving to their infant at the time
. . of the study & BF Duration
Women who came with their
infants for vaccination & had .
delivered for the last 12 mo Score: 2.0
15 . ¢ Sample: 704 mothers Cross-Sectional of current & Ever BF 93.4% Low score:
Ogbe_lde, 2004 past practices e No BF definitions given
Carried out: Child age range: Mean age First BF e No reporting of BF
Nov 2000-Feb 2001 of last child was 15.7 +-14.6  Date collection: face to face ~ 1-3 hrs 81.3% Duration data
(.05-48 mo) interview - questionnaire e Child age of sample was
“BF in Saudi Arabian community” not clearly specified
Maternal age: 16-46 yrs Sample selection: random
Aim: to study BF prevalence, selection of mothers of S 20
influencing factors & demographic Location: KSA childbearing age core. .
characteristics of BF in general
population Setting: AlKharj Health
Centre (clinics)
16 . ¢ Sample: 21,507 Infant Cross Sectional of current & Ever BF 98.9% Low score:
Al-Jassir, 2004 past practices e Non-representative sample
Carried out: Sep 1999- Sep 2000 Child age range: < 5 yrs Data collection: data BF > 6 mo 52.7% e No maternal age
recorded at routine clinic (Excluded < 6 e Recall bias for 5 yrs
“Surveillance of infant feeding Maternal age: NA visits surveillance data from  mo)
practices in Riyadh City” clinic visits at 10 primary care This paper is derived from the
] ] . Location: Riyadh City, KSA units for routine care & BF > 12 mo 30.8% 1%t annual report of the PNSS
Aim: to summarize the nutritional status vaccination (as a brief report)
& feeding practices of infants & children  setting: Primary health care  Sample selection: random Mean BF 6.5 mo
<5yrs centres systematic sampling Duration

Score: 4.0
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17  Al- Shoshan, 2007 Sample: 1,791 Saudi mothers  Cross Sectional of current & EBF at Birth 74.4% Low score:
Carried out: N past practices e  Non-representative sample
Child age range: newborns First BF e  25.6 % were mixed
“Factors affecting mother’s choices & Data collection: face to face Within 1% hr of 42.0% feeding or only bottle
decisions related to BF practices & Maternal age: mean 27 yrs interview- structured & pre- birth feeding, so not specified
weaning habits” (<20 - >36) tested questionnaire for those how many were mixed
admitted for delivery Mean BF 11.10 mo only
Aim: to investigate the actual practice of  Location: Riyadh Duration
mothers in respect to infant feeding & Sample selection: random Score: 3.5
weaning practices & to examine factors Setting: 4 maternity hospitals
affecting mothers choice & decisions
18 Sample: 578 infants Cross Sectional of current & Ever BF 95.0% Used WHO definitions
Al-Hreashy, 2008 4 past practices
Carried out: NA Child age range: 0-6 mo BF Duration Score: 5.5
Data collection: face to face at 6 mo 50.0%

“Patterns of BF practice during the
first 6 months of life”

Aim: to assess BF prevalence during the
1% 6 mo of life

Maternal age: mean 29.4 yrs
(<20->40)

Location: Riyadh, KSA

Setting: primary care centres
& well baby clinic of the
hospital for the 6 mo
vaccination

interview

Sample selection: random
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Table 2.5.4: Prospective studies from Saudi Arabia (n=1)

Author, Year Sample & interview setting Study design Results Comments
4 studies included in graph
1 . ¢ Sample :2,010 mothers Prospective 2 yrs FU EBF at birth 90.0% No exact percentages given so it was
Al- Sekait, 1988 calculated using a ruler
Carried out: 1985-1987 Child age range: newborns Data collection: face to face Prev % Prev %
interview at hospital then visited Age (mo) Full BF Mixed Figures for BF were reported at each age

“A study of the factors Maternal age: 15-45+ at home for interview every mo At birth 90.0 15 but not specified whether EBF or FBF,
influencing BF patterns in until 2 yrs of age At3 50.0 36.0 therefore considered as Any BF
Saudi Arabia” Location: Saudi Arabia At6 29.0 39.0

. . Sample selection: random multi At 9 14.0 420 Score: 7.5
Aim: to determine the Setting: homes stage cluster sample At 12 10.0 31.0
prevalence of BF & factors
influencing the feeding Median age of 11.0 mo

practices

introduction of

solid foods
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Table 2.5.5: Published surveys from Saudi Arabia (n=3)

Author, Year Sample & interview setting Study design Results Comments
4 studies included in graph
¢ Sample: 8,482 women Cross sectional Ever BF 90.1 Percentage of the last live births, in the 5 yrs before
Al-Mazrou, Y. 1987 interviewed Retrospective & current Still BF (in all 415 survey who were still BF according to age of child
. 13,332 children ages)
Carl’led out: 1987 . Data.collegtion: . Score: 6.5
) ) ) Child age range: <5 yrs questionnaire face to face Still BF by Age
Saudi Arabia Child Health interview (mo)
Survey, 1991 Maternal age: <49 yrs 0 90.2
Sample selection: 1 90.1
The study was planned & Location: Saudi Arabia probability, stratified, multi- 2 87.4
executed by MOH, Kuwait as stage sample with equal 3 81.8
part of Gulf Child Health Survey  setting: home probability of selection 4 78.2
programme (GCHS) 5 705
) 6 69.2
Aim of chapter: 7 64.0
to examine prevalence & 8 65.3
duration BF, pattern of feeding & 9 60.8
supplementation & reasons for 10 61.5
behaviours 11 53.9
12-23 44.2
24+ 5.7

Mean BF duration  13.0 mo
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2 Al Mazrou, 1994

Carried out: 1987

Sample: 8,566 households
6,131

Child age range: <5 yrs

Cross Sectional,
Retrospective

Data collection: A National

Duration of BF in
different age
groups of infants &
children who were

Low score:

No WHO BF definitions
Recall bias of 5 years
No maternal age

“Breastfeeding & weaning Child Health Survey-A pre- still being BF The 12 month is not mentioned anywhere
practices in Saudi Arabia” Maternal age: NA designed field tested in the paper for still BF
. _ _ questionnaire related to BF, Age (mo) e Breast only is not exclusive here as they
Aim: Location: Riyadh & 2 rural areas  supplementary food, & <6 may have given their infants some solids
to establish baseline data outside Riyadh weaning food and other. 6-11 824
about feeding practice on a Mobile interviews for 13-24 62.6 Strange to see children of 12-23 months were
nationwide basis in SA Setting: home households >24 44.2 still on breast feed only. Which means solid or
. 5.7 formula milk were not yet introduced? not sure
Sample selection: A here
stratified multi-stage BF patterns in Breast Mixed
sampling & the Sample infants & children only .
design separated the Score: 4.5
population by urban & rural <1 36.0 40.0
areas. 2-3 37.0 56.0
4-5 33.0 54.0
Mothers had at least one live 6-7 33.0 55.0
birth 5 yrs or less before the 8-9 35.0 57.0
survey. 10-12 32.0 54.0
12-23 34.0 58.0
¢ Sample: 5,339 children Cross sectional Ever BF 91.6 Used WHO definitions
El Mouzan, 2009 Retrospective- cross sectional No Maternal age
Carried out: Child age range: <3 yrs Nationwide nutritional survey  BF by age (mo) Recall bias 3 yrs
2004-2005 Birth 88.6
o o Maternal age: NA Data Collection: Face to face 1 49.0 Score: 6.5
Trends in infant nutrition interview-validated 2 36.1
in Saudi Arabia: Location: Saudi Arabia guestionnaire 4 20.5
compliance with WHO 6 10.2
recommendation Setting: Households Sample selection: Multistage 12 1.8
) probability sampling
Aim: . procedure First BF (hrs)
to evaluate trends in infant <1 23.2
nutrition in Saudi Arabia & 1-3 27.3
the degree of compliance w/ 4-6 21.4
WHO recommendations >6 28.1
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Table 2.5.6: Cross sectional studies from Oman (n=1)

Author, Year Sample & interview Study design Results Comments
setting
Mohamed, 2004 Rapid survey: Cross Sectional 1% 4 mo Low score:
Carried out: Sample: 3,409 children EBF 22.0% e No Maternal age
Feb-May 1998 Data collection: a standardized . No sample selection description
Child age range: 28-34  questionnaire face to face interview- Predominant BF 59.0%

“Socioeconomic predictors

mo

available data from 2 surveys

EBF for the 1% 4 mo of life was

of unconstrained child previously conducted by Ministry of 12 mo reported by 22% of interviewed
growth in Muscat, Oman” Maternal age: NA Health in collaboration with the United ~ Any BF 78.0 mothers while 59% BF predominantly
Nations children’s Fund + a rapid for the same period of time
Aim: to examine Location: Muscat Oman  surveys of children born in 1995 at Mean BF 18.0 mo
socioeconomic, demographic, Royal & Khoula delivery hospitals Duration Score: 4.5
behavioural (feeding Setting: Hospitals
practices) factors associated Sample selection: NA
with unconstrained growth
among children
Table 2.5.7: Published surveys from Oman (n=1)
Author, Year Sample & interview setting Study design Results Comments
1  Suleiman, 1992 Sample: 3,555 women Cross sectional Ever BF 98.0 Percentage of the last live births, in the 5 yrs before

interviewed
6,886 children

Retrospective & current Still BF (in all ages) 59.0 survey who were still BF according to age of child

Carried out: 1992

Data collection: Still BF by Age (mo) Score: 6.5
Oman Child Health Child age range: <6 yrs questionnaire face to face <1 100.0
Survey, 1992 (asked those women whom last live  interview 1 98.9

birth has occurred < 5 yrs before the
survey)

100.0
Sample selection: 97.6
probability, stratified, multi- 925

2
The study was planned 3
4

stage sample with equal 5 944
6
7
8

& executed by MOH,
Kuwait as part of Gulf
Child Health Survey

Maternal age: <49 yrs

Location: Oman probability of selection 934

programme (GCHS) 89.0

L 84.8
Aim of chapter: Setting: home 9 90.9
to examine prevalence 10 76.7
& duration BF, pattern 11 77.0
of feeding & 12 76.5
supplementation & 18 50.0
reasons for behaviours 24 25.0




First BF

Immediate after birth ~ 89.0
1% day 3.0
2" day 3.0
3" day 3.0
4™ day or more 2.0
Mean BF duration 15.9 mo
Table 2.5.8: Cross sectional studies from Qatar (n=1)
Author, Year Sample & interview setting Study design Results Comments
1 Kayali, 1989 Sample: 182 Qatari mothers Cross Sectional of From birth % Low score:
Carried out: 158 women from other Arabic countries current and past BF Initiation 87.0 e Little & poor information
Feb1988- Aug 1988 practices e Small sample size
Child age range: NA EBF 320 e Non-representative sample
“BF practices in Qatar” Data collection: Mixed 55.0 e Single centre
Maternal age: NA Self-administered
Aim: to see whether the questionnaire .
socioeconomic status is Location: Capital City, Doha Score: 1.0
associated with infant Sample selection:
feeding practices Setting: Outpatient clinic during neonatal visit ~ random
(Women’s Hospital of the Hamad Medical
Corporation)
Table 2.5.9: Published surveys from Qatar (n=1)
Author, Year Sample & interview setting Study design Results Comments
1  Salman, 1991 Sample: 3,918 women Cross sectional Ever BF 89.0 % weaned < 3 mo =19% in all
interviewed Retrospective & current Still BF 29.1 births
Carried out: 1991 4,901 children (in all ages)
Data collection: questionnaire 50% weaned before 6 mo
“Qatar Child Health Child age range: <6 yrs face to face interview Age of child
Survey 1991” (asked those women whom last live (mo) Definition of only BF is not
birth has occurred <5 yrs before the Sample selection: probability, <1 93.8 necessarily EBF
The study was planned ~ Survey) stratified, multi-stage sample w/ 1 88.9
& executed by MOH, . equal probability of selection 2 79.2 .
Kuwait as part of Gulf Maternal age: <50 yrs 3 72.7 Score: 6.5
Child Health Survey Location: Qatar 4 66.7
programme (GCHS) ) 5 53.1
6 47.6
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Aim of chapter: Setting: home 7 51.3
to examine prevalence 8 52.6
& duration BF, pattern 9 50.8
of feeding & 10 44.8
supplementation & 11 435
reasons for behaviours 12-23 25.0
24+ 3.6
Age (mo) Any only Breast
0-1 96.0 44.0
2-3 91.0 39.0
4-5 88.0 26.0
6-7 81.0 27.0
8-9 93.0 27.0
10-11 91.0 19.0
12 + 89.0 22.0
Table 2.5.10: Cross sectional studies from UAE (n=2)
Author, Year Sample & interview setting Study design Results Comments
Shahraban, 1991 Sample: 286 mothers Cross Sectional of current and Overall BF% EBF Low score:
Carried out: past practices UH only% e Small sample size
March- May 1988 Child age range: 0-23 mo Age (mo) e No definition for BF (full
Data collection: face-to-face 0-2 68.0 7.0 or mixed)
“Patterns of BF & Maternal age: NA interview 3-5 48.0 19.0 e Single centre
weaning in the United 6-8 12.0 12.0
Arab Emirates” Location: Urban Dubai Sample Selection: random 9-11 20.0 7.0 Score: 4.0
& 1 Rural area 12-17 5.0 5.0 T
Aim: to investigate the Geographic locations based on
rate of BF & feeding Setting: Maternity & Child health the socioeconomic level: UA
patterns centre for check up & vaccinations UH — Urban High (n=92) Age (mo)
UA — Urban Average (n=108) 0-2 80.0 7.0
R - Rural (n=86) 3-5 48.0 11.0
6-8 38.0 19.0
9-11 25.0 19.0
12-17 18.0 17.0
R
Age (mo)
0-2 91.0 33.0
3-5 71.0 6.0



6-8 36.0 18.0
9-11 27.0 18.0
12-17 63.0 18.0
Median BF
Duration
Urban High 4 mo
Urban Average 5 mo
Rural 5 mo
2 Radwan, 2009 Sample: 593 Emirati women Cross Sectional as part of a larger ~ Ever BF 76.0% BF well defined
Carried out: NA study of BF & weaning practices
Child age range: <2 yrs in UAE Score: 7.0
“BF & lactational Mean BF 8.6 mo
amenorrhea in the Maternal age: <25->36 yrs Data collection: face to face Duration
United Arab interview- pre-tested
Emirates” Location: Abu Dhabi, Dubai, & Al questionnaire
Ain Sample selection: convenience
Aim: to investigate the sample met inclusion criteria
relation of BF & Setting: MCH centres for
weaning practices with  vaccination Any mother who had children
the duration of <2yrs was interviewed until the
lactational amenorrhea required number of subjects were
among BF mothers obtained
Table 2.5.11: Prospective studies from UAE (n=2)
Author, Year Sample & interview setting Study design Results Comments
1 Al Mazroui, 1997 Sample: 221 newborns Prospective Cohort At 4 wks % Low score:
Carried out: EBF 4.0 e  Small sample size
24 June — 24 July 1995  Child age range: neonates Data collection: face to face e short period of FU 93%
interview - 4 wks follow up First BF completed the FU at 4 wks
“BF & supplemental Maternal age: <20-49 yrs period by weekly telephone Day 1 51.0 e Only reported percentages
feeding for neonates interview following discharge Day 2 35.0 of mothers who initiated BF

in Al-Ain, United
Arab emirates”

Aim: to determine the
factors affecting BF
initiation

Location: UAE

Setting: postnatal wards, Tawam &

Al Ain Hospital

Sample selection: random

at dayl & day2 postpartum

Score: 3.0
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2 Sharief, 2001 Sample: 130 mothers delivered in Prospective cohort study Ever BF 83.2% Low score:
Carried out: Dec 1999 e  Small sample size
Dec 1999 Data collection: face to face BF prevalence e  Combined categories of
Child age range: newborns interview & telephone FU at 2 Age (mo) “Exclusive BF” &
“BF patterns in & 6 mo postpartum 2 72.6 “predominant BF” into the
Fujaira, UAE” Maternal age: mean 27 yrs 6 46.9 category BF
Sample selection: non-random e Single Centre
Aim: to establish Location: UAE selection was based on their
whether the rising delivery time Continuation at 2 mo is 72.6%
standard of living had Setting: Fujairah maternity hospital & rate of BF at 6 mo is 46.9 mo
affected the rate of
initiation & .
continuation of BF Score: 3.0
since earlier studies
Table 2.5.12: Published surveys from UAE (n=1)
Author, Year Sample & interview setting Study design Results Comments
1  Al-Muhaideb, 1991 Sample: 4,832 women Cross sectional Ever BF 88.0 Retrospective over <5 yrs
interviewed Retrospective & current Still BF (in all ages) 32.8 BF not defined
Carried out: 1991 7,878 children
Data collection: face to Age of child (mo) Still BF Score: 5.5
United Arab Emirates  Child age range: <6 yrs face interview 0 93.3
Child Health Survey, (asked those women whom last live questionnaire 1 84.9
birth has occurred < 5 yrs before the 2 80.7
The study was planned ~ SUTVey) Sample selection: 3 75.4
& executed by MOH, Mat | a0e: < 50 probability, stratified, multi- 4 70.5
Kuwait as part of Gulf aternal age: yrs stage sample with equal 5 64.6
Child Health Survey L probability of selection 6 58.6
programme (GCHS) Location: UAE 7 55.0
. 8 56.3
Aim of chapter: Setting: home 9 52.7
to examine prevalence 10 441
& duration BF, pattern 11 34.4
of feeding & 12-23 25.9
supplementation & 24+ 1.7
reasons for behaviours
Mean BF duration 9.0 mo

among those who
had stopped BF
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Table 2.5.13: Cross sectional studies from Bahrain (n=3)

Author, Year Sample & interview setting Study design Results Comments
1  Musaiger, 1983 Sample: 310 households Cross Sectional BF Duration (mo) Urban  Rural% Total% This study compared the
Carried out: NA <3 % 1.9 35 knowledge & food practices
Child age range: 0 - >24 mo Data collection: face 3-6 4.3 19 9.4 of housewives in urban &
“Food Habits in to face interviews 6-9 10.9 5.8 7.1 rural areas of Bahrain
Bahrain: Infant’s Maternal age: NA 9-12 8.1 10.7
feeding habits” Sample selection: 116 Score: 6.0
Location: 8 regions of Bahrain random sample Mean BF
Aim: to survey infant Urban (258) & rural (52) selection of households ~ Duration
feeding habits Urban 15.5mo
Setting: mother’s homes Rural 19.3mo
2 Musaiger, 2000 Sample: 200 Bahraini Mothers Cross sectional Current BF 72.0% Low score:
Carried out: e Small sample size
April 1999 Child age range: <2 yrs Data collection: face First BF e No sample selection
to face interview 1% hr 39.8 description
“BF & weaning practices Maternal age: 18-47 yrs 1-6 hrs 39.3
in Bahrain: The role of Sample selection: NA >6 hrs 20.9 39.0 % gave food during the
mothers Education” Location: Bahrain 1% 3 days postpartum
Aim: to find out the Setting: health centres Score: 2.0
current practices of BF &
weaning, the impact of
maternal education on
these practices, & the
change in some BF
practices during 1980-
1999
3 Al-Sairafi, M. 2002 Sample: 408 infants & children Cross sectional survey Ever BF 95.1% WHO BF definitions used
Carried out:
Feb- Sep 2002 Child age range: <2 yrs Data collection: face Mean BF duration 7.6 mo Score: 6.0

“Breasfeeding patterns
& practices in the
Kingdom of Bahrain”

Aim: to examine BF
patterns & practices

Maternal age: 18- 45 yrs
Location: 4 health regions

Setting: all 19 health centres of
Bahrain

to face interview
questionnaire

Sample selection: NA
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Table 2.5.14: Published surveys from Bahrain (n=1)

Author, Year Sample & interview setting Study design Results Comments
1  Yacoub, I. 1989 Sample: 25,716 population Cross sectional Ever BF 96.7 Percentages of the last live births, in

interviewed Retrospective Still BF(in all ages)  30.8 the 5 yrs before survey who were still

Carried out: 1989 3,668 children BF according to age of child
Data collection: face to Still BF by Age

Bahrain Child Health  Child age range: < 6 yrs face interview (mo) Score: 6.5
Survey, 1989 questionnaire 2 389

Maternal age: <50 yrs 3 356
The study was planned Sample selection: 4 319
& executed by MOH, Location: Bahrain probability, stratified, multi- 5 33.3
Kuwait as part of Gulf stage sample with equal 6 40.0
Child Health Survey Setting: home probability of selection 7 26.3
programme (GCHS) 8 333

9 25.0

Aim of chapter: 10 36.8
to examine prevalence 11 305
& duration BF, pattern 12-23 29.9
of feeding & 24+ 30.0

supplementation &
reasons for behaviours

Mean BF duration 11.1 mo
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2.6.3 Iran
2.6.3.1 Initiation any breastfeeding

A greater number of studies were conducted in Iran compared to most Middle Eastern
countries except for Saudi Arabia and scoring of these studies ranging from 2.5-7.0. Ten
studies reported breastfeeding initiation after birth in Iran. High rates were observed in the
percentage of Iranian mothers breastfeeding after birth compared with other Middle
Eastern countries ranging from 90- 100 % in all studies regardless of their scores.
However, scores of six studies were low (2.4-4.0), therefore valid analysis of only four
studies which scored from 4.5 to 7.0. The usable data indicated no real change in the
initial breastfeeding rates; 100% in 1988 (Froozani et al., 1992) scored 7.0, 97% in 1990
(Marandi et al., 1993) scored 4.5, 100% in 2004 (Koosha et al., 2008) scored 5.0 and 90%
in 2005 (Olang et al., 2009) scored 6.5.

Figure 2.3: Summary of breastfeeding rates in individual studies in Iran

- 100 @ ¢ =
bt ¢ 2 & initiation
= . B
o ¢
5. 90 *
(7]
& 8
w
g 80
8
=
£
E 70
3
=
2
t 60
2
2 S
o 50 # Initation
M 3 months
40 6 months
< 12 month
30
|
20
10
0
1970 1975 1980 1985 1990 1995 2000 2005 2010

Year

Yellow circles denote studies with low scores

113



2.6.3.2 Any breastfeeding at 3 months

The proportion of women breastfeeding at three months was reported in only four studies
of which two studies scored low and two studies scored medium. The first study
(Schoenborn, 1976) reported a very low rate of 28%, but because this study score was low
(2.5), this rate cannot be considered reliable along with another low score study carried out
in 2004 with a rate of 85% (Roudbari et al., 2009). With the remaining two studies (scores
5.0 and 6.0), breastfeeding rates at three months was 95% in 1998 (Hajian-Tilaki, 2005)
and 100% in 2004 (Koosha et al., 2008). Due to a lack of reliable data, trend analysis was
not feasible.

2.6.3.3 Any breastfeeding at 6 months

Five studies reported data on rates of breastfeeding at six months from 1998 to 2004 but
three studies with low scores of 2.5, 3 and 4 were disregarded in the analysis. With only
two studies remaining that were carried out in 1998 with a score of 6.0 and a rate of 92%
(Hajian-Tilaki, 2005) and in 2004 with a score of 5.0 and a rate of 98% (Koosha et al.,
2008), it is again difficult to find a trend of breastfeeding at six months.

2.6.3.4 Any breastfeeding at 12 months

Seven studies reported prevalence of any breastfeeding at 12 months but three studies
scored low and were disregarded. The remaining studies scored from 4.5 to 6.5 and their
rates at one year varied considerably. In 1990 a 4.5 score-study reported a rate of 34% of
infants were still breastfeeding at 12 months (Marandi et al., 1993) and a much higher rate
(85.5%) was reported after eight years in a 6.0 score-study (Hajian-Tilaki, 2005) then six
years later a 5.0 score-study reported a rate of 100% (Koosha et al., 2008) and another
study the following year with a score of 6.5 and a rate of 90% (Olang et al., 2009).
Observed variation in the rates may be related to differences in study design (Table 2.4.15
and 2.4.16).
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Table 2.5.15: Cross sectional studies of Iran (n=11)

Author, Year Sample & interview setting Study design Results Comments
4 Studies included in graph

Sample: 95 women Cross Sectional Ever BF 100.0% Low score:

Schoenborn, 1976 ¢ i
- . ] ) e  Small sample size
Carried out: NA Child age range: NA Data collection: face to face BF Duration (mo) % e
: - - - e No BF definitions
interview- questionnaire stopped . .
“BF as a contraceptive Maternal age: < 40 yrs BF e  Child age range not specified
Method among a low Sample Selection: random e  Single centre
income group of Location: Tehran married, Tehrani mothers had at 3 28.0
Tehrani women” least 1 child 4-6 18.0 Current = currently among sample
Aim: to describe the BF Setting: Health Centres 7-12 26.0
im: to describe the 13-24 m 28.0 .
& contraceptive practices Score: 2.5
Mean BF Duration 10.5 mo

Malekafzali, 1988 Sample: 42, 176 children Cross Sectional BF Duration % Between 51%-68% mothers have BF their infants
Carried out: NA <4 mo stopped for at least 1 yr

Child age range: 12-23 mo Data collection: face to face BF Only data available for BF Duration
“A survey of BF in the interview
Islamic Republic of Maternal age: NA HP 17.0 Included never BF with <4 mo
Iran” Sample Selection: Selected by MP 220

Location: several areas in systematic sampling proportional LP 28.0 Score: 7.0
Aim: to study mother’s Iran to the size of the population. Al 11.0
behaviours in relation to All 17.0
BF as a baseline before Setting: Urban (n=10,240) Alll 220
the campaign & Rural (10,794) 4-7mo

3 urban groups: HP 10.0

1-HP: High prevalence of BF MP 12.0

2-MP: Moderate prev. of BF LP 14.0

3-LP: Low prev. of BF Al 6.0

3 Rural areas: All 8.0

1-Areal Alll 12.0

2-Area ll

3-Area lll
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Froozani. 1992 ¢ Sample: 259 working Cross Sectional Ever BF 100.0% Low score:

e mothers who terminated BF _ ) e Only data available for initiation of BF
Carried out: Summer & at least have a living child ~ Data collection: face to face BF Duration (mo) % . .
1988 ; : . . e Non-representative sample Non-working

aged 3 yrs or younger interview- questionnaire stopped )
BE mothers not included

“Duration & causes of  Age range: 0-36 m Sample Selection: NA Sample selection not described
cessation of BF in 0-6 41.7 No maternal age
working mothers in Maternal age: NA 7-12 28.6
Ghazvin, Iran” 13-18 11.2 The % for BF Duration were calculated from raw

) ) Location: Ghazvin city. 18+ 17.8 data available from the table included in the paper
Aim: to determine (correlation between the mean duration of BF and
duration & reasons for Setting: at their working First BF reasons for BF cessation)
termination of BF in place 7-24 hrs 68.2
working mothers Time of introducing breast milk ranged from 0-99

hours from birth
Score: 2.5
. Sample: 900 mothers Cross Sectional Ever BF 96.9%
Marandi, 1993 4
Carried out: Child age range: 24 -30mo  Data collection: face to face Median BF duration 16 mo Score: 4.5
20 Jan -20 Feb 1990 interview
Maternal age: <20- >35 Mean BF duration 14 mo
“The reasons for early Sample Selection: systematic
weaning among mothers | ocation: 20 municipal randomized sampling method
in Tehran” districts of Tehran
Aim: to investigate Why  Setting: wards (hospital
mothers in Tehran wean deliveries)
their children early
. Sample: 451 mothers Cross Sectional Ever BF 98.0 Low score:

Shiva, 2003 4 -

- . . . ®  No definitions for BF
Carried out: Child age range: 6-18 mo Data collection: face to face At 6 mo
NA interview FBF 83.1 Unlike other studies here less use of mixed feedings

. Maternal age: NA Mixed 6.4 at6m
“A study of feeding Sample Selection: Formula 10.4
patterns in young Location: North Tehran, non-random .
infants” Utban Score: 4.0

Aim: to study feeding
patterns in infants < 6 mo

Setting: Hospital for routine
check-up & vaccination
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Hajian-Tilaki, 2005 4

Sample: 600 pairs of mothers

Cross-sectional

BF Duration (mo)

No results shown on the mean duration

! & infants Population-based study Urban Rural Total Good definition of BF
Carried out: 1998 1 97.3 97.7 97.5
) . Child age range: 12-24 mo Data collection: face to face 3 94.3 95.0 94.7 BF Duration for both urban & rural area & their total
“Factors associated with interviews 6 92.0 92.3 92.2 were calculated from raw data
the pattern of BFinthe  Maternal age: <20- >40 yrs 12 86.3 85.3 85.8
north of Iran” Sample Selection: 15 63.3 70.6 66.9 Score: 6.0
) ) Location: North Iran (rural &  Cluster sampling technique 18 37.7 40.1 389
Aim:  to determine the urban areas of Babool) selected randomly using systematic 24 2.0 5.7 3.8
pattern of BF & to assess sampling technique
its determinants Setting: Hospital
. ¢ Sample: 2,007 children Cross sectional BF Initiation 99.0%
Taba_tabael, 2005 Based on data of Urban health BF Prevalence (mo) Score: 4.0
Carried out: Child age range: 2-6 yrs centres 6 91.6
1998-2002 12 81.7
o Maternal age: < 18- >35yrs  Data collection: existing data 18 54.5
“Initiation & _ from health records 24 2.0
continuation of BF & its [ gcation: South East Iran Mean BF Duration
associated factors in Zahedan Sample Selection: multi stage among children 2-6 yrs
children” Sampling method — random born 1996-2000:
_ _ Setting: Health centres 1996 17.9mo
Aim: to estimate BF 1997 18.6 mo
continuation & its 1998 18.0 mo
associated factors 1999 18.2 mo
2000 17.5 mo
Overll Mean BF 18.09 mo

duration
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Sample: 650 infants Cross sectional Ever BF 100.0% Reported only EBF
Koosha, 2008 4 BF well defined
Carried out: Child age range: < 1 yr Data collection: face to face BF age (mo)
May 2004- Feb 2005 interview- pre-structured 0 100.0 BF is universal
Maternal age: mean 26.9 yrs  questionnaire 1 98.0
“BF patterns & factors 2 96.0 BF was maintained at high level as > 92% BF for the
determining exclusive Location: Zanjan city, Iran Sample selection: N/A 3 100.0 1% 12 mo of life
BF” 4 98.0
) ) ) Setting: Health centre of 5 100.0 Prelacteal feeds 18.0%
Aim: to investigate BF community Oriented Medical 6 98.0 During 1% 5 days
patterns, Education for routine check 7 98.0 (water, dextrose water, juice)
& to determine factors up & immunization 8 96.0
associated with EBF 9 96.0 Score: 5.0
10 94.0 T
11 96.0
12 100.0
EBF age (mo)
0 82.0
1 44.0
2 42.0
3 44.0
4 44.0
5 44.0
6 2.0
. Sample: 450 mothers Cross sectional EBF Low score:
Roudbari, 2009 ¢ At birth 98.0 e S ;
. ) ) ) . mall sample size
Carried out: Child age range: < 3 yrs Data collection: face to face Atlm 92.0 - .
2004-2005 interview- questionnaire . NQ clear definitions of BF as if it was FBF or
Maternal age: mean 25 yrs BF mixed .
“Factors associated with  (<18- >36) Sample selection: random Age *  Non-representative sample
BF patterns in women 3m 85.0 Recall bias (3 yrs)
who recourse to health Location: Zahedan city, Iran 6m 69.0
centres in Zahedan, 12m 56.0 Score: 3.0
Iran” Setting: 5 health centres 24m 8.0 T
Aim: to survey the Median BF
patterns & period of BF & Duration
its associated factors in range 0-27mo 15 mo

women
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10 Sample: 800 parents Cross sectional Ever BF 97.9% Low score:
Falla_hzadeh., 2009 4 400 boys-400 girls _ e Only 2 BF questions:
Carried out: Data collection: face to face BF Duration % 1-  whether child was ever BF (yes/no)
Sep- 2006 Child age range: 11-13 yrs interview stopped 2- If yes, for how long? (BF duration)
BF .
“BF history & Maternal age: mean 36 yrs  Sample Selection: two-stage N.on-representatlve sample
overweight in 11 to 13 cluster sampling method —student ~ 1-11.9 20.4 ®  Single centre
year old children in Location: Yazd, Iran were randomly elected 12-23.9 64.5 Maternal recall subject to bias since they are
Iran” 24+ 13.0 recalling > 11-13 yrs at the time of the study
) ) ) Setting: mother invited to
Aim: to investigate the schools Mean BF Duration 19.3 mo No time of solid introduction was asked therefore
relationship between BF BF children the exclusivity of BF can be unclear.
history & risk of
overweight in pre- .
adolescent children Score: 3.0
11 Sample: 63,071infants Cross sectional Ever BF 90.0% BF well defined
Olang, 2009 ¢ For EBF rates only those who are
Carried out: Child age range: <24 mo Data collection: face to face Age(mo) Any BF EBF < 6 mo were included
2005-2006 interview, questionnaire to mothers At 4 57.0
Maternal age: NA At 6 - 28.0 BF rates were studied, using the Integrated
“BF in Iran: Prevalence, Sample Selection: multi stage At 12 90.0 - Monitoring Evaluation System Survey (IMES)
duration, & current Location: all 30 urban & sampling method w/ 3 kinds of At 24 57.0 -- which collects data regarding the content &

recommendations”

Aim: investigating
prevalence of duration &
promotion of BF status w/
respect to BFH &
comparison between
European countries

rural provinces in Iran

Setting: maternity wards,
clinics & health centres for

vaccination or general health

visits

sampling

1- Random cluster sampling

2- Convenience sampling

3- Random systematic sampling

consequences of provision & delivery health
services for promoting health in the country

Score: 6.5
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Table 2.5.16: Cohort longitudinal study of Iran (n=1)

Author, Year Sample & interview setting Study design Results Comments
4 studies included in graph
Rakhshani. 2009 ¢ Sample: 1,264 Iranian children Historical cohort BF Initiation
) " _ _ At birth 100.0% Score: 5.5
Carried out: Child age range: < 3yrs Data collection: data from
2004 valid records (health files) BF Prevalence (mo)
. . Maternal age: 13-50 yrs At 6 98.0
“Continuation of BF: Sample Selection: multi-stage At 12 92.0
In this a problem in Location: Zabol district South East  cluster sample method At 18 76.0
Southeast Iran” Iran (random) At 24 0.97
Aim:  to evaluate Setting: Health centres Mean EBF duration 5.6 mo
duration of BF & its
associated factors Mean BF duration  20.8 mo
Table 2.5.17: Cross sectional studies of Egypt (n=3)
Author, Year Sample & interview setting Study design Results Comments

Lebshtein, 1976 Sample: 424 working & non-working Cross Sectional Feeding method at Low score:

Carried out: mothers _ study time e No definition provided for (BF

NA _ Data collection: . only) so cannot specify whether it

Child age range: 0-24 mo Survey _ _ Age (mo) BF Mixed was EBE or EBE

“The Extent of breast & face to face interview 0-3 17.5 3.8 e Non representative sample

bottle feeding of Maternal age: NA 6 13.0 4.0 p ) P

children in Cairo & its Sample Selection: 12 9.9 4.2 e No setting info

effect on their growth” Location: Boulak district in Cairo, Egypt ~ random sample 18 51 2.1 e  No maternal age

classified as 250 24 33 0.5

Aim: to study the extent ~ Setting: NA nonworking & 174
of BF, bottle feeding & working
weaning attitudes

BF in this table is for BF only

The paper separate the results of BF for
working mothers & non-working so the
rate was calculated from there and
averaged out to get the percentage for
BF & mixed

Score: 4.0
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Carried out: NA

El Mouiji, 1981 Sample: 504 mother child pairs Cross Sectional Mean BF Duration mo The Sample were chosen from the
Carried out: NA TR 185 children who were weaned 2 yrs prior
Child age range: NA Data collection: faceto  UP 16.4 to study

“Social & medical face interview UE 8.0

factors affecting the Maternal age: NA Score: 4.0

duration of BF in Sample Selection:

Egypt” Location: urban & rural random

Aim: to clarify the role Setting: village, hospital & clinics

of medical & social TR: Traditional Rural ~ (n=104)

factors that may affect UP: Urban Poor (n=300)

duration of BF UE: Urban Elite (n=100)

Kamel, 1997 Sample: 1,080 children Cross sectional BF practices %

Carried out: Current practices <4mo Score: 5.0

1 Apr- 31 Dec1995 Child age range: <24 mo A household 24-hrs EBF 422 s
dietary survey Predominant BF 211

“Current status of BF in  Maternal age: NA

Alexandria governorate: Data collection: face 1 yr BF Duration

community-based Location: Alexandria to face interview 24 hrs ~ Age (mo)

study” preceding survey 12 - <16 64.4

Setting: Homes

Aim: to provide baseline Sample Selection: 2 yrs BF Duration

data for various indicators standard cluster Age (mo)

measuring BF & bottle sampling technique 20 - <24 33.9

feeding

Table 2.5.18: Prospective studies of Egypt (n=2)
Author, Year Sample & interview setting Study design Results Comments
Hakim, 1992 Sample: 250 women Prospective longitudinal Early suckling of 68.8% Low score:

colostrums e Small sample size

Data collection: face to e No BF definitions

face interview

Child age range: (newborns)

“BF patterns in a rural 1wk & FU for 1 yr EBF Duration

village in Giza, Egypt” At 1% wk 51.2 ®  Non-representative sample
Maternal age: NA Sample Selection: 2mo 50.0

Aim: To study infant non-random 3mo 424 Score: 4.5
feeding patterns during the Location: Rural Giza 4 mo 38.8
neonatal period & the EBF 5mo 344
& partial BF period Setting: maternal & child health 6 mo 28.8
clinic & village 7 mo 18.4
After 7 mo 0.0
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2-b

Hossain, 1994
Carried out:

Oct 1987- Sep 1988
Enrolment period

“BF in Egypt”

Aim: to estimate the
prevalence & identify the
correlates of overall BF &
exclusive BF in different
periods during infancy
Hossain 1995

Carried out:

1987-1989

“The timing of BF
initiation & its correlates
in a cohort of rural
Egyptian Infants”

Aim: to study timing of BF

initiation & its correlate

Sample: 300 pairs of neonates &
mothers (152 singleton neonates)

Child age range: newborns & FU
to 47 weeks

Maternal age: NA

Location: Rural Bilbeis, Shargeya
Governorate, Egypt

Setting: Hospital & homes
Sample: 150 neonates

Child age range: neonates FU
during 1987 — 1989

Maternal age: NA
Location: 4 village in rural
Bilbeis, Shargeya Governorate,

Egypt

Setting: households

Prospective longitudinal
cohort

Data collection: face to
face interviews followed up
twice weekly for recalls on
feedings

Sample selection:
systematic recruitment of
eligible subjects

Cohort longitudinal

Data collection: recruited
& followed prospectively
(Baseline data were
collected from 4™ day
postpartum then follow up
interviews to obtain data on
infant feeding twice
weekly)

Sample Selection: non
random

BF Initiation

BF Duration
(wks)
0-11
12-23
24-35
36-47

BF Initiation

First BF
<2 hrs

100%

100.0
98.0
94.0
89.0

100%

36.0

20.0
7.0
1.0
0.0

Low score:

All 152 were BF for some duration

Small sample size
Non-representative sample

Score: 4.5
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Table 2.5.19: Cross sectional studies from Jordan (n=2)

Author, Year Sample & interview setting Study design Results Comments
Mubaideen, 2006 Sample: 600 mothers Cross Sectional Ever BF 92.3% BF introduction data extrapolated from time of
Carried out: 1% BF
15 Jul-15 Aug 2003 Child age range: > 6 mo- 6 yrs  Data collection: close-ended Still BF
(mothers w/ at least 2 live births  Questionnaire interviewer Age (mo) Score: 3.5
“BF patterns in selected  within the 5 yrs preceding administered (face to face) 6 72.3
antenatal care clinicsin  interview) 12 52.0
Jordan” Sample selection: random 18 26.0
Maternal age: NA 24 11.0
Aim: to describe the
current situation Location: Amman, Irbid, Al Introduction of solids
concerning BF pattern Karak governorates By Age (mo)
<6 20.0
Setting: antenatal care clinics 6-11 204
12-17 26.0
18-23 15.0
24+ 11.0
Median BF duration 12.4 mo
Oweis, 2009 Sample: 200 Jordanian mothers  Cross-sectional , current First BF % Based on maternal recalls
Carried out: practices After birth 495
Feb -end April 2005 Child age range: <6 mo 2hr after birth 245 Data on BF initiation was not clearly given but
Data collection: face to face >2hr 5.5 was calculated from the total number of the first
“BF practices among Maternal age: 16-45 yrs interview 2" day 6.0 BF question.
Jordanian women” 3" day 15
Location: Irbid Sample selection: convenience Do not know 1.0 Score: 3.0
Aim: to explore sample Total 88.0
Jordanian women’s BF Setting: 3 primary health care
beliefs & practices centres EBF
including exclusive BF At birth 77.0
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Table 2.5.20: Published surveys from Jordan (n=2)

Author, Year Sample & interview setting Study design Results Comments

JPFHS 1997 Sample: 7,335 households &  Cross sectional Ever BF 95.0 Authors stated that the results of 1997
Department of Statistics, 5,548 ever married women Retrospective are similar to those of the 1990 survey
Dec 1998 interviewed First BF
Data collection: a household Within 1 hr 30.0 BF status refers to 24 hrs preceding the

Carried out: Child age range: <5 yrs questionnaire- face to face In the 1% 24 hrs 75.0 survey
Jun-Oct 1997 interview
Jordan: Maternal age: 15-49 yrs Age (mo) Any BF EBF Study’s own BF definitions
“Population & Family Sample selection: <2 95.6 20.2
Health Survey 1997 Location: Jordan A two-stage sampling procedure 2-3 94.9 10.9 Score: 7.0

4-5 87.8 4.1
Aim: Setting: homes 6-7 774 0.6
To specifically provide 8-9 65.8 0.0
information on fertility, 10-11 60.2 0.0
family planning, & infant 12-13 494 0.0
& child mortality. 14-15 34.7 0.0
Information on BF, 16-17 29.3 0.0
maternal child health care 18-19 26.8 0.0
& nutritional status & 20-21 13.3 0.0
sample characteristics 22-23 11.3 0.0
were also collected 24-25 7.1 0.0

Median duration mo

Any BF 11.9

EBF 0.5

FBF 0.5
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JPFHS 2002
Department of statistics,
June 2003

Carried out:
2002

Jordan:
“Population & Family
Health Survey 2002”

Aim:

to specifically provide
information on fertility,
family planning, & infant
& child mortality.
Information on BF,
maternal child health care
& nutritional status &
sample characteristics
were also collected

Sample: 7,825 households &

6,006 ever married women
interviewed

Child age range: <5 yrs
Maternal age: 15-49 yrs
Location: Jordan

Setting: homes

Cross sectional
Retrospective

Data collection: household
questionnaire- face to face
interview

Sample selection:
A two-stage sampling procedure

Ever BF
Prelacteal feeds

First BF
Within 1 hr
Within a day

Age (mo)
<2
2-3
4-5
6-7
8-9
10-11
12-15
16-19
20-23
24-27

94.0

61.0

60.0
93.0

Any BF
925
90.0
785
79.8
73.2
62.4
51.1
334
124
3.9

EBF

54.8

26.1
3.2
0.0
0.0
0.0

0.0
0.0
0.0

Reported that figure of Ever BF is

similar to 1997 survey

Score: 6.5

125



2.6.4 Turkey
2.6.4.1 Initiation any breastfeeding

Five studies reported breastfeeding initiation rates among Turkish women. Two studies
carried out in the eighties, one in the late nineties and three between 2000 and 2008. Two
studies were prospective longitudinal observational studies but scores were low for both
due to small sample size, non-representative sample and single centre. The remaining three
studies were retrospective cross sectional. Rates of breastfeeding initiation varied from
89% to 100% and scoring in all studies were in the low range between 2.5 to 3.5. Since all
available studies scored low, the increase or decrease changes in rates of ever breastfeeding
cannot be trustworthy.

Figure 2.4: Summary of breastfeeding rates in individual studies in Turkey
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2.6.4.2 Any breastfeeding at 3, 6 and 12 months

Only two studies reported breastfeeding rates at three months of 75% (Kocturk, 1988b)
and 86% (Camurdan et al., 2008) showing an increase from 1983 to 2004 by an estimate of
eleven per cent. Only three studies reported prevalence of breastfeeding at six months
postpartum and varied in rates started from 40% in 1983 rising to 77% in 2001 and then
decreasing to 65.7% in 2004. Rates in proportion of women breastfeeding at 12 months
were almost similar in rates of 36.9% in 2001 and 39% in 2004 in the two studies with
these data. Again, we cannot rely on these data for many reasons including the low scoring
of the available studies, the few number of studies with breastfeeding data (i.e. not carried
out in a regular and yearly basis), and because these studies are not similar to each other

(i.e. not systematically conducted, different design and sample etc).
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Table 2.5.21: Cross sectional studies from Turkey (n=5)

Author, Year Sample & interview setting Study design Results Comments
4 Studies included in graph
. Sample: 4,431 ever married Cross sectional Ever BF 89.1% No specific data on BF duration or child
Tunc'bllek1983 ¢ WOITEn age group
Carried out: Data collection: Turkish Mean BF Duration 11.91 mo
1980-1983 Child age range: BF children  Fertility Survey Score: 5.0
born within 3 yrs prior to the Part of an international
“BF in Turkey: The date of the survey study of 44 countries
demographic & socio-
economic aspects & Maternal age: 15-49 yrs Sample Selection: selected
relationship with infant/child nationwide by the Samp“ng
mortality” Location: National method used by TFS
Aim: to study variables Setting: households
affecting BF, how is compares
w/ BF in certain countries & the
relationship between
infant/child mortality & BF
Kocturk,1986 Sample: 269 mothers-infants Cross sectional Feeding patterns % % 2 studies in this paper
Carried out: pairs by age groups Study 1 (n=269)
Sep 1982- Data collection: face to
May 1983 Child age range: 0-12 mo face interview Age (mo) EBF Mixed Study 2 (n=24)
0-1 49.0 34.0 Prospective
“Events leading to the Maternal age: 17-32 yrs Sample selection: random 3 23.0 51.0 Aim: to observe situations which lead
decision to introduce 6 10.0 57.0 mothers to decide to introduce
complementary feeding to the  Location: 3 districts of Istanbul 9 4.0 60.0 complementary feeding to the breast
breast among a group of 12 1.0 62.0 - not included in results

women in Istanbul”

Aim: to obtain a general
quantitative overview on
existing BF patterns in an urban
area of Turkey

Setting: health centres, home
visits

Score: 3.5
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¢ Sample: mother infant pairs Cross Sectional Age Total BF% Partial BF% Low score:
KOCtl_Jl’k,1986 (n=96) Birth 99.0 0.0 e Small Sample size
Carried out: Data collection: 29 days 75.0 19.0 e No definition for total BF
1983-83 Child age range: 0-12 mo face to face interview 3mo 40.0 53.0 e Non-representative sample
“BF among Turkish mothers Maternal age : NA Sample Selection: random grrr?oo igg ?118 © Mo Maternlal agle ion descripti
living in suburbs of Istanbul e  Poor sample selection description
& Stockholm- a comparison” Location : Istanbul Score: 3.0
Aim: to present finding froma  setting: local child health
study on infant feeding centre
practices
¢ Sample: 1,230 children Cross-sectional Still BF At (mo) % Low score:
Camurdan, 2007 1 95.3 e Single centre
Carried out: Child age range: 1-36 mo Data collection: self- 3 86.0 e  Non-representative sample
1 Jan -31 Dec 2004 administered questionnaire 6 65.7 e  Recall bias
Maternal age: mean 30 yrs 12 39.0
“ How to achievg long-tgrm Samp|e selection: 18 14.3 Score 2 5
BF: factors associated with Location: Ankara, Turkey Mothers who discontinued 24 4.0 "
early discontinuation” BF at least 15 days before
] Setting: Gazi University the last visit
Aim: to evaluate the factors hospital Mean BF Duration 11.0 mo
associated with discontinuation
of BF before 12 mo Median BF 10.0 mo
Duration
. Sample: 158 children Cross-sectional Ever BF 98.1% Low score:
Yesidal, 2008 4 _
X _ _ ) e  Small sample size
Carried out: NA Child age range: 0-24 mo Data collection: face to Current BF e N I
face interview- Age (mo) Any BF EBF _0 maternal age
“BF practices in Duzce, Maternal age: NA questionnaire <2 (n=14) 929 429 e Single centre
Turkey” 2-3 (n=14) 100 7.1 ®  Non-representative sample
) ) Location: Duzce, Turkey Sample selection: stratified  4-5(n=17) 100 17.6
Aim: to assess BF practices by urban & rural areas 6-7(n=15) 100 6.7 - 22.4% of children <6 mo (n=46)
using standardized BF Setting: Home visits 8-9(n=13) 100 23.1 were EBF
indicators & to determine Used a simple random digit ~ 10-11(n=12) 100 16.7 - BF definitions given
causes of early discontinuation table 12-15(n=28) 96.4 14.3
16-19 (n=24) 100 29.2 Score: 3.5
20-24(n=21) 95.2 9.5
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Table 2.5.22: Prospective studies from Turkey (n=2)

Author, Year Sample & interview setting Study design Results Comments
4 studies included in graph
Sample: 295 mothers, 227 valid Prospective longitudinal 12 mo Ever BF 98.2% Low score:
Ertem, 2001 4 : .
. data of infants FU e Small sample size
Carried out: NA observational study Current feeding e Non-representative samole
) Child age range: newborns Age (mo) BFE EBF P . P .
“Socioeconomic ally advantages Data collection: a structured At 1l 97.9 39.8 e  Sample selection not specified
infants attending a university Maternal age: mean 28 yrs interview at each 0f1,2,3,4,56,9, At4 90.1 59.3 e Single centre
well-child clinic in Ankara: are & 12 mo At 6 76.9 2.0
they BF optimally?” Location: Ankara University, At 12 369 - Mothers were informed about the purpose
) o . urban middle class population Sample Selection: not specified of the study when their baby was 12 mo
Aim: rates of initiation & duration but when infant was 1 yr old their old to avoid affecting their feeding
& correlates of BF by mothers Setting: well-child care unit data were requested from clinic method
living in a socioeconomic ally
advantgged urban environment Only eligible children were Score: 3.0
determine enrolled at the time of the study
Sample: 91 mothers Prospective longitudinal stud Ever BF 100.0% Low score:
Alikasifoglu, 20014 P P g y ’ .
. . . . ) . ®  Small sample size
Carried out: Child age range: newborns Data collection: questionnaire Any BF e  Sinale centre
Jun 1998- At4 mo 100.0% g _
Dec1998 Maternal age: 20-42 yrs Sample selection: healthy term ¢ Non-representative sample
. . . infants met eligibility criteria at EBF
“Factors influencing the duration | gcation: Istanbul Turkey time of study Age (mo) Score: 3.0
of exclusive BF in a group of By 1 64.0
Turkish women” Setting: well-child unit By 4 54.0

Aim: to identify factors associated
w/ BF Duration
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Table 2.5.23: Cross sectional studies from Lebanon (n=1)

Author, Year Sample & interview setting Study design Results Comments

Batal, 2005 Sample: 830 mother-infants Cross sectional Ever BF 95.4% Used WHO definitions
Carried out: pairs Representative sample
over 10 mo (NA) Data collection: face to Time First BF

Child age range: 1-5 yrs face interview- Few hrs of birth 55.9 Score: 5.0
“BF & feeding practices of questionnaire Within half an hr 18.3
infants in a developing Maternal age: mean 30 yrs Few days after birth  21.2
country a national survey in Sample Selection: Two
Lebanon” Location: 6 provinces in stage sampling was BF Duration (mo) EBF

Lebanon conducted to select Atl 52.4
Aim: to explore demographic, participants, random At4 234
socioeconomic & other Setting: health centres At 6 10.1

fundamental issues associated
w/ initiation & duration of BF

Table 2.5.24: Prospective studies from Lebanon (n=1)

Author, Year Sample & interview setting Study design Results Comments
Al-Sahab, 2008 Sample: 1,320 healthy infants Prospective cohort study 1 BF Prevalence Used data from the 1% yr of life FU study.
Carried out: yr FU At each age group
Aug 2001- Feb 2002 Child age range: 0-2 mo (mo) FBF FBF adopted in this study: infant
Data collection: infant data 1 56.3 received only breast milk without the

“Predictors of BF in a Maternal age: <25->35 yrs from paediatrician or 4 24.7 supplementation of any non-human milk
developing country: results of parents using 2 6 18.8
a prospective cohort study” Location: Beirut, Lebanon & questionnaires 12 6.7 No consideration about the intake of solid

its suburb foods was made in the author’s definition
Aim: to assess the prevalence FU by phone interviews 5
of BFat1 mo &4 mo of infant  Setting: clinics & dispensaries  times (0-2 mo, 3-4 mo, 5-7 Score: 6.5
age of 117 paediatricians mo , 8-10 mo, & 11-13 mo)

Sample selection: not
specified how, but reported
inclusion criteria when
recruited
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Table 2.5.25: Cross sectional studies of Irag (n=2)

Author, Year Sample & interview setting: Study design Results Comments
Mahmood, 1987 Sample: 772 infants Cross Sectional- part of larger Ever BF 91.3% From Figure .2. EBF declined sharply during the 1% 6 mo
Carried out: study on impact of infant of life but percentages are not given clearly
Oct 1983-May 1984 Child age range: 0-11 mo feeding on the risk of severe
diarrhoea Data collected in Arabic
“Feeding & nutritional Maternal age: NA
status among infants in Data collection: face to face Score: 4.5
Basrah City, lrag: Across  Location: Basra City interview using a pre-coded
sectional study” questionnaire
Setting:: Maternal & child
Aim: to describe infant health clinics Sample Selection: systematic
feeding practices & to random sample
investigate relationship
between these feeding Infants visiting health centre
practices & nutritional status
of children
Benyamen, 1998 Sample: 694 children Cross Sectional Ever BF 95.0% Low score:
Carried out: e  Confusion between EBF & introduction of solids so
Apr-May 1994 Child age range: 12-24 mo  Data collection: face to face EBF was EBF regarded as what milk was given or else.
interview- standard Atwk 1 91.0 Not clearly reported. Also, mentioned that 5.8% of
“Feeding patterns in the Maternal age: NA questionnaire Atlyr 52.0 mothers did not introduce solid foods until after age 8
first two years of life in _ _ mo which means that the rest did introduce solids
Basra, Iraq” Location: Basra Sample Selectlon: NA MiXed before that age and Clariﬁes that the EBF d|d not
Aim: to stud | &  Setting: health centres fi 2: 1 " 14?;00 mean what it should mean
im: to study prevalence etting: health centres for yr . .
duration of BF, weaning routine vaccinations *  Notreliable & not clear data
® Reported exclusive BF at 1 yr (doubtful)

practices

Score: 3.5
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Table 2.5.26: Published surveys from Yemen (n=2)

Author, Year Sample & interview setting Study design Results Comments
World Fertility Survey Sample: 2605 ever married Cross sectional Ever BF 94.7
YARFS 1979 women Retrospective .
Carried out: BF duration (mo) Any Full Score: 7.0
1979 Child age range: last live birth,  Data collection: 1 94.7 94.7
at least child survived for at questionnaire face to face 2 94.0 90.4
“Yemen Arab Republic least 1 yr interview intended foruseon 3 86.6 81.1
Fertility Survey , 1979” ever-married women in the 4 83.2 745
Maternal age: <50 yrs childbearing yrs 5 80.1 68.2
Aim: 6 76.4 63.0
to obtain data on fertility, Location: Yemen Sample selection: self- 7 73.1 52.7
mortality, migration & other weighing stratified cluster 8 71.0 45.6
related factors Setting: households sampling- random selection 9 68.8 39.3
of sub-clusters
BF FBF
Mean duration 135 7.2
Median duration 12.6 6.4
Goldberg, 1983 Sample: Sub-Sample 302 Current - Cross Sectional BF initiation Significant chance of recall bias due to long
Carried out: women with pre-school children  Part of a national survey Sana 93.0 recall period for some mothers
1979 1,917 women interviewed Rural 96.0
3,245 selected children Data collection: Survey data  Average* 945 These % remained constant with 5 yrs
“Contraception, Marital, -face to face interview preceding survey
fertility, & BF in the Yemen  Child age range: 3-59 mo BF duration
Arab Republic” Sample Selection: (still being BF) Current BF status was used instead of use of
Maternal age: NA Household selected for the Sana retrospective data to examine length of BF to
Aim: sample only if they contained At6m 51.0 eliminate severe recall errors
to analyze some recent data Location: 7 of 10 governorates > children between 3-59 mo At12m 240
relating to fertility, At24m 4.0 Average*: of Sana & rural
contraception, BF & child Setting: households Data from the Yemen Arab
mortality Republic National Nutrition Rural Score: 6.5
Survey 1979 At6 m 76.0
At12m 55.0
At24m 18.0
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2.6.5 Initial breastfeeding in countries with not enough data for trends

There were breastfeeding data from eighteen studies with medium score (4.5-7.0) carried
out in nine Middle Eastern countries. Unlike Kuwait, Saudi Arabia, Iran and Turkey, these
countries have only few studies (< 3) each and it is not possible to view a trend in
breastfeeding initiation or prevalence at 3, 6 and 12 months (Table 2.6). Studies were
carried out from 1983 to 2008 and rates of breastfeeding initiation ranged from 76% to
100%. Where there is more than one study in each country the rate looks steady, however
in UAE there is a big drop over 17 years from 88% to 76% which may suggest a real
decrease perhaps due to westernization. Comparable data on any breastfeeding at 3, 6 and
12 months were very limited in these countries, thus were not possible to analyze in this

review.

Table 2.6: Proportion of infants ever breastfed and scores of studies

Studies  Score Initiation  Carried-out Author, year
(n=18) any BF %
Oman 4.5 -- 1998 (Mohamed et al., 2004)
=2 6.5 98.0 1992 (Sulaiman et al., 1992)
Qatar 6.5 89.0 1991 (Salman et al., 1991)
(n=1)
UAE 7.0 76.0 2008 (Radwan et al., 2009)
(n=2) 5.5 88.0 1991 (Al-Muhaideb et al., 1991)
Bahrain 6.0 -- 1982 (Musaiger, 1983)
(n=3) 6.0 95.0 2002 (Al-Sairafi, 2002)
6.5 96.7 1989 (YYacoub et al., 1989)
Egypt 5.0 -- 1995 (Kamel et al., 1997)
(n=3) 45 = NA (Hakim & El-Ashmawy, 1992)
4.5 100.0 1988 (Hossain et al., 1994)
Jordan 7.0 95.0 1997 (Annon., 1998)
(n=2) 6.5 94.0 2002 (Annon., 2003)
Lebanon 5.0 954 2004 (Batal & Boulghaurjian, 2005)
(n=2) 6.5 -- 2002 (Al-Sahab et al., 2008)
lIraq 4.5 91.3 1983 (Mahmood & Feachem, 1987)
(n=1)
Yemen 7.0 94.7 1979 (Annon., 1979)
(n=2) 6.5 94.5 1979 (Goldberg, 1983)
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2.6.6 Recent rates of breastfeeding initiation comparison between

countries

Nine recent studies were carried out during the period from 2001 to 2007 from six Middle
Eastern countries, Saudi Arabia (n=2), UAE (n=1), Bahrain (n=1), Iran (n=3), Jordan (1)
and Lebanon (n=1), which reported breastfeeding initiation data. Only medium quality
studies were included in the comparison. Three studies carried out in 2002 in Bahrain
(scored 6.0) (Al-Sairafi, 2002), Jordan (scored 6.5) (Annon., 2003) and Lebanon (scored
5.0) (Batal & Boulghaurjian, 2005) reported similar breastfeeding initiation rates of 95 %,
94% and 95% respectively. Studies from Saudi Arabia and Iran carried out in 2004 and
2005 reported breastfeeding initiation of 91% in Saudi Arabia (scored 6.5) (ElI Mouzan et
al., 2009) and 100% in two studies in Iran (scored 5.0 and 5.5) (Koosha et al., 2008;
Rakhshani & Mohammadi, 2009), respectively, indicating higher rates of initial
breastfeeding in Iran than Saudi Arabia. There were three studies reporting breastfeeding
initiation in year 2006 of 95% in Saudi Arabia (scored 5.5) (Al-Hreashy et al., 2008), 76%
in UAE (Radwan et al., 2009) (scores 7.0) and 90% in Iran (scored 6.5) (Olang et al.,
2009). As above, it appears that the UAE had apparent lower rates of breastfeeding
initiation compared with the rest of Middle Eastern countries. The rest of the Middle

Eastern countries all have higher breastfeeding rates.

Exclusive breastfeeding data

Exclusive breastfeeding data were reported in 22 studies with scores that varied from 3.0 to
7.5. Twelve studies scored low and ten studies gained medium scores and therefore those
of medium quality were used in the analysis as more reliable. Four studies reported
exclusive breastfeeding at birth in the Middle East but only two studies got medium scores.
A high rate of exclusive breastfeeding at birth of 90% was reported in Saudi Arabia in
1985 (Al-Sekait, 1988) (score 7.5) and in a lower rate in Iran of 82% in 2004 (Koosha et
al., 2008) (score 5.0). Six studies reported rates of exclusive breastfeeding at four weeks
yet only two of these were of medium quality (both scored 5.0) and reported rates of 44%
in Iran (Koosha et al., 2008) in 2004 and 52% in Lebanon (Batal & Boulghaurjian, 2005).
At six months, rates of exclusive breastfeeding were reported in seven studies of which
only three were of medium quality. Two Iranian studies reported only 2% of infants were
being breastfed at six months (Koosha et al., 2008) in 2004 and 28% in 2005 (Olang et al.,

2009) whereas in Lebanon the rate was 10% of exclusive breastfeeding at six months
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(Batal & Boulghaurjian, 2005). The limited data in exclusive breastfeeding made it

difficult to confirm a trend, thus comparison was impractical.

2.7 Discussion

2.7.1 Methodological limitations

The principal sources of data on trends of breastfeeding practice in the Middle East are
national surveys and published scientific articles on infant feeding studies. The strengths
and weaknesses of these data sources are discussed in this section. Because none of the
data sources are methodologically perfect, all conclusions based on them must be
interpreted with caution. The information collected showed that interpretation of the data
on breastfeeding prevalence and duration collected at the national or regional level within
Middle Eastern countries is difficult, since this data is not collected in every country or is
gathered under different criteria. There were various differences in the parameters of
infant feeding outcomes in most of the studies. Many studies had weak designs; mostly
cross sectional; they rarely followed up mothers for a long period of time. Since a large
number of studies scored below 4, these studies were discarded from analysis of trends and
because none of the studies were high quality, medium quality studies were used to give a
rough estimate of any existing trends. Additionally, there is a lack of sufficient quality
studies per decade in Kuwait and in all other Middle Eastern countries except in countries
such as Iran (n=12) and Saudi Arabia (n=22). Studies for Kuwait were inconsistent in
reporting breastfeeding outcomes; therefore, it is difficult to estimate changes in

breastfeeding practices over time.

2.7.2 Strengths and limitations of national surveys

The strengths of the national surveys over other data sources for describing trends in
breastfeeding are that first they are based on large nationally representative samples.
Therefore, they may be used to estimate statistics for national population of childbearing
age women. Secondly, because surveys obtain information about breastfeeding for all of
the live births of the women in the samples, they include most infants during a large span
of years. So, when a woman was included in the sample, breastfeeding information was
given for all of her infants who were either born at home or at hospital. A major limitation
of the breastfeeding data from surveys is their dependence on the recall of the mother.
Mothers who breastfed an infant who was born several years before the interview for a

only a short time may not remember this when asked and even when the infant was
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breastfed for a longer duration recently, the mother may not recall accurately the exact
duration. There were some issues in estimating accurate prevalence of breastfeeding in
the six Child Health Surveys (GES Surveys) (Al Mazrou & Farid, 1987; Yacoub et al.,
1989; Al-Muhaideb et al., 1991; Al Rashoud & Farid, 1991; Salman et al., 1991; Sulaiman
et al., 1992). Estimating the average duration of breastfeeding from open interval data will
be subject to bias. Longer open intervals disproportionately include women with long
duration of breastfeeding and giving an overestimation of the rate. A mean duration may
be estimated from the months breastfed among children who are already weaned and this
causes an underestimation of the time for which infants are breastfed as those who were

weaned would disproportionately represent short breastfeeding durations.

2.7.3 Infant feeding studies (cross-sectional)

Many infant feeding studies provide statistics on breastfeeding trends and other infant
feeding practices. Mainly, they describe populations in hospital (hospital births) or clinics
(i.e. vaccination visits) or local communities (i.e. rural or urban) of the studied country.
The advantage of the studies that use data from hospital records or at the time of discharge
is the accuracy of the their data on breastfeeding because the data were obtained at the time
to which they refer so there was no recall issue and also that they were obtained from the
hospital personnel. But these studies lack any information on the duration of breastfeeding.
Another disadvantage of these studies includes omission of births that did not occur in the

hospital and the exclusion of other hospitals when collecting the sample.

It was hard to critically evaluate and compare breastfeeding trends both within and
between countries because of the limitations and flaws of the available studies. The most
reliable data that could be used for showing the trend was the initiation rates but there was
difficulty in making an overview of the trend in breastfeeding duration in due to limitations
in study design. The main limitation was that most studies were cross-sectional and
therefore presented point prevalence. Point prevalence at the time of the cross-sectional
study was given for age groups of children leading preventing identification of the true
prevalence of children being breastfed to a certain age. Another limitation which was
observed when looking at these studies was the use of precise and consistent definitions of
breastfeeding terms especially with regard to exclusive breastfeeding. It was difficult to
know what the author meant by exclusive breastfeeding if not defined in the paper. The
lack of consistent breastfeeding terms and definitions cause difficulties in interpreting the

study itself or most importantly comparing it with other studies. This was caused by the
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use of definitions other than those defined by the WHO during data collection. Another
issue worth discussing was that the samples in these studies were often not representative
of the general population, using a convenience sample, for example those mothers who
were often attending hospital clinics, which mean that infants may be sick and they have
stopped may have stopped breastfeeding or be on mixed feeding because of the child’s
illness. Another crucial problem was that different methodology for studies available
made it difficult to compare results across countries and also within countries to identify
trends in breastfeeding for an individual study. Because the data were cross-sectional, they
did not always use the same age groupings to report point prevalence, so only in cases
when the actual numbers of infants being breastfed in each age group was given the
cumulative prevalence could be calculated and that was not the case in almost all of the
available studies. It should be noted that in some cases of strong study design, such as
prospective follow up studies, the score was low based on criteria described in Table 2.3
due to for example small and non-representative sample size conducted in single centre.
Whereas in the case of weakly designed studies that got a higher score, this was due to

high sample size, representative of the whole population and carried out in multi centres.

2.7.4 Differences between Middle Eastern and Western studies

In chapter one, the factors influencing breastfeeding were discussed, however most studies
have been conducted in Western countries and may not relate to the Middle East. Trends
in breastfeeding in the Middle East may also differ from Western countries as
industrialization and other events occur at different times and there may be wide
differences also between individual countries in the Middle East.  Data collection from
the sample is another difference where in Western studies this was done and reported in a
more consistent manner across studies than in the Middle Eastern studies. Published
articles in the Middle East clearly vary in the way they are written and in the reporting of
prevalence. For example, there is an inconsistency in the reporting of ever breastfeeding
and clear breastfeeding duration among women depending on their child age (i.e. not clear
whether the duration is at the time of the study was based on child age at the time of the
study or was a recall by the mother).

While some studies reported data on breastfeeding prevalence they did not distinguish
between exclusive breastfeeding and any breastfeeding. Unlike recent Western studies,
most Middle Eastern studies lacked the use of a WHO breastfeeding definition which will

negatively affect the interpretation of data and leads to difficulty in comparing with other
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studies or to picture change overtime because of uncertainty of breastfeeding outcome
described. An example of a good surveillance system exists in the United Kingdom as
breastfeeding practices have been well recorded since 1975 and were documented in the
five yearly Infant Feeding Survey (IFS) (Bolling, 2006). The IFS showed the change in
breastfeeding behaviours among women in the UK from 1990-2005 years. The availability
of this valuable information made it possible to view the trends in both breastfeeding
initiation and duration. The lack of breastfeeding monitoring practices in Kuwait and other
Middle Eastern countries has led to difficulty in obtaining an overall picture about the
change of breastfeeding whether positive or negative.

Figure 2.5: Trends in initial breastfeeding rate from 1990-2005 in England and Scotland
(Bolling, 2006)
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2.7.5 Summary
2.7.5.1 Accuracy of data

In summary, the data from different Middle Eastern countries are difficult to compare
because of large variation in:
e The bDreastfeeding indicators (Exclusive breastfeeding, percentage children
breastfeeding, ever (initial) breastfeeding, never breastfed etc),
e Poor definitions used (some used WHO definitions and others used study’s own
definitions),
e Data collection (standardized pre-tested questionnaires, some face to face interview
and some self-administered questionnaire),
e The definitions for indicators of breastfeeding duration (breastfed at x months,
breastfed from x to x months, breastfeeding based on child age at the time of study,

mean breastfeeding duration and median breastfeeding duration),
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e Sample sizes and sample selection (in some studies only local data are collected (i.e.
urban or rural), in others the data are from representative samples, in yet others from
national health statistics covering the whole population (i.e. urban and rural) etc),

e Study setting (single-centre or multi centre)

e Child age range (recall bias from 2 years or up to five years etc),

e The data are not always regularly reported (i.e. yearly or every five year etc).

Since a large proportion of breastfeeding data in the Middle East refers to all breastfeeding,
I.e. not only exclusive breastfeeding but also partial breastfeeding (including formula, or
other fluids such as herbal water, sugar water etc), this led to difficulty in assessing to what
extent the current recommendations for exclusive breastfeeding are met. More precision
and consistency in defining the various modes of breastfeeding are needed (Persson, 1985;
WHO, 1991, Cattaneo et al., 2000). There is a need to implement the set of indicators for
assessing breastfeeding practices issued by WHO in future studies (WHO, 1991). However,
although the accuracy and comparability of collected data in the Middle East are doubtful
and difficult to interpret, they can be used as rough estimate for tracing prevalence and
trends of breastfeeding in Middle Eastern countries, and therefore act as baseline data for

future research in this region.

2.7.5.2 Exclusive breastfeeding

Ten studies reported data on exclusive breastfeeding in some of their studies including
Kuwait, Saudi Arabia, Oman, Qatar, UAE, Iran, Irag, Egypt, Jordan and Turkey, but the
definition for exclusive breastfeeding varies (i.e. infants received water was considered as
exclusive breastfeeding), the measure of outcome differs (i.e. Exclusive breastfeeding at
different ages in most studies such as at birth, at one month etc), and study design differs

(i.e. low score or medium score) in each case.

2.7.5.3 Initiation and duration of breastfeeding

More data was gathered on initial breastfeeding but few studies covered total duration of
exclusive or partial breastfeeding. Some studies reported breastfeeding duration based on
the child’s age at the time of the study while others asked the mothers for their

breastfeeding practice during the past five years of a living child.
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2.7.5.4 Secular trends

Only in those countries where data is collected in a consistent manner, is it possible to find
an increase or decrease or constant trends (i.e. IFS in England and Abbot in USA). Figure
2.5 shows breastfeeding trends of initial breastfeeding rates between UK and Scotland.
The comparison is possible because there is similar type of collected data from 1995 to
2005, the curve is going in one direction and not scattered such as the case discussed
earlier in Saudi Arabia, hence, it was difficult to see a trend (Figure 2.2).

It is hard to draw conclusion of trends in the Middle East because of the:

e Limited numbers of studies conducted during each decade in most Middle Eastern

countries.

e Studies were different within countries or in the whole region (differences in design,

how data were collected, sample selection, and location of area etc).

e In some cases, studies were conducted in the same year showing a huge difference in
the rates of breastfeeding but when looking at the sample size we also see a huge
difference (i.e. thousands of mothers compared to hundreds) which may lead to high

confidence intervals therefore not a significant difference.
e We cannot compare dissimilar studies within countries

e More than six studies (Anokute, 1988; Al-Frayh, 1989; Al Nasir, 1991; Kordy et al.,
1992; Al-Mazrou et al., 1994; Fida & Al-Aama, 2003; Al-Shoshan, 2007) in Saudi
Arabia reported breastfeeding data, but did not give extra information to compare and

contrast with the rest of the studies.

e Lack of representativeness of sample: for example a study reported breastfeeding
duration at 3,6 and 12 months but compared with rural and urban areas and not for the

general population (Serenius, 1988).
e Low quality of available data (low scoring)

e Use of breastfeeding definitions is not similar in most studies

2.8 Conclusion

The lack of breastfeeding prevalence data in the Middle Eastern region signifies the need

to examine and monitor differences in incidence and duration prevalence of breastfeeding

in and between Middle Eastern countries. In Western developed countries, the trends of
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breastfeeding have been more systematically documented in recent literature, whereas in
the Middle Eastern region there is a clear lack of recent and reliable trends data.
Knowledge of differences in breastfeeding rates over time enables us to gain information
about certain events encouraging breastfeeding practices, including baby friendly hospital
practices or breastfeeding promotional campaigns positively influenced breastfeeding at a

particular period of time in a particular community or on a national level.

Methodological problems within the studies led to difficulties in a conducting systematic
review to look at trends in breastfeeding within country and across the Middle Eastern
region, therefore the original purpose of this review to review trends in the Middle East
was not possible. Future researchers must consider avoidance of these limitations and
flaws when planning and carrying out infant feeding studies. This review clearly
demonstrates the lack of adequate longitudinal cohort evidence to understand the current
breastfeeding practices as to whether women are meeting the international
recommendations for the optimal duration of breastfeeding during infancy. Thus, well-
designed longitudinal studies conducted on a regular basis are needed to provide precise
and efficient data sets for public health officials and decision makers in the country. While
health professionals may play an imperative role in increasing incidence of breastfeeding
by encouraging breastfeeding in hospitals; politicians, the developers of health policy in
creating social, economic and cultural environments that promote breastfeeding are also
highly significant in the establishment of regular monitoring systems enabling
comparability of data within and between countries. Efficient and valid surveillance
systems, comparable across the Middle East, using common definitions, methodology and

similar indicators of all breastfeeding outcomes need to be developed.
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Chapter 3 Kuwait Infant Feeding Study (KIFS 2007-2008):
Methodology & Baseline Characteristics

3.1 Introduction

3.1.1 Justification and importance of the study

Investigation of breastfeeding in the Middle-East has been inadequate for several decades
and the majority of earlier breastfeeding research suffers from many flaws, primarily in
methodological design. Most studies previously conducted in Middle Eastern countries had
insufficient sample size, were of cross sectional design which cannot accurately reflect
how duration of breastfeeding has changed over time, and used univariate analytical
techniques, which do not control for other potential confounding factors. As discussed in
the previous chapter recent available epidemiological data on breastfeeding practices are
too limited to draw conclusions on recent trends. Since most studies were retrospective in
nature, recall bias is one of the major limitations resulting in unreliable statistics (i.e.

reliance on maternal recall of infant feeding events).

The longitudinal Kuwait Infant Feeding Study (KIFS) has been designed to overcome most
of these methodological limitations and will help to identify possible determinants of
breastfeeding outcomes amongst a large multi-national, mixed socio-economic class
population residing in key areas of Kuwait. The planning of breastfeeding promotion
interventions requires further investigation of the current infant feeding practices in Kuwait
and the factors influencing mothers’ choices. This study will assist in identifying those
subgroups of the population who are least likely to initiate breastfeeding and most likely to
terminate breastfeeding during early infancy, thus allowing future breastfeeding promotion

interventions to be targeted at the most vulnerable groups.

3.1.2 Objectives of the study
(1) To describe current infant feeding practices in Kuwait with respect to the:
- Initiation of breastfeeding;
- Duration of breastfeeding up to 6 months;
(2) To identify socio-demographic, biomedical and psychosocial factors associated with

breastfeeding initiation and duration among Kuwaiti mothers.
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(3) To make recommendations for the development of health promotion programs based

on the findings of this study.

3.1.3 Benefit of the study

This study can help on a national level to identify reasons for early cessation of overall
breastfeeding and short duration of exclusive breastfeeding practice. The information
obtained from both the baseline questionnaire and follow up questionnaires will inform
policy makers to establish new strategies in the hospital such as those implemented in the
Baby Friendly Hospital Initiative, especially during the early postpartum period. The data
will also inform the design of the Ministry of Health’s, Department of Breastfeeding

Promotion prenatal breastfeeding promotion campaigns and strategies.

3.2 The State of Kuwait

Before describing the methodology of the KIFS it is important to provide a brief overview

of relevant aspects of Kuwaiti life and culture.

3.2.1 Overview

Kuwait is a small urban State located in the Middle East, bordering the Persian Gulf,
between Iraq and Saudi Arabia with a total land area of 17,820 sq km. Kuwait is divided
into 6 administrative divisions or muhafazat (governorates): Al Ahmadi, Al 'Asimah, Al
Farwaniyah, Al Jahra', Hawalli and Mubarak Al Kabir (see map below for location and
size of each governorate). Petroleum is the main source of national income. Per Capita

income is high and education and health care is free for all Kuwaiti nationals.

Figure 3.1: Map of the State of Kuwait
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According to the July 2008 estimation, the total population was 2,596,799, which includes
1,291,354 non-nationals.  Ethnic groups living in Kuwait are Kuwaiti 45%, other Arab
35%, South Asian 9%, Iranian 4%, other 7%. Arabic is the official language while English
is widely spoken. Many Arabians from nearby countries who reside in Kuwait took up
residence in Kuwait due to the affluence brought by oil production after the 1940s. Total
fertility rate was 2.8 children born per woman and the birth rate in 2008 was 21.9 births per
1,000 populations. The population of Kuwaiti nationality is young, with around 41%
below 15 years of age. Total infant mortality rate is low being 9.22 deaths per 1,000 live
births. The literacy rate is estimated to be 93.3% of the total population according to the
2005 census. School life expectancy (primary to tertiary education) was 13 years for
females in 2006 (CIA, 2009).

3.2.2 Situation after liberation of Kuwait

After the liberation of Kuwait from the Iragi invasion in 1991, the Kuwaiti Government
undertook a serious effort to reduce the expatriate population. Kuwait still has a sizable
Iranian and Indian population. On the other hand, the economic crisis worldwide, which
also included Kuwait, led many non-residents to go back to their countries but the number

remained high compared with the Kuwaiti population.

3.2.3 Aspects of life in Kuwait

Family

In contrast to Westerners, a basic cultural aspect in Arab life is that they are extended-
family-oriented and much of their time is spent visiting their family members’ homes.
Therefore, extended families live together for several reasons, including necessity caused
by limited housing space and saving rental expenses, as well as for socialization of future
generations with their grandparents and other members of the family and to sustain familial
and cultural traditions. In such an environment, when a mother needs to breastfeed her
infant, she usually does so in front of other female relatives such as her own mother,
grandmother, sisters, cousins, aunties and in-laws. However, women may be embarrassed

to breastfeed in front of a male relative such as their father, brother, or uncle.

Dress code

Segregation of the sexes is a fact of life in most homes in Kuwait even in relatively liberal

and cosmopolitan Kuwait. Some women wear the Hijab (head scarf covering the hair) and

145



many older women wear the Abaya (a head-to-toe silky black cloak). When in public
many local women cover their clothing with an Abaya. Bedouin women may also wear a
Burga (a short black veil that covers the entire face). It is convenient for women to wear
the Abaya when they want to breastfeed their infants whenever they are out of the house or
even when visiting someone else’s house. The Abaya is worn mostly by older women but
there are a number of young women who wear the Abaya when they go to places of
worship (mosque or religious schools) as almost all women wear the Abaya when they go
to mosques. Infants and toddlers are allowed inside the mosque at all times and men and

women are segregated inside the mosque so a mother is able to comfortably breastfeed.

Life Style

The change from a generally active to a sedentary lifestyle occurred rapidly with
industrialization and urbanization, especially with the arrival of the oil industry in the past
century, and habits of nutrition have changed to accommodate the present environment
including the use of formula milk. Before the period of oil discovery in Kuwait and the
importing of infant formula (1940-1950), mothers had no other option feeding except
breastfeeding. If a mother was not able to breastfeed for some reason, a wet nurse or
another breastfeeding woman (e.g. female relative) would be found to help her with

breastfeeding.

In Kuwait, the maid has become part of the Kuwaiti family life as nearly all Kuwaiti
households have at least one maid, especially if they have a large villa, to help the mother
with the household chores as well as baby sitting infants and toddlers in many cases. The
Kuwaiti family is responsible to feed and accommodate the maid in the house as a member
of the family. However, the way the Kuwaiti society has become dependent on maids for
raising their children may certainly have not only social consequences but also nutritional
ones. Currently, in some cases, the children have interactions with the maid more than
their mothers, especially for feeding, cleaning, and comforting of the child. The nutritional
effect starts when the baby is born and when the mother comes back home from hospital
and starts to depend on the maid whenever she is busy. However, not all non-Kuwaiti
national mothers have a maid because they live mostly in flats which are smaller, and
having a maid is a costly burden on the family who has come to Kuwait to make a living
for a couple of years before returning to their home. The employment of maids from the
Far East including the Philippines, India, Indonesia and Sri Lanka has been a great benefit

to many mothers, yet has also generated social and psychological side effects. Younger
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generations of mothers are depending on the maids to take care of the infants, especially
those women who do not have a family member who may be able to help the mother
during the postpartum period, so they can go back to work, study or as a luxury to spend
time socializing. While the maid can help the mother with the household work, she also
takes care of the baby while the mother is at work by giving the baby a meal of formula
milk during working hours. The dependence on the maid can lead to an increase of the use
of formula and then shorter duration of breastfeeding.

Women’s role

Younger generations of Kuwaiti women have been accorded more freedom than their
mothers. While their mothers in the past played a much more dominant role inside the
home than outside, the new generation now are more free to pursue outside interests,
including careers, business, and shopping. In Kuwait, women drive cars, join men in
university classrooms, share business space with them and hold positions of responsibility
in the government. More recently in 2005, women were granted the right to vote and to be

elected to government.

Religion

Women do have their own choice of infant feeding method and men can only encourage
them to breastfeed but cannot force them to do so. According to Islamic teachings, a
woman should be paid if her husband wants her to breastfeed and if she asks for a pay as

stated in the Quran

“Mothers shall suckle their children for two whole years, (that is) for those who
wish to complete the suckling. The duty of feeding and clothing nursing mothers in
a seemly manner is upon the father of the child. No-one should be charged beyond
his capacity. A mother should not be made to suffer because of her child, nor
should he to whom the child is born (be made to suffer) because of his child. And
on the (father's) heir is incumbent the like of that (which was incumbent on the
father). If they desire to wean the child by mutual consent and (after) consultation,
it is no sin for them; and if ye wish to give your children out to nurse, it is no sin
for you, provide that ye pay what is due from you in kindness. Observe your duty
to Allah, and know that Allah is Seer of what ye do” (Albagara, pg.233)
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3.3 Methodology of the Kuwait Infant Feeding Study

This longitudinal study of infant feeding patterns among women in Kuwait recruited over
the period of October 2007 to September 2008. Mothers were recruited from three main
governmental hospitals (Maternity, Al-Addan and Al Farwania), located in different areas
of Kuwait, as well as one private hospital located in Bnaid al Gar area which is near
Kuwait City targeting various residences from many areas around Kuwait City. Mothers
were alerted to the study via posters (Appendix 4) on the notice boards of the antenatal
outpatient clinic waiting room as well as on the delivery wards in each participating
hospital. Within 72 hours of delivery, mothers were visited in the postnatal ward and given
verbal and written information (Appendix 1) explaining the aims of the study and were
personally invited by the researcher to participate. Mothers who agreed to join the study
were interviewed face to face to complete a baseline questionnaire to determine
breastfeeding initiation rates prior to discharge from hospital. All participants, whether
still breastfeeding or formula feeding, were followed up by telephone interview at 6, 12, 18
and 26 postpartum to determine the rates of breastfeeding duration and the age of
introducing solid foods. Data were collected using questionnaires previously used in
similarly designed studies and modified to meet the needs of this study.

3.3.1 Development of survey instruments

The structured baseline and follow-up questionnaires used in this study were adapted from
questionnaires used in the first Perth Infant Feeding Study (PIFS I) conducted in Perth,
Australia from September 1992 to April 1993 that have been previously published (Scott et
al., 1997; Binns & Scott, 2002b). These questionnaires have since been used in other
Australian studies (Scott et al., 2001) and translated from English into a variety of
languages for use in similar studies of infant feeding practices in China and Kenya (Lakati
et al., 2002; Xu et al., 2007). Use of these existing questionnaires which have been shown
to have good face and content validity in a variety of settings allowed data collected from
this study to be directly related to data from these other studies.

All the PIFS questions were reviewed and their use in this study justified on the basis of
the literature review of those factors suspected to be associated with breastfeeding
initiation and duration among group of mother worldwide. The baseline questionnaire
used in this study (Appendix 5.1) was a 13 page structured questionnaire, consisting of 73

questions and took approximately 30-45 minutes to complete. The questionnaire contained
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both closed- and open-ended items generated from the PIFS questionnaire modified to suit
the Middle Eastern and Kuwaiti cultural background. The closed-ended items were
prospectively recorded and common responses to the open-ended items were grouped and
coded retrospectively. Questions from the original PIFS questionnaire that were not useful
were omitted to reduce respondent burden, as were questions that were not applicable to
the Middle East. Specific changes made to the questionnaire included the omission of a
question related to alcohol intake because Muslim women may be offended as alcohol is
religiously forbidden. Similarly, a question related to the marital status of the mother was
removed because it is illegal for unmarried mothers to deliver in hospital as the law
prohibits admission to maternity hospital without providing a marriage certificate.
Choosing to breast-feed as part of a religious belief was added to the list of reasons for
breastfeeding because religion plays a major role in many practices and behaviours in this

society.

The baseline questionnaire was designed to identify infants’ feeding practices prior to
discharge from hospital. Other data were collected to identify variables which may be

associated with breastfeeding initiation and duration and could be categorized as:

o Socio-demographic factors (e.g. maternal age, education, occupation, ethnicity,
partner’s occupation)

o Psychosocial factors (e.g. maternal attitudes and beliefs, knowledge, influence of
significant others, social support)

o Bio-medical factors (e.g. method of delivery, parity, smoking practices, BMI)

o Hospital practices (e.g. early mother-infant contact, demand feeding, rooming-in,

staff advice)

The original PIFS baseline questionnaire was self-completed by mothers and therefore had
been reviewed by a literacy expert to ensure that it was easy to complete and unambiguous.
The KIFS version of the baseline questionnaire (Appendix 5.1) was pre-tested on a group
of 25 new mothers who were recruited from both the government maternity hospital and Al
Salam private hospital. The mothers were interviewed personally and were asked to make
comments about clarity of wording, ease of completion and understanding of the
questionnaire. A few minor wording changes were made to the questionnaire based on the

comments given.
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Mothers who participated in the study were sufficiently fluent in either Arabic or English
to be able to read, understand and complete the questionnaire in the event that a mother
wanted to self-complete the questionnaire. Those mothers unable to read the questionnaire
were invited to complete the questionnaire through face-to-face interview conducted by the
researcher prior to discharge from hospital. However, all subjects opted to complete the
questionnaire through a face to face interview due to the lack of familiarity with the
research process in the Kuwaiti community. From the perspective of the researcher this had
the added advantage of ensuring that the questionnaire was fully completed and each

question was accurately understood by all participants.

The Follow-up questionnaire (Appendix 5.3) was a 32 page structured questionnaire,
consisting of 72 questions. This questionnaire included questions to find current feeding
practices, the type of effort and struggle with lactation, the time of breastfeeding cessation
and what caused the termination of breastfeeding. Since the mothers were interviewed via
telephone, the questions were short and simple to ensure proper understanding. Each
telephone interview took 10-30 minutes, however in many cases the length of time varied
in cases when mothers were either busy or asked to be phoned back at another time. Only
self-reported breastfeeding behaviour was reported and no advice was provided by the

researcher at the time of follow up calls to avoid influencing the mother’s feeding practices.

Both questionnaires were translated into Arabic (Appendix 5.2 and Appendix 5.4) by the
researcher and then back translated by a second person proficient in both English and
Arabic, whose field of knowledge was unrelated to this study, to ensure proper
understanding of the meaning of each question had been retained after translation. The
design of the baseline and follow-up questionnaire were formatted to be easy to read and

understand by both interviewer and participants.

A careful and thorough translation of both questionnaires was completed and finalized.
They were then compared to the original English version to avoid possible
misinterpretation or misleading from the intended meaning of each question. There were
some minor and simple changes in areas of the questionnaire where those changes would
not conflict with ethical issues. For example, the guide that helps participants answering
the questionnaire was slightly modified in which infant nutrition-related questions replaced
the general questions to avoid confusion. Unexpected printing errors occurred after

printing all baseline questionnaires causing a delay in the intended start of the study.
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3.3.2 Ethical Considerations

The study design and questionnaires met the standards set by, and was approved by, the
Human Ethics Committee of University of Glasgow, the College of Medicine of Kuwait
University, and those requirements applied by the Ministry of Health in Kuwait for all
hospitals taking part in the study. Participation in this study was voluntary and women
were advised that they could withdraw from the study at any time point, without being
penalized or feeling obliged to finish the study. Women were also informed that whether
they chose to participate or not would not affect the type of treatment or care they and their
newborn would receive prior to and following discharge from the hospital. Mothers were
provided with a verbal and written detailed description of the study and were given an
opportunity to make any queries. They signed a consent form at the time they were
recruited and they were given a copy of the signed consent form (Appendix 3).

The results of the study were treated with confidentiality and anonymity of participant’s
data was respected throughout the study period. Each mother had a unique identification
number (ID) on their baseline and follow up questionnaire. The participant’s name and
contacts numbers were required for the telephone interviews and linked with their ID
number but these details were stored separate from their questionnaires and the study

results are presented as grouped data.

3.3.3 Data collection

3.3.3.1 Recruitment of sample

The study sample was recruited over the period October 2007 to September 2008, from 3
large government maternity hospitals and 1 large private hospital. Since Kuwait is
divided into governorates, women delivering in the 4 hospitals were representative of all
socioeconomic classes in Kuwait because they were generated from major areas in five
main governorates. The large government hospital is located in Al Shuwaikh area and the
other two government hospitals were located in Al-Addan and al-Farwania area. The
largest maternity hospital in Kuwait was chosen in the study because it delivers mothers
who reside in many areas around the country and services both Kuwaiti and non-Kuwaiti
nationals. The private hospital is located in an area near Kuwait City serving mothers from

all areas in Kuwait.
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For each participating hospital a meeting with the hospital manager was made prior to
recruitment to offer detailed study information as well as to provide them with the official
letters of permission from the Ministry of Health. The head nurse and the nursing staff in
each of the wards were introduced to the researcher for cooperation in the study. A permit
letter for hospital entrance security check points was obtained to enter the hospital’s main
door and the maternity wards. Attractive study posters were hung on the wall in each
designated ward to introduce the mothers to the study in all participating hospitals
(Appendix 4)

Mothers were recruited on a weekly basis and the aim for each week was to recruit
approximately 20 women, to achieve the target sample size of 500 within the 6 months of
the project allocated to the recruitment phase. The primary reason for having a weekly
recruitment cap of 20 women was so the single researcher could manage both the
recruitment of subjects and the scheduled follow-up interviews. As the recruitment was
undertaken by one researcher, it was not logistically feasible to visit all hospitals in one
week. Instead during each month of the six months of recruitment, each of the three
governmental hospitals and the private hospital were visited for one full week of each

month in rotation.

Mothers delivering in the participating hospitals who met the eligibility criteria were
visited within 72 hours postpartum during the allocated recruitment week. Recruitment was
non-randomised and mothers were recruited by the researcher consecutively until the
weekly recruitment cap of 20 was reached. The experience of the Perth Infant Feeding
Survey (Scott et al., 1996) indicates that face-to-face recruitment by the researcher from
the maternity wards is an effective means of achieving a high response rate, which was
also seen in this study with 85% of mothers who were approached agreeing to participate

in the study.

Inclusion criteria
e Delivery of a healthy singleton (included infants admitted to a Special Care
Nursery for minor illnesses or observation).
e Gestational age > 36 weeks.

e Mother was able to read or understand Arabic or English.
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Exclusion Criteria

e Infant illness requiring admission to the Neonatal Intensive Care Unit.

e Gestational age < 36 weeks.

e Mother was unable to speak or read English or Arabic.

e Mother suffered a serious physical or emotional illness that made her participation

inadvisable.

The mothers in all hospitals were visited in the morning from 8:00 AM until 1:30 PM.
Hospital visiting hours were restricted in the governmental hospitals to the afternoon
period which helped to have a quiet environment while interviewing cases during the
morning time. Those women meeting the inclusion criteria were invited to participate in
this infant feeding study. They were provided with a written and verbal description of the
purpose of the study and what their participation would involve. This included completion
of a baseline questionnaire (either by self-completion or face-to-face interview) before
leaving the hospital. They were also advised that they would be interviewed by telephone
every six weeks until their infant was 6 months old. It was made clear to all subjects that
anonymity and privacy of any information obtained from mothers or from their medical
record was fully protected, as all personal information was kept confidential at all times.
When mothers were formally recruited, they were assigned a unique ID number and were
asked to sign a consent form and provide their names, address, and all available phone
numbers for follow-up interviews. The baseline interview started immediately after the
mother signed the consent form and in all case took the form of an interviewer

administered survey at the request of the mother.

In the case where women declined to participate in the study, they were asked to give some
basic demographic information, for example age, educational level, method of feeding, and
parity. They were informed about the importance of providing this information so that the
researcher could confirm that the participants were representative of the population from
which they are drawn. The right of non-participants to not provide this information was

respected.

During the time of the baseline recruitment the overall impression about the mothers was

that they were friendly when approached and introduced to the study. They showed a
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positive attitude and enthusiasm towards responding to questions regarding the health and

nutrition of their newborn.

3.3.3.2 Sample size calculation

The study aimed to recruit 500 mothers delivering healthy singleton babies. A sample size
of 400 would have sufficient power (0.88) with an alpha of 0.04 to detect a difference in
proportions of 58% versus 42% for any dichotomous socio-demographic or biomedical
factor investigated. A target of 500 was set to allow for loss to follow-up over the 6 months
follow-up period for each individual subjects. Due to problems experienced during
recruitment, the study sample was 373 mothers by the end of 6 months recruitment period.
A post hoc sample calculation indicated that a sample size of 384 would be sufficient to
estimate a breastfeeding initiation rate of 90% (3% confidence interval) with 95%
confidence. Therefore this study with a final sample size of 373 was sufficient to estimate

the true initiation rate in this population of women with a high level of precision.

3.3.3.3 Problems experienced with sample recruitment

In this study, all baseline questionnaires were completed by face to face interview.
Therefore, the time was limited each day to be able to accomplish the targeted weekly
sample number. In Kuwait, a self administered questionnaire was difficult to obtain
especially from the participants who underwent a Caesarean delivery and due to the length
of the questionnaire. There was reluctance in some cases to provide more than one
telephone number as they provided only the mobile phone and not the home number which

reduced the number of chances of reaching the participants.

3.3.3.4 Follow-up Interviews

All participating mothers were contacted by telephone at 6, 12, 18 and 26 weeks
postpartum. Prior to discharge women were asked about the most convenient time during
the day to be contacted when they returned home. Also at the first phone interview women
were asked to identify a time of day for conducting future phone interviews that best suited
them and their infant. In case a call was made at an inconvenient time, the mother was
asked politely to give a more convenient time to complete the rest of the questionnaire.
Interviews were conducted as quickly as possible to avoid causing any irritation to the
mothers (approximately 10 to 30 minutes). The time spent on each interview varied

depending on whether mothers had experienced problems with breastfeeding and/or had
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changed feeding methods, and their general willingness to have discussion at the time of
call. Women were contacted within three to four days of the scheduled day and at least 5
attempts, at different times of the day and early evening, were made to contact any “hard to

reach” mothers before they were considered to be ‘lost-to follow-up’ from the study.

All follow-up interviews were conducted by the principal investigator. It was ensured that
no advice about breastfeeding was given to mothers during the course of the interviews to
prevent influencing the mother’s feeding practices and choices, and to record her self-

reported behaviour only.

3.3.3.5 Problems experienced with Follow-up interviews

There were some difficulties encountered during the period of follow-up data collection.
During the summer season, the climate (45-50 degrees Celsius) forces people to take an
afternoon nap after coming back from work. Since an afternoon break was a necessity for
most individuals living in that region, it was considered inappropriate to make phone calls
during that time. The timing for telephone calls was limited to 10:00 am-1:00 pm and
again from 6:00pm-9:00 pm. Both working mothers and housewives are busy at certain
hours (1:00 pm-3:00 pm) preparing the lunch meal for their family. During school days,
mothers who have other school children were busy in helping their children do their home-
work or meeting their needs besides taking care of their newborn which will all affect the
calling time for the researcher. It is worth mentioning that in Kuwait, it is very
uncommon to phone homes during early morning, late afternoon and late evenings, as it is

considered discourteous and inconsiderate of others’ privacy.

At some stage of the follow up period, Kuwait encountered a period of unexpected national
elections. As part of the election campaign from April 18"-May 18ths 2008, their
campaign calls started to take part on a national level which included all Kuwaiti women.
Many Kuwaiti KIFS mothers may possibly avoid answering the telephone calls on the
assumption that it was from those election staff. This caused some delay in achieving the
targeted follow up calls. In some cases mothers answered calls but they asked to call again
and then avoid answering as an indirect way of indicating that they were not interested in
completing the study or did not want to be bothered However, a number of mothers were
very friendly and kind when they actually answered the telephone and remembered who

was calling them. The weekend was a very busy time for most families because they were
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engaged in family activities and socializing, which is a tradition of both Kuwaiti and other

Arab’s nationalities residing in Kuwait.

One of the important issues that may have affected the number of women interviewed in
the follow-up was that that these calls were all conducted in person by the principal
researcher. A major obstacle was the short time limit available to accomplish the required
number of telephone calls causing some delay in the timing of interviews to a week instead

of three days as intended.

3.4 Statistical analyses of data

Data were analysed using the Statistical Package for Social Sciences (SPSS 16.0 for
Windows) (released 15 November 2007) following coding and data entry. Frequencies
were run to identify any obvious coding and data entry errors (e.g. out of range responses).
Plausibility checks were conducted to identify inconsistent data which were compared with

the original questionnaire and data were cleaned appropriately.

As a preliminary investigation of the data, contingency tables of breastfeeding versus
explanatory factors were made along with univariate logistic regression analysis.
Multivariate logistic regression analysis was employed to determine which individual
variables could best predict the chosen method of feeding. All variables reported in the
literature to be associated with the decision to breast-feed and measured in this study were
included in the full model. The full model was reduced using the backward stepwise
procedure and the fitness of the model was assessed at every step to avoid dropping non-
significant variables that affected the model fitness. All variables in the final model were
variables for which, when excluded, the change in deviance compared with the

corresponding chi-square test statistic on the relevant degrees of freedom was significant.

Survival analysis was used to examine the duration of breastfeeding as it provides a good
understanding of breastfeeding behaviour over time (Norusis, 1993). This type of analysis
is used due to the presence of censored data. The term ‘censored data’ refers to data from
those cases where there was no discontinuation of breastfeeding either by the end of the
study period (26 weeks) or by the time the subject dropped out of the study. Advantages of
this method of analysis are that it allows for the adjustment for effects of covariates as well
as loss to follow-up. That is, it uses all variable data and therefore is a more powerful

statistical technique than single point prevalence.
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The effect of individual variables on the duration of breastfeeding was initially evaluated
using Kaplan-Meier estimate of survival and the log-rank test was use to assess the
equality of the survival curves. Survival plots based on Kaplan-Meier survival estimates
were used to illustrate the duration of the breastfeeding period. Variables reported in the
literature to have an effect on the duration of breastfeeding were investigated using Cox’s
proportional hazards model. This model allows joint estimation of the effects of
independent variables on the risk of cessation of breastfeeding and can be used to analyze
data that contain censored observation (Norusis, 1993).

Variables reported in the literature to be associated with breastfeeding duration were
included in the full model which was then reduced using the backward stepwise procedure.
The fitness of the model was assessed by SPSS software at every step to avoid dropping
non-significant variables that affected the model fitness. All variables in the final model
were variables for which when excluded, the change in deviance compared with the
corresponding statistics on the relevant degrees of freedom was significant.

3.5 Limitations of the study

There are a number of limitations to this study that should be acknowledged. Firstly, the
sample size is relatively small and this is reflected in the wide confidence intervals around
some of the adjusted odds ratios reported. This suggests that more data should be collected
before a more definitive statement can be made regarding some of the associations
reported in subsequent chapters. Secondly, while there was no significant difference in age,
level of education and method of feeding between participants and those women who
declined to participate, the proportion of women who had undergone a Caesarean section
in this study is three times that of the national average. The average length of post-partum
stay for Kuwaiti public hospitals is a maximum of 2 nights for uncomplicated deliveries
and 5 nights for a caesarean section. While every attempt was made to recruit mothers
within 72 hours, and in most cases 48 hours, of delivery, women who had undergone a
caesarean section had a greater chance of being recruited because of their extended hospital
stay. Finally, with the data collection methodology employed it was not possible to
ascertain the true method of feeding at discharge. Women were surveyed within 72 hours
of delivery, so for those women who delivered vaginally the method of feeding at the time
of completing the survey is likely to be the same as the method at discharge but for women
who had delivered by caesarean section it probably reflects the feeding method 48 hours

prior to discharge and hence may have been subject to change. However, data collected in
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the 6 week follow-up survey confirmed that 97% of women who were breastfeeding at the
time of completing the baseline questionnaire left hospital breastfeeding, indicating that
this were a reliable definition of breastfeeding at discharge. The remaining 3% of women
identified as breastfeeding at discharge were lost to follow-up and we were unable to
confirm at the 6 week interview if they actually left hospital breastfeeding. Despite these
limitations, this is the first reported longitudinal study of its kind in Kuwait and the results
reported here are generally consistent with the findings of other studies of Middle Eastern
women and/or Western women and can be used to inform future breastfeeding promotion

interventions in Kuwait.

3.6 Sample Characteristics

A total of 439 women were invited to participate in the study and 373 mothers completed
the baseline questionnaire while in hospital, giving a response rate of 85%. This was a
non-consecutive sample with each hospital being visited 1 week out 4 over the recruitment
period. The participating hospitals were unwilling to provide information on the number
of deliveries for each hospital for the individual recruitment weeks, therefore it is not
possible to estimate the total number of women delivering during the recruitment period
that were eligible to participate in the study

The characteristics of participants are presented in table 3.1. The maternal age of the
sample ranged from 17-47 years, with an average of 29.16 years (SD= 6.6 years). Most
women had 12 or more years of school (66%) and for 30% of mothers interviewed this was
their first child. The average BMI was 26.9 and most women (57.4 %) had a pre
pregnancy BMI of > 25kg/m? (i.e. overweight or obese). Just over one third of women
(37%) had delivered by caesarean section which was notably higher than the 11.5 %
reported for Kuwaiti women in general (Al-Nesef et al., 1996). Just over half (52.3%) of
the infants were male and 20.4% of infants spent some time in the special care nursery
(n=76).
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Table 3.1: Socio-demographic and biomedical characteristics of participants (n=373)

Mother’s Characteristics N %
Maternal Age

<25 yrs 82 22
25-34 yrs 240 64.3
>35 yrs 51 13.7
Maternal Education

<12 yrs 127 34
>12 yrs 246 66
Country of Mother’s birth

Kuwait 196 525
Other Gulf States 13 35
Other Arabian countries 123 33
Other Islamic countries 10 2.7
Other world countries 31 8.3
Mother’s living area (Kuwaiti governorates)

Hawalli 186 49.9
Farwaniya 96 25.7
Mubarak al Kabeer 34 9.1
Kuwait City 27 7.2
Ahmadi 15 4.0
Jahraa 15 4.0
Father’s occupation

Managers & professionals 97 26.0
sales & clerical 115 30.8
Uskilled occupations 157 421
no job 4 1.1
Employment plan for the next 6 months

Stay at home with the baby 207 55.5
Work full time 20 5.4
Work part time 113 30.3
Study full time 7 1.9
Study part time 6 1.6
Undecided 20 5.4
Parity

Primiparous 112 30.0
Multiparous 261 70.0
Vaginal delivery

Yes 235 63.0
No 138 37.0
BMI

<25 159 42.6
>25 214 57.4
Infants Characteristics

Gender

Male 195 52.3
Female 178 47.7
Spent time in SCN

Yes 76 20.4
No 297 79.6

3.7 Comparison of participants and non-participants

Those mothers declining to participate in the study were asked three short questions related
to their socio-demographic status and chosen method of feeding to allow comparison with
the study sample. There were no significant differences between participants and those
declining to participate with respect to age, level of education and chosen method of
feeding at discharge (table 3.2), suggesting that the sample was representative of the

population from which it was drawn.

159



Table 3.2: Demographic characteristics of participants and non-participants

Participants Non-Participants Chi-square & P-Value
(n=373) (n=66)

(%) (%)
Age of mother
<25yrs 22.0 22.7 ¥?4.413 df2
25-34 64.3 727 P=.110
>35 13.7 45
Years of education
<12 years 34.0 24.2 ¥?2.455 df 1
>12 years 66.0 75.8 P=.117
Feeding method at discharge
Formula-fed
Breast-fed 15.3 16.7 ¥2.447 df 2
Combination 29.8 25.8 P=.800

55.0 57.6

A total of 80 women (21.45%) dropped out of the study at some stage prior to completing
the final follow-up interview at 26 weeks. Of these 70 (87.5%) completed the baseline
questionnaire but did not participate in any follow-up interviews. Table 3.3 shows that
there were no significant differences in the demographic characteristics of completers and

non-completers for up to six months.

Table 3.3: Demographic characteristics of completers and non-completers

Completers Non-completers Chi-square & P-Value
(n=293) (n=80)

(%) (%)
Age of mother
<25yrs 22.2 21.3 %20.185 df 2
25-34 63.8 66.3 P=0.912
>35 14.0 12,5
Years of education
<12 years 33.8 35.0 %20.073 df 1
>12 years 66.2 65.0 P=10.839
Feeding method at discharge
Formula-fed 154 15.0 ¥20.007 df 2
Breast-fed 29.7 30.0 P=0.996
Combination 54.9 55.0
Parity
Primiparous 29.7 313 ¥20.041 df 1
Multiparous 70.3 68.8 P=0.996
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Chapter 4 Early post-partum breastfeeding
practices in Kuwait
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Chapter 4 Breastfeeding initiation in Kuwait
4.1 Introduction
4.1.1 Background

There is an ever increasing volume of evidence highlighting the importance of
breastfeeding in infancy and later life (Turck, 2005; Horta et al., 2007a; Ip et al., 2007).
International recommendations promote exclusive breastfeeding as the optimal method of
infant feeding for the first six months of life (WHO, 2003). Observation of breastfeeding
practices in women is important to identify those population groups least likely to
breastfeed and to identify and understand their reasons for not breastfeeding. The
identification of the determinants of breastfeeding practices will inform the design of
targeted interventions to promote breastfeeding (Newton, 2004) and the formulation of

national public health policy.

Despite the large amount of evidence that breastfeeding reduces the risk of diseases in
infancy and later life, efforts to promote breastfeeding have been limited and irregular in
Kuwait. As previously mentioned in chapter 2, breastfeeding practices have not been
routinely studied in Kuwait or with a standardized approach. No major studies have been
conducted since 1989 when a large cross sectional survey reported an initiation rate of any
breastfeeding of 86% and rate of exclusive breastfeeding of 60.6% (Amine et al., 1989).
The proportion of children breastfeeding at six months in Kuwait is well below
international targets ranging from 35% to 44% (Al Bustan & Kohli, 1988; Al Rashoud &
Farid, 1991).

Among other factors, socio-demographic variables play an important role in influencing
breastfeeding practices. In Western countries, recent studies have shown an association
between maternal age and level of education with breastfeeding initiation and duration
where older and highly educated mothers were more likely to initiate breastfeeding (Scott
& Binns, 1999; Dennis, 2002; Callen & Pinelli, 2004) and were more likely to have longer
breastfeeding duration (Callen & Pinelli, 2004; Thulier & Mercer, 2009).

4.1.2 Overview of results
This chapter identifies the early post-partum breastfeeding practices of women in Kuwait
(Table 4.1). Firstly, it identifies the incidence of breastfeeding, which in this study includes

those women who initiated breastfeeding in hospital and a small number of women
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identified in the first follow-up interview who initiated breastfeeding after discharge from
hospital. As the definition of the incidence of breastfeeding initiation includes those
children who received breast milk on at least one occasion, it can overestimate the number
of women breastfeeding in the early post-partum period. For this reason the rates of any
and exclusive breastfeeding at discharge from hospital are also provided in this chapter as
these are better indicators of breastfeeding practices in the early post partum period and
reflect the proportion of women who ceased breastfeeding in the early postpartum period.
This type of information is valuable information to the country of Kuwait as well as to the
region of the Middle East. The rates of breastfeeding which have not been studied
longitudinally previously or on a large scale as in this study will provide the baseline data
for future infant feeding research and evaluation of future breastfeeding promotion

interventions.

The hospital-related practices section of this chapter highlights infant feeding practices
which are related to hospitals and the hospital staff (Section 4.3). The purpose of
collecting this type of information will give an insight of the level of support and help
received by mothers prior to discharge. Internationally, BFHI has been shown to have a
positive influence on new mothers in terms of increasing the breastfeeding initiation rates
of and encouraging mothers to breastfeed for longer duration (Kramer et al., 2001;
Hofvander, 2005; Merten et al., 2005; Perez-Escamilla, 2007). A measure of the degree to
which hospitals in Kuwait practice the 10 Steps to Successful Breastfeeding can be used by
the Ministry of Health in Kuwait to determine the need for, and to plan for, future hospital-

based breastfeeding promotion interventions.

The final results presented in this chapter identify, using univariate logistic regression, the
socio-demographic, biomedical and psychosocial determinants of breastfeeding initiation
(Table 4.2) and any (Table 4.3) and exclusive (Table 4.4) breastfeeding at discharge.
Finally, the factors that are independently associated with breastfeeding initiation and

breastfeeding at discharge (both any and exclusive) are presented in Table 4.5.

Initiation and duration of breastfeeding need to be studied as separate outcomes as it is
unlikely that events that occur after the birth of the child will influence the initiation of
breastfeeding but may influence the duration. For example the breastfeeding supportive

environment can affect the length of time the mother breastfeed after leaving hospital.
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It is important to measure these and other factors reported to be associated with
breastfeeding (reviewed in Chapter 1) in the Middle East region to help understand the area
better and to give an insight to the current infant feeding practices. Cultural differences
may have an impact on breastfeeding and one cannot assume that those factors that are
associated with breastfeeding amongst Western women are the same as those for Middle

Eastern women.

4.2 Initiation of breastfeeding and related practices

In total 92.5% of mother initiated breastfeeding, including 84.4% who initiated whilst in
hospital and 8.1% who initiated after discharge from hospital. However, at discharge from
hospital, 84.8% of participants were breastfeeding their infants, with less than one third of
mothers (29.8%) fully breastfeeding their infants (Table 4.1). Prelacteal feeding was the
norm (81.8%) with less than 1 in 5 infants (18.2%) receiving colostrum as their first feed.
Only 10.5% of infants had been exclusively breastfed since birth, the remainder of
breastfed infants having received prelacteal feeds of either infant formula (76.4%) or
glucose water (4.6%) and/or supplementary feeds of infant formula at some time during
their hospital stay.

Table 4.1: Infant feeding practices

Feeding practices n % 95% CI
Initiated breastfeeding 345 92.5 89.8 -95.2
Feeding method at discharge
Fully breastfed 111 29.8 25.2-34.4
(Exclusively breastfed since birth)  (39) (10.5) (7.4 - 13.6)
Partially breastfed 205 55.0 50.0 - 60.0
Fully formula fed 57 15.2 11.6 -19.0
Received prelacteal feed 305 81.8 77.0-85.0

2 Includes those infants who were ever breastfed on at least one occasion

4.2.1 Timing of first breastfeed

Of the mothers who attempted to breastfeed in hospital, only 2 mothers (0.7%) put their
baby to the breast within one hour after birth, 24.3% first put their baby to the breast within
6 hours of delivery, 20.4% between 6 and 24 hours, with the majority of women (55.3%)

delaying their first attempt to breastfeed until 24 hours or more after delivery.
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4.3 Hospital practices related to breastfeeding success

A number of hospital-related practices recommended in the BFHI 10 Steps to Successful
Breastfeeding were investigated at baseline. Only half of the mothers (50.9%) had their
baby room-in with them for 24 hours. While the majority of mothers (69.7%) were
breastfeeding on demand, very few women (8.3%) reported actually being encouraged by
hospital staff to demand feed. Consequently, most mothers (87.1%) reported dissatisfaction

regarding the hospital’s recommendations on how often to breastfeed their newborns.

While 81.8% of infants had received prelacteal feeds, more than one third of mothers
(38.3%) reported that they did not give permission to hospital staff, or that they were not

asked for their permission, to give the infant a prelacteal feed. This indicates that in some

instances hospital staff are not consulting a mother and/or encouraging her to breastfeed

her infant, before giving her infant a prelacteal feed.

When mothers were asked if they had received enough breastfeeding help or information
from hospital staff while in hospital, the majority of participants 89.8% reported that they
did not receive any help or information. A very small proportion of women (10.2 %)
reported that they had received some information and help regarding breastfeeding, with
even fewer women (4%) reporting that they had received individual consultation with any
staff member regarding infant feeding or had received a demonstration on breastfeeding
postpartum (n=3). Only 8.6% of mothers said that they received pamphlets about
breastfeeding. Women were unlikely to have received any breastfeeding advice from
health professionals prior to delivery as very few women had attended any type of
antenatal classes for this pregnancy (5.1%) or any previous pregnancies (3.2%).

When mothers were asked (prompted) to justify their motives to initiate breastfeeding, the
majority of mothers reported that breast milk is better for the baby (92%), breast-milk is
best baby food because God created it (88%), and breastfeeding is the right thing to do
(85%). More than half of the mothers considered breastfeeding a more convenient method
of feeding their infant (62%) In addition, half of the mothers believed that breast milk
helps minimize colic problems, while forty four per cent of mothers gave a reason that
breast milk help prevents allergies and forty three per cent believed that breastfeeding

makes them emotionally close to their baby. Almost one third of the mothers (28%) cited
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that breast-fed infants are more intelligent than formula fed infants. Immunity in
colostrum to prevent disease was the most other reasons (unprompted) given by over 37%
of mothers. Out of the 15% of mothers who were only formula feeding at discharge from
hospital, 10% were formula feeding because they will return to work soon after birth, 6%

believed that bottle feeding is easier, and 2% reported insufficiency of breast milk.

Mothers who were breastfeeding but then changed to formula feeding were also asked to
give reasons for the change of feeding method. Most reasons cited by mothers were breast
milk insufficiency (30%), mother’s health did not permit her to breastfeed (6%), baby gets
too little milk or too slow (4%), infant is not hungry because it was given formula by
nurse without mother’s knowledge (4%), breastfeeding is too stressful (3%) and baby has
problem suckling (2%).

4.4 lowa Infant Feeding Attitude Scale (I1FAS)

Data from attitude responses were tested for normality using P-P plots to ensure that data
was normally distributed. An independent T-test was used for analyzing the data because
it was normally distributed. Despite lowa scale having good internal reliability and it has
shown to be predictive of infant feeding practices. The aims of using lowa Scale for first
time in this study were to confirm similar findings with Western countries (De la Mora et
al., 1999). The lowa Infant Feeding Attitude Scale, which has previously been validated
and has never been administered in the Middle East to date, was used to measure the
attitudes towards breastfeeding in this population. In this study, the IIFAS was found to
have no inter-country effects on the attitude towards infant feeding, with no significant
association with the attitude and practices of any breastfeeding. Fifty seven mothers not
any breastfeeding and their mean was 69.0526, and 316 mothers were any breastfeeding
with the mean of 69.0538 and a p-value of 0.999. There was no overall difference between
breastfeeding mothers and formula feeding mothers in their individual attitudes towards.
There was no significant difference between primiparous and multiparous mothers in their
attitude towards breastfeeding and their actual feeding practices with the mean of 69.339
and 68.931 respectively and a p-value of 0.492. Similarly, in maternal education, as there
was no significant difference between less educated and more educated mothers with the
mean of 69.228 and 68.963 respectively and a p-value of 0.644. The Cronbach’s alpha
which measures internal reliability and should be above 0.7, but in this study the score was
0.491. lowa scale was used previously in many Western countries and it was valid,

however, in this study, the score shows low reliability of this type of test on this type of
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population which is not a good measure of reliable attitude in Kuwait. Possible reasons
could be related to translation of the questions which may affect the meaning understood
by mothers of each specific question. The attitude of people in Kuwait towards research
may differ from the attitude in other world countries. For all the above reasons, it is not
recommended to use this indicator and more work needed to be done on this “scale”
because it should be piloted, tested or a new population-specific scale should be developed
or modified for Kuwait according to specific criteria based on a standard guidelines for this
population. In Western women, the IIFAS has been useful but for Middle-eastern women
(women living in Kuwait), it did not have good results, so we need to improve it and

develop it to suit Middle Eastern culture.

4.5 Determinants of breastfeeding initiation in Kuwait

4.5.1 Univariate analysis

Table 4.2 lists a variety of socio-demographic, biomedical and psychosocial factors that
might be expected to have an influence on breastfeeding initiation and tables 4.3 and 4.4
list those factors associated with any breastfeeding or exclusive breastfeeding at hospital
discharge, respectively. The univariate odds ratios indicate the likelihood of a mother
either initiating breastfeeding or breastfeeding at discharge from hospital. In this study, no
association was found between initiating breastfeeding or breastfeeding at discharge (any
or exclusive) and any of the socio-demographic factors investigated including maternal age,
education, employment and country of origin. Among the biomedical factors, no
association was observed with parity but there was a negative association between mode of
delivery and breastfeeding at discharge. Women who had a caesarean section delivery
were significantly less likely to be breastfeeding at discharge than women who had
delivered vaginally (any breastfeeding; OR: 0.55; 95% CI. 0.31-0.98; exclusively
breastfeeding OR: 0.17; 95% CI: 0.06-0.49). Also, women whose infant had not been
admitted to the Special Care Nursery (SCN) for short-term observation after delivery were
significantly more likely to have initiated breastfeeding (OR: 0.55; 95% CI: 0.31-0.98) and
to be breastfeeding at discharge (any breastfeeding; OR 2.77, 95% CI. 1.50-5.10);
exclusively breastfeeding (OR: 5.26; 95% CI: 1.24-22.36) than those admitted to the SCN.
No association was found with any of the psychosocial factors investigated and either the

initiation of breastfeeding or breastfeeding at discharge.
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Table 4.2: Percentage and univariate odds ratios (95% confidence intervals) for
Initiation of breastfeeding (n=373)

Breastfeeding initiation OR 95% ClI
Yes (%) No (%)
Sociodemographic
Mother’s age (years):
<25 90.2 9.8 1.72 0.60-.4.92
25-34 89.2 10.8 153 0.65-3.61
> 35 (ref) 84.3 15.7 1.00
Mother Education (years of schooling):
<12 87.4 12.6 1.00
>12 89.4 10.6 1.22 0.63-2.37
Mother’s country of birth:
Kuwait & Gulf States (ref) 84.7 15.3 1.00
Other Arabic countries 93.5 6.5 2.60 1.16-5.84
Other world countries 95.1 49 3.53 0.81-15.33
Mother employed/studying part- or full-time at 6
months before birth
Yes 87.5 125 1.00
No 89.7 10.3 124 0.65-2.36
Mother intended to be employed/studying part- or full
time at 6 months postpartum
Yes (ref) 87.7 12.3 1.00
No 89.4 10.6 1.18 0.61-2.29
Don’t know yet/undecided 90.0 10.0 1.27 0.27-5.92
Mother’s occupation:
Managers & professionals (ref) 92.6 7.4 1.00
Sales & clericals 86.7 13.3 0.52 0.19-1.45
Unskilled occupations 90.6 9.4 0.78 0.19-3.21
House wives 87.2 12.8 0.55 0.23-1.34
Father’s occupation:
Managers & professionals (ref) 90.7 9.3 1.00
Sales & clericals 85.2 14.8 3.26 0.31-34.69
Unskilled occupations 90.4 9.6 1.92 0.19-19.57
No jobs 75.0 25.0 3.16 0.31-32.27
Location:
Hawalli 914 8.6 2.50 0.99-6.31
Farwania 86.5 135 1.50 0.57-3.95
Mubarak Al Kabeer & Ahmedi 89.8 10.5 2.07 0.62-6.90
Kuwait City & Jahraa (ref) 81.0 19.0 1.00
Biomedical
Parity:
Primiparous 87.5 125 1.00
Multiparous 89.3 10.7 1.19 0.60-2.36
Vaginal Delivery:
Yes 90.2 9.8 1.00
No 86.2 13.8 0.70 0.36-1.30
Infant admitted to SCN:
Yes 87.9 211 1.00
No 91.2 8.8 2.78 1.40-5.50
Psychosocial
Mother attended antenatal classes for this or previous
pregnancy:
Yes 935 6.5 1.00
No 88.3 11.7 0.52 0.12-2.27
Father prefers breastfeeding
Yes 90.0 10.0 1.00
No or ambivalent 83.6 16.4 0.57 0.27-1.17
Maternal grandmother prefers breastfeeding
Yes 88.8 11.2 1.00
No or ambivalent 88.6 114 0.98 0.33-2.93
Maternal grandmother breastfed at least one infant
Yes 95.0 5.0 1.00
No or don’t know 88.4 116 0.40 0.05-3.07
Infant feeding decision made before pregnancy
Yes 88.5 115 1.00
No 89.7 10.3 1.13 0.52-2.47

OR, Odds ratio
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Table 4.3: Number (percentage) and univariate odds ratios (95% confidence intervals)
for any breastfeeding at discharge from hospital (n=373)

Any Breastfeeding at discharge OR 95% ClI
Yes (%) No (%)

Sociodemographic
Mother’s age (years):

<25 71 (86.6) 11 (13.4) 1.00

25-34 204 (85.0) 36 (15.0) 1.57 0.62-4.02

>35 41 (80.4) 10 (19.6) 1.38 0.64-3.00
Mother Education (years of schooling):

<12 106 (83.5) 21 (16.5) 1.00

>12 210 (85.4) 36 (14.6) 1.60 0.64-2.08
Mother’s country of birth:

Kuwait & Gulf States 172 (82.3) 37(17.7) 1.00

Other Arabic countries 109 (88.6) 14 (11.4) 1.67 0.87-3.24

Other world countries 35(85.4) 6 (14.6) 1.25 0.49-3.200
Mother employed/studying part- or full-time at 6 months
before birth

Yes 132 (82.5) 28 (17.5) 1.00

No 184 (86.4) 29 (13.6) 1.35 0.76-2.37
Mother intended to be employed/studying part- or full
time at 6 months postpartum

Yes 119 (81.5) 27 (18.5) 1.00

No 179 (86.5) 28 (13.5) 0.69 0.39-1.23

Don’t know yet/undecided 18 (90.0) 2 (10.0) 0.31 0.31-6.40
Mother’s occupation:

Managers & professionals 83(88.3) 11 (11.7) 1.00

Sales & clericals 62 (82.7) 13 (17.3) 0.63 0.26-1.50

Unskilled occupations 26 (81.2) 6 (18.8) 0.57 0.19-1.70

House wives 145 (84.3) 27 (15.7) 0.71 0.34-1.51
Father’s occupation:

Managers & professionals 85 (87.6) 12 (12.4) 1.00

Sales & clericals 93(80.9) 22(19.1) 2.36 0.23-24.58

Unskilled occupations 135 (75.0) 22 (14.0) 141 0.14-14.2

No jobs 3(75.0) 1(25.0) 2.04 0.20-20.56
Location:

Hawalli 163 (87.6) 23 (12.4) 2.51 1.11-5.68

Farwania 80 (83.3) 16 (16.7) 1.77 0.74-4.24

Mubarak Al Kabeer & Ahmedi 42 (85.7) 7(14.3) 213 0.74-6.12

Kuwait City & Jahraa 31(73.8) 11 (26.2) 1.00
Biomedical
Parity:

Primiparous 92 (82.1) 20(17.9) 1.00
Multiparous 224 (85.8) 37 (14.2) 1.32 0.72-2.39

Vaginal Delivery:

Yes 206 (87.7) 29 (12.3) 1.00

No 110 (79.7) 28 (20.3) 0.55 0.31-0.98
Infant admitted to SCN:

Yes 55 (72.4) 21 (27.6) 1.00

No 261 (87.9) 36 (12.1) 2.77 1.50-5.10
Psychosocial
Mother attended antenatal classes for this or previous
pregnancy:

Yes 29 (93.5) 2(6.5) 1.00

No 287 (83.9) 55 (16.1) 0.36 0.08-1.55
Father prefers breastfeeding

Yes 259 (86.3) 41 (13.7) 1.00

No or ambivalent 57 (78.1) 16 (21.9) 0.56 0.30-1.07
Maternal grandmother prefers breastfeeding

Yes 286 (84.6) 52 (15.4) 1.00

No or ambivalent 30 (85.7) 5(14.3) 1.09 0.40-2.94
Maternal grandmother breastfed at least one infant

Yes 297 (84.1) 56 (15.9) 1.00

No or don’t know 19 (95.0) 1(5.0) 0.28 0.04-2.13
Infant feeding decision made before pregnancy

Yes 241 (84.3) 45 (15.7) 1.00

No 75 (86.2) 12 (13.8) 1.17 0.59-2.32

OR, Odds ratio
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Table 4.4: Number (percentage) and univariate odds ratios (95% confidence intervals)
for exclusive breastfeeding at discharge from hospital (n=373)

Exclusive Breastfeeding at discharge OR 95% ClI
Yes (%) No (%)

Sociodemographic
Mother’s age (years):

<25 8(9.8) 74 (90.2) 1.00

25-34 25 (10.4) 215 (89.6) 1.08 0.46-2.49

>35 6(11.8) 45 (88.2) 1.23 0.40-3.79
Mother Education (years of schooling):

<12 12 (9.4) 115 (90.6) 1.00

>12 27 (11.0) 219 (89.0) 1.18 0.58-2.42
Mother’s country of birth:

Kuwait & Gulf States 16 (7.7) 193 (92.3) 1.00

Other Arabic countries 19 (15.4) 104 (84.6) 2.20 1.09-4.47

Other world countries 4(9.8) 37(90.2) 1.30 0.41-4.12
Mother employed/studying part- or full-time at 6 months
before birth

Yes 15 (9.4) 145 (90.6) 1.00

No 24 (11.3) 109 (88.7) 1.23 0.62-2.42
Mother intended to be employed/studying part- or full
time at 6 months postpartum

Yes 16 (11.0) 130 (98.0) 1.00

No 22 (10.6) 185 (98.4) 1.03 0.52-3.47

Don’t know yet/undecided 1(5.0) 19 (95.0) 0.44 0.06-3.47
Mother’s occupation:

Managers & professionals 11(11.7) 83(88.3) 1.00

Sales & clericals 5(6.7) 70 (93.3) 0.54 0.18-1.63

Unskilled occupations 4 (12.5) 28 (87.5) 1.08 0.32-3.65

House wives 19 (11.0) 153 (89.0) 0.94 0.43-2.06
Father’s occupation:

Managers & professionals 12 (12.4) 85 (87.6) 1.00

Sales & clericals 12 (10.4) 103 (89.6) 0.82 0.35-1.93

Unskilled occupations 14 (8.9) 143 (91.1) 0.70 0.31-1.57

No jobs 1(25.0) 3 (75.0) 2.361 0.23-24.57
Location:

Hawalli 157 (84.4) 29 (15.6) 3.69 0.85-16.14

Farwania 91 (94.8) 5(5.2) 1.10 0.20-5.90

Mubarak Al Kabeer & Ahmedi 3(6.1) 46 (93.9) 1.30 0.21-8.20

Kuwait City & Jahraa 2(4.8) 40 (95.2) 1.00
Biomedical
Parity:

Primiparous 8(7.1) 104 (92.9) 1.00
Multiparous 31 (11.9) 230 (88.1) 1.75 0.78-3.94

Vaginal Delivery:

Yes 35(14.9) 200 (85.1) 1.00

No 4(2.9) 134 (87.1) 0.17 0.06-.49
Infant admitted to SCN:

Yes 2(2.6) 74 (97.4) 1.00

No 37 (12.5) 260 (87.5) 5.26 1.24-22.36
Psychosocial
Mother attended antenatal classes for this or previous
pregnancy:

Yes 6 (19.4) 25 (80.6) 1.00

No 33(9.6) 309 (90.4) 0.44 0.17-1.16
Father prefers breastfeeding

Yes 35(11.7) 265 (88.3) 1.00

No or ambivalent 4 (5.5) 69 (94.5) 0.44 0.15-1.28
Maternal grandmother prefers breastfeeding

Yes 36 (10.7) 302 (89.3) 1.00

No or ambivalent 3(8.6) 32(91.4) 0.79 0.23-2.70
Maternal grandmother breastfed at least one infant

Yes 36 (10.2) 317 (89.8) 1.00

No or don’t know 3(15.0) 17 (85.0) 0.64 0.18-2.30
Infant feeding decision made before pregnancy

Yes 27 (9.4) 259 (90.6) 1.00

No 12 (13.8) 75 (86.2) 1.53 0.74-3.17

OR, Odds ratio
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4.5.2 Multivariate Analysis

Understanding the factors associated with the initiation of breastfeeding was enhanced by
modelling all of the factors identified in table 4.2 using multivariate logistic regression.
Those factors that were independently associated with initiating breastfeeding and
breastfeeding at discharge (both any and exclusive breastfeeding) are presented in Table
4.5. After potential confounding factors were controlled for, infants who were delivered
by caesarean section were less likely to be exclusively breastfed at discharge from hospital
(adjOR 0.15; 95% CI 0.05-0.43). Mothers whose infants had not been admitted to SCN
were significantly more likely to have initiated breastfeeding (adjOR 5.67; 95% CI 2.49-
12.95) and to be exclusively breastfeeding (adjOR 4.23; 95% CI 0.98-18.34) or feeding
their infants any breast milk at discharge from hospital (adjOR 2.85; 95% CI 1.52-5.33).
Women who perceived that their husband either preferred formula feeding or was
ambivalent about how she would feed their infant were less likely to be breastfeeding at
discharge than those whose husband preferred breastfeeding (adjOR 0.49; 95% CI 0.25-
0.96). Mothers originally from other Arab countries were found to be more likely to initiate
breastfeeding (adjOR 3.47; 95% CI 1.12-10.80) and to be exclusively breastfeeding at
discharge (adjOR 3.12; 95% CI 1.46-6.66) than mothers from Kuwait and other Gulf States.

Table 4.5: Factors independently associated with initiation of breastfeeding at
discharge after adjustment for potential confounders ? (n=373)

Ever initiated Any Breastfeeding Exclusive Breastfeeding
n breastfeeding at discharge from at discharge from
Variables Hospital up to 6 wks Hospital
Adj.OR" Cl 95% Adj.OR Cl 95% Adj.OR Cl 95%
Biomedical
Method of Delivery
Vaginal (ref) 235 NS 1.00 1.00
Cesarean section 138 0.60 0.33-1.06 0.15 0.05-0.43
Infant admitted to SCN
Yes (ref) 76 1.00 1.00 1.00
No 297 5.67 2.49-12.95 2.84 1.52-5.33 4.23 0.98-18.34
Psychosocial
Father prefers breastfeeding
Yes (ref) 300 NS 1.00 NS
No or ambivalent 73 0.49 0.25-0.96
Sociodemgraphical
Country of mother’s birth
Kuwait & Gulf countries (ref) 209 1.00 1.00
Other Arab countries 123 3.47 1.12-10.80 NS 3.12 1.46-6.66
Other world countries 41 1.38 0.38-8.82 1.49 0.45-4.93
Mother attended classes for this or
for previous pregnancy
Yes (ref) 31 NS NS 1.00
No 342 0.36 0.13-1.04

*Non-significant variables were maternal grandmother preference of breastfeeding, when the feeding decision was made, previous
employment status, future, employment intentions, numbers of schooling years, whether maternal grandmother breastfed any of her
children, father’s occupation, parity, maternal age, mother’s occupation, attendance at antenatal classes, father prefers breastfeeding, and
vaginal delivery.

bAll variables in the final model were variables for which when excluded the change deviance compared with the corresponding y? test
statistic on the relevant degrees of freedom was significant.
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4.6 Discussion

The initiation rate of 92.5% (95% CI. 89.8-95.2) reported in our study was significantly
higher than the rate of 86% (95% CI: 84.7-87.3) reported for Kuwait in 1989 (Amine et al.,
1989) and comparable to recent breastfeeding initiation rates for other Middle Eastern
countries (Chapter 2) which have been reported as 100% in Iran (Fallahzadeh et al., 2009),
95.4% in Egypt (Akin et al., 1986b), 89.1% to 98.2% in Turkey (Tuncbilek et al., 1983;
Ertem et al., 2001a), 95.4% in Lebanon (Batal & Boulghaurjian, 2005), 91.3% to 95% in
Irag (Mahmood & Feachem, 1987; Banyamen & Hassan, 1998), and 91.1% in Tunisia
(Akin et al., 1986b). Nevertheless, while this study revealed that the majority of women in
Kuwait initiated breastfeeding, less than one-third of infants were fully breastfed and the
use of prelacteal feeds was very common. Subsequently only one in ten infants had been

exclusively breastfed since birth.

There is evidence that the implementation of the Baby Friendly Hospital Initiative (BFHI)
in maternity hospitals improves breastfeeding practices (Wright et al., 1985; Hofvander,
2005; Perez-Escamilla, 2007). None of the hospitals in this study were BFHI accredited at
the time of the study and it is clear from the results of this study that two of the BFHI Ten
Steps to Successful Breastfeeding i.e. “Help mothers initiate breastfeeding within half an
hour of birth” and “Give newborn infants no food or drink other than breast milk, unless
medically indicated”, were clearly not practiced in the participating hospitals. In addition,
the majority of women had not attempted to breastfeed until 24 or more hours after birth,
contributing to the high incidence of prelacteal feeding. Furthermore, almost one half of
mothers did not practice 24 hour rooming-in, while the vast majority of women were not
encouraged to demand feed their infants and most women were dissatisfied with the

amount of breastfeeding support and advice that they were offered whilst in hospital.

The number of BFHI accredited hospitals in Middle Eastern countries (standardised /
100,000 women of childbearing age) as at 2002 is summarized in table 4.6. The figures
shown in table below might explain, in part, differences in breastfeeding rates between the
Middle Eastern countries. It is clear from the findings of our study that the 10 Steps to
Successful Breastfeeding are not being practiced in Kuwait maternity units and that the
Kuwait Ministry of Health would do well to encourage, or better still, require that all

hospitals with maternity units work to achieve BFHI accreditation.
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Table 4.6: Comparison of the number of BFHI accredited hospitals in Middle Eastern
countries standardised by the number of live births.

BFHI accredited

Country Births (1000) hospitals BFHI hospitals/ 1000 births
Oman 68 51 0.750
Bahrain 12 6 0.500
Lebanon 63 21 0.333
Iran 1405 376 0.268
Eygpt 2006 122 0.061
Turkey 1433 83 0.058
U.AE. 77 4 0.052
Kuwait 59 2 0.034
Iraq 871 24 0.028
Syria 544 13 0.024
Jordan 172 3 0.017
Saudi Arabia 506 2 0.004
Qatar 13 0 0.000

Data Sources: (Annon., 2010c), (UNICEF., March 2002), (WHO, 2010a)

The practice of delayed breastfeeding initiation deprives infants of the benefits of
colostrum (Uruakpa, 2002) and delaying initiation beyond 2 hours postpartum has been
associated with shorter breastfeeding duration (Nakao et al., 2008). The practice has been
reported in Kuwait where only 4.5% of infants were breastfed within one hour of birth
(Al-Nesef et al., 1996) and in other Middle Eastern countries; for example, only 6% of
mothers in an Iranian study (Marandi et al., 1993) breastfed within 5 hours of delivery,
while in an Egyptian study (EI-Mougi et al., 1981) most women (71.6%) gave the first
breastfeed after more than 36 hours after delivery. Similarly, only 10% of Turkish
mothers breastfed their infants within the first hour of birth with most women (90%)

initiating breastfeeding after the first two days of birth (Ergenekon-Ozelci et al., 2006).

As a consequence high rates of prelacteal feeding have been reported among populations
of Middle Eastern women. While lower rates than this study were reported in a Lebanese
study (Batal & Boulghaurjian, 2005) where 49% of women offered prelacteal feeds, 61.0%
in a Jordanian survey (Annon., 2003) and 60.2% in an lragi study (Abdul Ameer et al.,
2008), prelacteal feeding was almost universal in an Iranian study (Froozani, 1992) where
96.1% of mothers gave sugar water as the first feed after birth. Reported rates of prelacteal
feeding in Egypt ranged from 48.8% (Hakim & El-Ashmawy, 1992) to as high as 97.6%
(EI-Mougi et al., 1981). In addition to prelacteal feeding, mixed feeding during the
hospital stay was common in this study and is a practice which has been shown
consistently to be negatively associated with the initiation of breastfeeding in Egypt

(Hossain et al., 1991; Hossain et al., 1994; Hossain et al., 1995) and the duration of
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exclusive breastfeeding in Turkey (Alikasifoglu et al., 2001), Saudi Arabia (Shawky &
Abalkhail, 2003; Ogbeide et al., 2004) and Western countries (Blomquist et al., 1994;
Hornell et al., 2001a; Hornell et al., 2001b).

High rates of delayed breastfeeding initiation and prelacteal feeding in various Muslim
cultures are related to the traditional beliefs held by women that colostrum should not be
fed to the infant because it is of limited nutritional value or might harm the infant (Gatrad
& Sheikh, 2001). For instance, Pakistani (Khadduri et al., 2008), Somali (Steinman et al.,
2009) and Turkish (Ergenekon-Ozelci et al., 2006) women reportedly believe colostrum to
be dirty, stale milk that has been stored in the breast for 9 months. Similarly, Gambian
women (Semega-Janneh et al., 2001) believe that colostrum is “hot milk” which could
give their baby stomach-ache and diarrhoea, while some Pakistani women (Khadduri et al.,
2008) believe that colostrum might even Kill their infant. Similarly, a recent study of
Lebanese women identified a number of cultural beliefs that might discourage women
from breastfeeding including having “bad milk” and the ability to transmit maternal
abdominal cramps to infants through breastfeeding (Osman et al., 2009). These beliefs,
while more common in less literate women (Ergenekon-Ozelci et al., 2006), are firmly
entrenched and often reinforced by religious leaders (Ergenekon-Ozelci et al., 2006) and
elders, both female and male (Semega-Janneh et al., 2001) and supported by traditional

birthing assistants (Semega-Janneh et al., 2001) and family members (Osman et al., 2009).

As this study did not expressly ask women about their beliefs related to the value of
colostrum it is not known if this negative view of colostrum is prevalent amongst Kuwaiti
women and can help explain the high rates of delayed breastfeeding and prelacteal feeding
observed. The reasons for the high prevalence of these practices amongst Kuwaiti and the
associated beliefs and attitudes warrant further investigation of both mothers,
grandmothers and health professionals and are probably best studied using qualitative
research methodologies which are better suited to eliciting information on sensitive issues

than the quantitative methodology employed in this study.

The current study failed to find an association between breastfeeding initiation or
prevalence at discharge and a variety of socio-demographic factors that have been reported
to be associated with breastfeeding initiation in other studies of Middle Eastern women.
For instance, no positive association was found between maternal age and breastfeeding

initiation previously reported in an earlier study in Kuwait (Al Bustan & Kohli, 1988) and
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in other studies of Middle Eastern women in the United Arab Emirates (UAE) (Al-
Mazroui et al., 1997; Osman & EI-Sabban, 1999) and Saudi Arabia (Khattab, 2000).
Similarly, no association was found for breastfeeding initiation with level of maternal
education, whereas an earlier study in Kuwait (Al Bustan & Kohli, 1988) and studies
conducted in Lebanon (Batal et al., 2006), Saudi Arabia (Al-Frayh, 1989) and Qatar
(Kayyali & Al-Tawil, 1989) all reported an inverse association between maternal level of
education and the initiation of breastfeeding. Conversely, a study in Egypt reported that
educated mothers were more likely to initiate breastfeeding earlier and to exclusively
breastfeed their infants in the first week of life than less educated women (Hakim & El-
Ashmawy, 1992), which is consistent with most studies from Western countries (Scott &
Binns, 1999).

Of interest in this study was the finding that non-Kuwaiti mothers who were from other
Arab countries were more likely than Kuwaiti-born women to initiate breastfeeding and to
exclusively breastfeed their infants. It is unclear why this should be the case as the
reported rates of breastfeeding initiation in other Middle Eastern countries are similar to
those reported for this study, so this association does not reflect necessarily a cultural
difference in breastfeeding initiation rates. However, the majority of women from other
Arab countries living in Kuwait have accompanied their husbands who are generally
working in Kuwait on temporary visas as semi-skilled workers. As such these women are
likely to be less well educated than Kuwaiti born women. As stated previously, an inverse
association between maternal level of education and the initiation of breastfeeding has
been reported for women from Lebanon (Batal et al., 2006), Saudi Arabia (Al-Frayh, 1989)
and Qatar (Kayyali & Al-Tawil, 1989).

A number of biomedical factors were investigated that other studies had shown to be
associated with the initiation of breastfeeding. Consistent with other studies of Middle
Eastern women in the UAE (Al-Mazroui et al., 1997) and Saudi Arabia (Shawky &
Abalkhail, 2003), we found that women who had delivered by caesarean section were less
likely to be exclusively breastfeeding at discharge. Newborns are often taken to a nursery
following a caesarean section delivery to allow the mother to rest after her operation,
making it difficult for her to establish breastfeeding and increasing the likelihood of the
infant receiving prelacteal and supplementary formula feeds. This negative association has
been reported also in a studies of Western (Scott & Binns, 1999) and Chinese women (Qiu

et al., 2009), and having delivered by caesarean section has been associated with the
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delayed onset of lactation (Scott et al., 2007). We also found that admission of an infant to
the SCN was negatively associated with the initiation of breastfeeding and the likelihood
of a mother exclusively breastfeeding at discharge from hospital, a finding that has been

reported also in studies of Western women (Scott et al., 2006a).

Social support from a woman’s partner or other family members has been shown to affect
the mother’s decision to initiate breastfeeding and we found a significant independent
association between the husband’s preference for breastfeeding and breastfeeding at
discharge. Two studies of women in Saudi Arabia have investigated the influence of
paternal attitudes on breast feeding outcome with one finding that mothers were more
likely to initiate breastfeeding if their partners supported breastfeeding and encouraged
them to initiate exclusive breastfeeding (Ogbeide et al., 2004), whereas the second study
found no association between the Saudi father’s attitude towards breastfeeding and
breastfeeding initiation (Al-Ayed & Qureshi, 1998). The degree to which a woman’s
partner will influence her decision to breastfeed varies according to the woman’s age,
social class and cultural or ethnic background (Matich & Sims, 1992). For instance
Anglo-American women identified their husband as being their major source of support
regarding infant feeding decision and less often turned to their mother. On the other hand,
women of Latin American origin were more likely to consult their mother on infant
feeding matters, although husbands were responsible for most other family decisions
(Bryant, 1982). Studies of Muslim women have highlighted the importance of
grandmothers both in providing practical support and as major influences on infant feeding
decisions (Ergenekon-Ozelci et al., 2006; Khadduri et al., 2008).

The majority of mothers in this study reported that breast milk is better for the baby.
There was a similar finding in one Jordanian study where high percentage of mothers
(77%) reported “Breastfeeding is better for the baby’s health” as the main reason for
participating in full breastfeeding in Jordan (Khassawneh et al., 2006) and ninety three per
cent in Maldives (Abdulraheem & Binns, 2007). One third of mothers who altered from
breastfeeding to formula feeding justified their change as milk insufficiency. A number of
Middle Eastern studies documented milk insufficiency as the most cited reason for early
breastfeeding cessation as reported by 53% mothers in Turkey (Kocturk, 1986), 52% in
Saudi Arabia (Al-Ayed & Qureshi, 1998), 74% in Egypt (Hossain et al., 1991), 39% in
Iran (Marandi et al., 1993), 33% in UAE (Al-Mazroui et al., 1997) and 33% in Jordan
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(Khassawneh et al., 2006). Similar findings were observed in Western countries where

30% of mothers reported diminishing milk supply (Arthur et al., 2003).

4.7 Conclusion

Although the initiation of breastfeeding is almost universal amongst women in Kuwait,
few women fully breastfeed their infants. The reasons for the high use of prelacteal and
supplementary formula feeds warrant further investigation. Hospital policies and staff
training are needed to help mothers initiate breastfeeding within a half-hour of birth and to
discourage the early introduction and unnecessary use of infant formula in hospital, in
order to support the establishment of exclusive breastfeeding among mothers in Kuwait.
Governmental health services need to emphasize and support the importance of regular
training programs to all hospital staff, especially those involved in antenatal clinics and
maternity wards, as they can influence the early infant feeding practices among the new
generation of mothers. As a first step, a Health Ministry policy mandating that all
government-funded hospitals follows the Ten Steps to Successful Breastfeeding and attain
Baby Friendly Hospital Initiative accreditation would do much to promote and establish

successful exclusive breastfeeding amongst Kuwaiti women.
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Chapter 5 Determinants of breastfeeding duration

5.1 Introduction
5.1.1 Background

The WHO recommends that infants should be exclusively breastfed for the first six
months of life, a global recommendation to protect and improve the health of the public
from infancy and into later life (WHO, 2003). This study has shown however, that in
Kuwait the majority of newborns do not benefit from exclusive breastfeeding as a
consequence of the delayed initiation of breastfeeding and the subsequent high use of

prelacteal feeds and supplementary formula whilst in hospital (Chapter 4).

Breastfeeding duration can be influenced by a complex mix of factors which are
documented in the literature as socio-demographic, biomedical, health-care attributes,
psychosocial factors, community attributes, and public policy factors (Yngve &
Sjostrom, 2001a). Those factors associated with breastfeeding duration in Middle
Eastern countries have been reviewed previously in Chapter 1 and are summarised in
Table 5.1 and 5.2.

5.1.2 Overview of results

In this chapter the prevalence of breastfeeding at selected time-points from hospital
discharge to 26 weeks is presented in Table 5.3. Univariate survival analysis is used to
identify the socio-demographic (Section 5.3.1), biomedical (Section 5.3.2), hospital
practices (section 5.3.3) and psychosocial (Section 5.3.4) factors associated with
breastfeeding duration. Finally those factors that are independently associated with

breastfeeding duration are presented in Table 5.4.
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Table 5.1: Socio-demographic and biomedical factors associated with longer

breastfeeding duration

Maternal age
Older

Level of maternal education

Higher level

Lower level

Multiparity

Previous successful

breastfeeding experience

(Akin et al., 1986b; Al Bustan & Kohli, 1988; Amine et al.,
1989; Al-Nasser et al., 1991; Kordy et al., 1992; Al-Shehri et
al., 1995; Batal et al., 2006)

(Anokute, 1988; Osman & El-Sabban, 1999; Roudbari et al.,
2009)

(Rakhshani & Mohammadi, 2009); (Hajian-Tilaki, 2005);
Al Bustan & Kohli 1988; (Al-Jassir et al., 2004); Amine et
al., 1989; Al-Shehri et al., 1995; Al-Mazrou et al., 1994
(Shiva & Nasiri, 2003); (Batal et al., 2006); (Al-Sahab et al.,
2008); (Rakhshani & Mohammadi, 2009); (Amine et al.,
1989); (Hajian-Tilaki, 2005)

(Alikasifoglu et al., 2001); (Khattab, 2000)

Table 5.2: Factors negatively associated with breastfeeding duration

Higher social or income
status

Maternal employment

Caesarean delivery

Length of stay in NICU
Use of prelacteal feeds
Use of infant formula in

hospital

Al Bustan & Kohli 1988;Kayyali & Al-Tawil, 1989

Al Bustan & Kohli, 1988;Kayyali & Al-Tawil, 1989;Al-
Shehri et al., 1995;Musaiger & Abdulkhalek, 2000;Sharief
et al., 2001; Hajian-Tilaki, 2005;Khassawneh et al., 2006

Shawky & Abalkhail, 2003;Shiva & Nasiri, 2003;0gbeide
et al., 2004; Khassawneh et al., 2006

Kayyali & Al-Tawil, 1989

Marandi et al., 1993

Alikasifoglu et al., 2001;Shawky & Abalkhail, 2003;
Ogbeide et al., 2004

Kuwaiti infant feeding studies or national surveys have not been routinely conducted,

thus it is difficult to assess a secular trend in breastfeeding duration. However, on the

basis of available data the mean duration of overall breastfeeding appears to have

declined steadily from somewhere between 6.4 months (Al Bustan & Kohli, 1988) and
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5.83 months (Amine et al., 1989) in the late 1980s to between 5.3 (MOH, 1996) and 4.9
months (Al-Awadi & Amine, 1997) in the late 1990s. No more recent data on mean
breastfeeding duration was found following an extensive review of the literature
(Chapter 2). Regular breastfeeding surveillance is essential to be able to determine to
what extent national breastfeeding targets are being met and how breastfeeding practices
are changing over time. An insufficient amount of breastfeeding surveillance data over
the past forty years is available for Kuwait and research on current infant feeding
practices is needed. It is important to recognize factors that influence women’s potential
to breastfeed for the recommended duration so that women who are least likely to
initiate breastfeeding or to breastfeed for the recommended duration can be targeted in
breastfeeding promotion and education programmes.

While many surveys on infant feeding practices have been carried out in the Middle East,
the determinant variables included have not been constant across the surveys or through
the years. Similarly, the outcome variables have been inconsistently measured with
many studies either failing to provide a clear definition of breastfeeding (e.g. whether
exclusive, full or any) or using alternative definitions to those recommended by the
WHO. Inconsistencies in the way in which both exposure and outcome variables are
measured makes comparison of studies both within and between countries difficult, if
not impossible.

Unlike Western countries, the trends of breastfeeding in the Middle East have not been
well studied, recorded and monitored properly over the years (Chapter 2). There is a
lack of baseline breastfeeding practices information and its change over time in most
Middle Eastern countries as well as in Kuwait. The trends in breastfeeding initiation
and duration cannot be monitored unless there is accurate baseline information to form
the basis of any future research. These types of data are best collected from a
longitudinal observational study to examine breastfeeding prevalence over time. The
purpose of this study was to report the prevalence of breastfeeding up till 6 months of
age and to determine the factors associated with duration of any, and full breastfeeding

up to six months post partum among women in Kuwait.
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5.2 Breastfeeding duration

As reported in Chapter 4, 85% of women left the hospital breastfeeding, with only
10.5% of infants being exclusively breastfed. The majority of women were partially
breastfeeding (55%), with only 30% of mothers fully breastfeeding. Prelacteal feeding
was the norm (81.8%). At six months of age, thirty nine percent of mothers were still
feeding their infant any breast milk and none of the women were fully or exclusively
breastfeeding (Table 5.3). The median duration of any breastfeeding duration was (13.9
weeks). Figure 5.1 illustrates the decline in any and full breastfeeding over the six
month period.

Table 5.3: Prevalence (percentage and 95% CI) of breastfeeding from
hospital discharge to 26 weeks

Any BF Full BF Exclusive BF
At discharge 84.8 (81.2-88.4) 30 (25.2-34.4) 10 (7.4-13.6)
6 weeks 61 (55.5-65.5) 28 (22.9-33.1) 4(1.8-6.2)
12 weeks 53 (47.3-58.7) 22 (17.3-26.7) 2(0.7-4.1
18 week 41 (35.4-46.6) 14 (10.0-18.0) 1 (0.0-2.6)
26 weeks 39 (33.4-44.6) 0 0

Figure 5.1: Any breastfeeding duration compared to full breastfeeding duration
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5.3 Factors associated with breastfeeding duration-Univariate Analyses
Survival analysis was used to examine the duration of breastfeeding as it provides a
good understanding of breastfeeding behaviour over time. This type of analysis was
used due to the presence of censored data from those cases who were still breastfeeding
at the end of the study (26 weeks) or at the time they dropped out of the study. Survival
plots based on Kaplan Meier estimates were used to illustrate the duration of
breastfeeding and the log rank test was used to assess the equality of the survival curves

and identify which factors were univariately associated with breastfeeding duration.

5.3.1 Association between socio-demographic factors & any breastfeeding
duration
5.3.1.1 Maternal age

There was a significant association between maternal age and the duration of any
breastfeeding (Log rank ¥ 6.766 df 2 p<0.034) (Figure 5.2). At six months, 27% of
mothers less than 25 years old # were still breastfeeding compared to 44% of 25-34
years old and 36% of 35 years or older. Mothers aged less than 25 years were
significantly less likely to be breastfeeding at six months compared with mothers aged
25-34 years of age (Log rank y2 6.566 df 1 p<0.01).

Figure 5.2: Association between maternal age and any breastfeeding duration
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5.3.1.2 Level of maternal education

More mothers (41 %) with 12 or more years of education were still breastfeeding at six
months compared to 35% of those who had less than 12 years of education. This
difference however was not statistically significant (Log rank »? 0.708 df 1 p=0.400)
(Figure 5.3).

Figure 5.3: Association between maternal level of education and any breastfeeding duration
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5.3.1.3 Mother’s occupation

More women with managerial and professional jobs were still breastfeeding at six
months (50%), compared to those in unskilled occupations (42%), housewives or
unemployed women (37%) and sales & clerical (30%). This difference however, was
not statistically different (Log rank y* 5.958 df 3 p=0.114) (Figure 5.4).

Figure 5.4: Association between mother’s occupation and any breastfeeding duration
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5.3.1.4 Father’s occupation

Father’s occupation had significant association with any breastfeeding duration (Log
rank y2 20.449 df 3 p=0.001) (Figure 5.5). The pairwise test showed that women whose
husbands worked as managers or in professional occupations were significantly more
likely to have longer breastfeeding duration than those of sales and clerical occupations
(p=0.002) or of unskilled jobs (p=0.001). Mothers whose husband had managerial or
professional occupations (59%), sales or clerical jobs (39%), unskilled occupations &

those few with no jobs (32%) were breastfeeding at 26 weeks.

Figure 5.5: Association between father’s occupation and any breastfeeding duration
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5.3.1.5 Mother’s country of birth

Duration of any breastfeeding was significantly associated with mother’s country of
birth (Log rank y2 27.429 df 2 p=0.001) (Figure 5.6). There was a significant difference
in duration of breastfeeding between the groups of mothers. Women from other Arab
countries were significantly more likely to breastfeed for longer duration than women
from Kuwait and other Gulf States (p<0.001) but not significantly different from those
of other world countries (p= 0.155). At 26 weeks postpartum (56%) of women from
other Arab countries were breastfeeding compared with (29%) of Kuwaiti women and
(36%) of women from other world countries.

Figure 5.6: Association between mother’s country of birth and any breastfeeding duration
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5.3.2. Association between biomedical factors & any breastfeeding

duration

5.3.2.1 Parity

There was a significant association between parity in mothers and any breastfeeding
duration (Log rank y? 5.918 df 1 p=0.015) (Figure 5.7). First time mothers (primiparous)
were significantly less likely (29%) to be breastfeeding at 26 weeks compared with 43%

of women with more than one child (multiparous).

Figure 5.7: Association between parity and any breastfeeding duration
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5.3.2.2 Method of delivery

The method of delivery had no association with any breastfeeding duration (Log rank >
0.392 df 1 p=0.531) (Figure 5.8). A similar proportion of mothers who had had a
vaginal delivery (40%) were breastfeeding at 26 weeks compared with women who had
undergone a caesarean section (38%).

Figure 5.8: Association between method of delivery and any breastfeeding duration
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5.3.2.3 Early infant-to-breast contact (Time of first feed)

There was a significant association between time of first breastfeed and any
breastfeeding duration (Log rank y2 11.864 df 2 p=0.003) (Figure 5.9). More women
(51%) who had put their infants to their breast within 6 hours of delivery were still
breastfeeding at 26 weeks than women who had delayed infant-to-breast contact to more
than 24 hours post delivery (34%), or who gave breast milk between 6-24 hours (41%).
Women who initiated breastfeeding more than 24 hours post delivery were more likely
to have discontinued breastfeeding at any time before 6 months compared with women
who initiated breastfeeding within the first 6 hours post delivery (Log rank > 10.332 df
1 p=0.001).

Figure 5.9: Association between time of first breastfeed and any breastfeeding duration
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5.3.2.4 Infant’s first feed

There was a significant association between infant’s first feed postpartum and the
duration of any breastfeeding (Log rank y* 5.057 df 1 p=0.025) (Figure 5.10). More
women who had given their infants breast milk or colostrum (49%) were still offering
their infants any breast milk at 26 weeks compared to mothers who had given prelacteal

feeds of formula or other fluids (37%).

Figure 5.10: Association between infant’s first feed and any breastfeeding duration
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5.3.2.5 Infant health prior to discharge
Whether or not an infant had been admitted to the Special Care Nursery (SCN) was used

as a proxy for infant health in the early postpartum period. There was no association
between any breastfeeding duration and admission to the SCN (Log rank y* 2.206 df 1
p=0.138) (Figure 5.11). At six months, 34% of infants who had been admitted to the
SCN were being breastfed compared with 40% of those who had not been admitted to
the SCN.

Figure 5.11: Association between Infant’s health prior to discharge and any breastfeeding
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5.3.2.6 Age of introducing a pacifier

There was a significant association between age of introducing a pacifier and any
breastfeeding duration (Log rank y? 23.120 df 2 p<0.001) (Figure 5.12). Women who
introduced a pacifier at an early stage of infant’s life (before 2 weeks) were more likely
to have short breastfeeding duration than those who introduced at 2 weeks or more (p=
0.007) and than those who were not using a pacifier at 26 weeks (p< 0.001). Only 24%
of mothers who introduced a pacifier from birth to less than two weeks were still
breastfeeding at 26 weeks compared with those who introduced a pacifier after two

weeks or more (40%), and those who never used a pacifier (48%).

Figure 5.12: Association between age of introducing a pacifier and any breastfeeding
duration
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5.3.3 Association between hospital practices & any breastfeeding

duration

5.3.3.1 Attendance of antenatal classes

There was no association between mother’s attendance at antenatal classes and any
breastfeeding duration (Log rank y* 0.351 df 1 p= 0.554) (Figure 5.13). A similar
proportion of women, who had attended antenatal classes for this, or a previous
pregnancy, were still breastfeeding at 26 weeks, compared with women who had never
attended antenatal classes (39% versus 41%). However, there were only 8% of mothers
who attended classes for this or for previous pregnancy and the rest of the women (91%)
did not attend any classes. Therefore, if small sample size it may not be powered to

detect a difference.

Figure 5.13: Association between attendance of antenatal classes and any breastfeeding
duration
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5.3.3.2 Rooming-in

The practice of rooming-in prior to discharge from hospital was not associated with any
breastfeeding duration (Log rank y2 0.054 df 1 p= 0.817). At 26 weeks 37% of women
who had roomed-in were breastfeeding compared with 41% of women who had not
roomed-in with their infants (Figure 5.14).

Figure 5.14: Association between rooming-in and any breastfeeding duration

o
=
1

2
o
1

o
in
|

o
I
1

Proportion any breastfeeding
4

o
8]
|

o
a
1

Baby roomed in 24 hrs

—124 hrs
==""not 24 hrs

o
o
1

1 1 [} I
4 =] 12 16 20 24 28

I 1 1

[= ]

Duration of any breastfeeding (weeks)

195



5.3.3.3 Demand feeding

Whether or not a woman was feeding on demand at discharge was significantly
associated with duration of any breastfeeding (Log rank y* 7.180 df 1 p=0.007) (Figure
5.15). More women who breastfed on demand (42%) were still breastfeeding at 26

weeks compared with (31%) of women who were not breastfeeding on demand.

Figure 5.15: Association between demand feeding and any breastfeeding duration

Dermand Feeding

—yes
]

o
=l
1

o
@
1

o
n
|

o
I
1

Proportion Breastfeeding

o
A
1

o
fa
|

o
1

o
o
1

I I I I I I I
4 =1 12 16 20 24 28

(=

Duration of Any Breastfeeding (weeks)

196



5.3.4 Association between psychosocial factors & any breastfeeding

duration

5.3.4.1 Intended breastfeeding duration

Maternal intention of breastfeeding duration showed a significant association with actual
duration of any breastfeeding (Log rank > 29.275 df 1 p<0.001) (Figure 5.16). The
numbers of mothers who intended to breastfeed for 6 months or more and were still

breastfeeding at six month was double (50%) those who reported that they were

intending to breastfeed for less than 6 months or were not decided (25%).

Figure 5.16: Association between intended breastfeeding duration and any breastfeeding

duration

Proportion any breastfeeding
= 2 o2 o o
("] E-Y [4;] m =]
1 | 1 | I

=
&
I

017

0.0=

! 1 I I ! |
4 =1 12 16 20 24

Duration of any breastfeeding (weeks)

197

Intended hreastfeeding
duration

~I =8 months or undecided

__p=more or equal to 6
morths

28



5.3.4.2 Timing of breastfeeding decision

There was no significant association between the timing of infant’s feeding decision
made by the mother and any breastfeeding duration (Log rank y* 0.348 df 1 p=0.555)
(Figure 5.17). Just over one third (38%) of mothers who decided before pregnancy were

still breastfeeding at 6 months compared to (42%) of mothers who decided after delivery.

Figure 5.17: Association between timing of breastfeeding decision and any breastfeeding
duration
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5.3.4.3 Father’s attitude towards breastfeeding

There was a significant association between father’s attitude towards breastfeeding and
any breastfeeding duration (Log rank %? 9.160 df 1 p=0.002) (Figure 5.18). More infants
whose father preferred breastfeeding were still breastfed at six months compared to
those whose father did not prefer breastfeeding or were ambivalent towards it (42%

versus 25%).

Figure 5.18: Association between father’s attitude towards breastfeeding and any
breastfeeding duration
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5.3.4.4 Maternal grandmother’s attitude towards breastfeeding

There was significant association with maternal grandmother’s attitude towards
breastfeeding and any breastfeeding duration (Log rank y? 6.327 df 1 p=0.012). More
women whose own mother (i.e. their infant’s maternal grandmother) had a breastfeeding
preference were still breastfeeding at six months of age compared to those whose mother
preferred bottle feeding or were ambivalent about how they fed their infants (41%
versus 11%) (Figure 5.19).

Figure 5.19: Association between maternal grandmother’s attitude towards breastfeeding
and any breastfeeding duration
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5.3.4.5 Maternal grandmother had breast-fed any of her children

There was no significant association between maternal grandmother having breastfed
any of her own children and any breastfeeding duration (Log rank %2 0.14 df 1 p= 0.906)
(Figure 5.20). A similar proportion of women whose own mother breastfed any of her
children were still breastfeeding at week 26 (39%) compared with those whose mother

did not breastfeeding any of her children (37%).

Figure 5.20: Association between maternal grandmothers had breastfed any of her children
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5.3.4.6 Maternal employment status

a- Past employment status

There was no significant association between past employment status of mother and any
breastfeeding duration (Log rank y2 0.796 df 1 p=0.372). The percentage of mothers
who were employed before pregnancy and were still breastfeeding at week 26 was 37%
and 41% of those who were not employed before delivery were still breastfeeding at the

same point of time (Figure 5.21).

Figure 5.21: Association between past employment status and any breastfeeding duration
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b- Future employment intentions

Mother’s intentions for future employment was significantly associated with any
breastfeeding duration (Log rank »* 7.989 df 2 p=0.018) (Figure 5.22). Just over one
third (35%) of those who intended to work or study after delivery were still

breastfeeding at six months and compared with 41% of those who did not plan to return

to work or study or were undecided.

Figure 5.22: Association between employment status postpartum and any breastfeeding
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5.3.5 Association between full breastfeeding duration & selected factors
A similar analysis was performed investigating the determinants of the duration of full
breastfeeding. As no women were fully breastfeeding at 26 weeks, the proportion of
women fully breastfeeding at 18 weeks were compared. Only those factors for which a
significant association was found are presented. There were too few women who
exclusively breastfeeding to warrant a statistical analysis investigating the determinants

of exclusive breastfeeding.

5.3.5.1 Demand Feeding

A significant association was found between demand feeding in hospital and duration of
full breastfeeding (Log rank y? 6.846 df 1 p=0.009) (Figure 5.23). Seventeen percent of
mothers who were demand feeding their infants fully breastfed their infants at week 18

compared to 9% of those who fed according to a schedule.

Figure 5.23: Association between demand feeding and full breastfeeding duration
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5.3.5.2 Father’s preference of breastfeeding

Father’s preferred method of feeding, as reported by his wife, had a significant
association on fully breastfeeding duration (Log rank y2 11.994 df 1 p<0.001) (Figure
5.24). The proportion of women who perceived their partner to have an apparent
preference for breastfeeding and were fully breastfeeding at 26 weeks was double that of
women who thought that their husbands either preferred bottle feeding or were

ambivalent about how they fed their infants (16% versus 8%).

Figure 5.24: Association between father’s preference of feeding and full breastfeeding
duration
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5.3.5.3 Maternal grandmother’s preference for breastfeeding

There was a significant association with whether or not a woman perceived her own
mother to prefer breastfeeding (Log rank y2 5.917 df 1 p=0.015) (Figure 5.25). At week
18, more women who perceived their own mother preferred breastfeeding (15%) were
still fully breastfeeding compared with women who perceived their mothers to prefer

bottle-feeding or to be ambivalent about how they fed their newborn (6%).

Figure 5.25: Association between maternal grandmother preference of feeding and full
breastfeeding duration
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5.4 Factors associated with breastfeeding duration

5.4.1 Multivariate Analyses

A multivariate Cox regression analysis was performed to identify those factors
independently associated with the risk of the cessation of breastfeeding at any time up to
26 weeks. Variables reported in the literature to be associated with breastfeeding
duration were included in the full model which was then reduced using the backward
stepwise procedure. After adjusting for potential confounders a number of socio-
demographic, biomedical, and hospital related factors and one psychosocial factor were
found to have a significant association with the cessation of any breastfeeding (Table
5.2).

Women originating from other Arabic countries were at lower risk (adjHR 0.51; 95% CI
0.36-0.73) of having shorter duration of any breastfeeding than women from Kuwait and
other Gulf States. Mothers whose husband worked in sales and clerical jobs (adjHR
1.57; 95% CI 1.02-2.42) or unskilled jobs (adjHR 1.66, 95% CIl 1.09-2.53) were at
higher risk of shorter duration of any breastfeeding than the reference group which are
husbands employed in managerial and professional careers. Mothers who did not intend
to be employed/ studying part or full time at six months postpartum had longer any
breastfeeding duration (adjHR 0.68; 95% CI 0.50-0.93) than those who intended to be
employed.

Pacifier introduction was negatively associated with breastfeeding duration as those
mothers who introduced the pacifier before 2 weeks were more likely to have shorter
duration of any breastfeeding (adjHR 1.77; 95% CI 1.28-2.44) compared with those
women whose infant was not using a pacifier at 26 weeks. Early infant-breast-contact
was significantly associated with breastfeeding where women who delayed the contact
to 6 to 24 hours or to more than 24 hours had higher risk of shorter any breastfeeding
duration (adjHR 1.40; 95% CI 1.40-3.16). Mothers whose maternal grandmother did not
prefer breastfeeding or were ambivalent about it had earlier breastfeeding cessation
(adjHR 1.97; 95% CI 1.20-3.22) than the reference group.
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Table 5.4: Factors associated with shorter breastfeeding duration after adjustment
for potential confounders * (n=331)

Any BF Full BF
Variable n
Adj. HR Cl 95% Adj. HR Cl 95%
Sociodemography
Country of Mother’s Birth
Kuwait & Gulf States (Ref) 177 1.00 1.00
Other Arabic Countries 115 0.51 0.36-0.73 0.64 0.50-0.83
Other world countries 39 0.64 0.40-1.03 0.84 0.58-0.98
Father’s occupation:
Managers & professionals (ref) 88 1.00 NS
Sales & clericals 98 157 1.02-2.42
Unskilled occupations 142 1.66 1.09-2.53
No jobs 3 3.92 1.30-11.90
Mother intended to be
employed/studying part- or full
time at 6 months postpartum 128 1.00 1.00
Yes (ref) 185 0.68 0.50-0.93 0.78 0.62-0.99
No 18 1.28 0.72-2.29 0.28 0.78-2.12
Don’t know yet/undecided
Biomedical
Had breastfeeding problems
before 6 wks 145 1.00 NS
Yes (ref) 186 1.39 1.03-1.88
No
Age of infant when pacifier was
introduced 84 1.77 1.28-2.44 NS
< 2wks 48 1.06 0.69-1.62
>2 wks 199 1.00
Never used a pacifier (ref)
Hospital Practices
Early infant-to-breast contact
Birth-6 hrs (ref) 79 1.00 NS
6-24 hrs 67 1.62 0.97-2.70
More than 24 hrs 185 1.40 1.40-3.16
Infant demand feeding
Yes (ref) 238 NS 1.00
No 93 1.25 0.98-1.60
Psychosocial
Maternal grandmother prefers
breastfeeding 300 1.00 NS
Yes (ref) 31 1.97 1.20-3.22
No or ambivalent

*Insignificant variables included in the full models: maternal age, years of schooling, mother’s occupation, mother employment
status before birth, parity, vaginal delivery, gender, infants spent time in special care Nursery (SCN), type of infants first feed,
intended pregnancy, attended pregnancy classes, lowa score, pre-pregnancy BMI, rooming-in and demand feeding

The only factors which remained in the model and were associated with the cessation of
full breastfeeding before 26 weeks were mother’s country of origin and mother intended
be employed or studying part or full time at 6 months postpartum. Again, mothers who
came from other Arab countries (adjHR 0.64, 95% CI 0.50-0.83) or those who came
from other world countries (adjHR 0.84, 95% CI 0.58-0.98) were less likely to

discontinue full breastfeeding than those from Kuwait or other Gulf States. Mothers who
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did not intend to be employed or to be studying part or full time at six months
postpartum were less likely to discontinue full breastfeeding (adjHR 0.78, 95% CI 0.62-
0.99) than those who intended to return to work or study.

5.5 Discussion

The WHO recommends that infants should initiate breastfeeding within the first hour of
life and to be exclusively breastfed for the first six months, that is the infant receives
only breast milk without any additional food or drink, not even water (WHO, 2003).
However, in this study only 10% of infants had been exclusively breastfed since birth at
the time of discharge from hospital, the majority having received prelacteal and/or
supplementary feeds (81%) whilst in hospital. Only 4% of infants were still exclusively
breastfed at six weeks of age. The duration of any breastfeeding was also relatively
short with only 39% of infants still receiving breast milk up to six months. As this study
followed only women to 26 weeks mean duration could not be estimated however, the
median breastfeeding duration was short with 50% of infants not receiving any breast
milk after 13.9 weeks.

The prevalence of 39% (95% CI 33.4-44.6) of women breastfeeding at six months in
Kuwait identified in this study is significantly lower than the 59.1% (95% CI 57.6-60.6)
previously reported in the early 1990s (Al Rashoud & Farid, 1991). It is also lower than
recently reported rates for most other Middle Eastern countries. Iran has one of the
highest rates of breastfeeding at 6 months with most recent studies reporting between
92% and 98% of infants still being breastfed at this age (Hajian-Tilaki, 2005; Tabatabaei
et al., 2005; Koosha et al., 2008; Rakhshani & Mohammadi, 2009). In Jordan
approximately 75% of infants are still being breastfed at 6 months (JPFHS, 2003;
Mubaideen, 2004) and in Turkey between 65 and 77% of infants continue to be
breastfed at this age (Ertem et al., 2001a; Camurdan et al., 2008). The only Middle
Eastern country with recently reported prevalence rates lower than those reported here
was Lebanon where between 10 and 20% of children are still breastfed at 6 months of
age (Batal & Boulghaurjian, 2005; Al-Sahab et al., 2008).

5.5.1 Socio-demographic factors

Numerous studies worldwide have reported data on breastfeeding duration and
associated determinants. Previous studies in the Middle East have consistently shown a
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positive association between socio-demographic factors such as older maternal age
(Tunchbilek et al., 1983; Akin et al., 1986a; Al Bustan & Kohli, 1988; Al-Mazroui et al.,
1997), and lower level of maternal education (Al Bustan & Kohli, 1988; Anokute, 1988;
Amine et al., 1989; Al-Nasser et al., 1991; Kordy et al., 1992; Al-Shehri et al., 1995;
Batal et al., 2006). While in Western countries positive associations were observed with
older maternal age in studies carried out in USA (Kuan et al., 1999), Australia (Scott &
Binns, 1999), Canada (Evers et al., 1998; Dubois & Girard, 2003), breastfeeding
duration was positively associated with higher level of maternal education in these
women (Scott et al., 1999; Susin et al., 1999; Bertini et al., 2003; Taveras et al., 2003;
Hass, 2006). In this exploration of breastfeeding duration however, with the exception
of mother’s country of origin (associated with duration of any and full breastfeeding),
father’s occupation (associated with any breastfeeding duration) and whether a mother
intended to return to work or study within 6 months postpartum, we found no
independent association between the likelihood of discontinuing breastfeeding by six
months and any of the other socio-demographic factors investigated such as maternal

age and level of maternal education and mother’s occupation.

Studies worldwide have reported an association between different ethnicity within
countries and breastfeeding duration (Ludvigsson, 2003; Taveras et al., 2003). One
Middle Eastern study previously reported a significant difference in the duration of
exclusive breastfeeding between the different nationalities in the UAE of which the
Omani and UAE mothers had the longest duration compared to mothers originally from
Jordan, Egypt, Syria, Sudan and Palestine (Osman & EI-Sabban, 1999). A cross
sectional study in Egypt found significant differences in the duration of breastfeeding
and the mother’s origin, where mothers from traditional rural areas experienced the
longest duration compared to the other groups who lived in urban areas (EI-Mougi et al.,
1981). This study found significant differences between mother’s country of origin and
any and full breastfeeding duration. The mothers from other Arab countries were more
likely to have longer any and full breastfeeding duration compared with mothers from
Kuwait or the Gulf States countries. A recent study in Kuwait reported that Kuwaiti
mothers use bottle feeding more than the non-Kuwaiti mothers (Al Fadli et al., 2006)
which is consistent with our findings. Al Fadli et al (2006) proposed that such practice
could be explained by the lifestyle changes that occurred in Kuwait due to oil revenue
and through using modern technology similar to what happened in Western developed

countries in the 1960s and 1970s.
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There are a number of possible reasons to explain our finding that mothers from other
Arab countries breastfed for longer than Kuwaiti mothers. Firstly, mothers from other
Arab nationalities who are residing in Kuwait are coming to Kuwait temporarily from
countries such as Syria, Egypt and Lebanon to make a living through their husbands and
are most likely from poor rural areas. These mothers believe breastfeeding to be a
natural behaviour having grown up with and being surrounded by breastfeeding role
models including their mothers, aunts and sisters. Also the mothers from these countries
are less likely to be employed since they come to Kuwait temporarily with their husband
who is working on a fixed-term contract of certain years. Therefore they would be more
likely to stay home with their infant instead of having their own mother or a maid to care
for the baby and give formula during working hours. Additionally, mothers from other
Arab nationalities may be depending on one source of income and this can influence the
likelihood of breastfeeding due to the economic costs associated with formula feeding.
Moreover, non-Kuwaitis have less social life compared with Kuwaiti mothers because
the latter have their other relatives with whom they always offering help and assistance

with the newborn.

The other socio-demographic factor that was found to be associated with any
breastfeeding was father’s occupation where mothers whose husbands worked in sales
and clerical positions or unskilled occupations were at higher risk of early
discontinuation of any breastfeeding compared with managerial and professional careers.
Generally, families whose father is working in lower- paid occupations such as sales and
unskilled jobs are those who are categorized as low socio-economic status, and previous
studies reported a negative association between breastfeeding duration and low
socioeconomic status among Western women (Taveras et al., 2003; Thulier & Mercer,
2009) and amongst Middle Eastern women (Kocturk, 1988a; Marandi et al., 1993).

Maternal employment is one of the social variables that may negatively affect the
success of breastfeeding. This negative association between early return to work and
breastfeeding duration has been reported in numerous studies of women in the Middle
East (Al-Shehri et al., 1995; Musaiger & Abdulkhalek, 2000; Ertem et al., 2001b;
Sharief et al., 2001; Hajian-Tilaki, 2005; Khassawneh et al., 2006; Al-Hreashy et al.,
2008), and also in Western countries. Studies in the UK (Hawkins et al., 2007) and the

USA (Taveras et al., 2003; Berger, 2005) have shown that mothers who return to work
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soon after delivery discontinue breastfeeding earlier. Similarly, two recent Australian
studies have shown that mothers who return to work before 6 months were less likely to
be fully breastfeeding at six months and less likely to be still breastfeeding at 12 months
(Scott et al., 2006b; Cooklin et al., 2008). The results of these previous studies are
consistent with this study which showed that women who did not intend to return to
work or study part or full time at six months postpartum were more likely to have longer
any breastfeeding duration than women who had a prior intention to work postpartum.

5.5.2 Biomedical factors

The use of a pacifier before two weeks of age was found to be independently negatively
associated with any breastfeeding duration which is consistent with the international
literature, but this was the first study to investigate this association among Middle Eastern
women. Similarly, previous observational studies have shown a negative association
between use of pacifier before 4 weeks of age and being less likely to breastfeed at
different time points (Scott et al., 2006b) and shorter duration of full and overall
breastfeeding (Howard et al., 1999). Not giving a pacifier at hospital is one of the “Baby
friendly” practices that was associated with longer breastfeeding duration in the USA
(DiGirolamo et al., 2008). Numerous studies concluded that introducing a pacifier before
10 weeks caused high risk of the cessation of full breastfeeding by six months of age
(Clements et al., 1997; Aarts et al., 1999; Howard et al., 1999; Binns & Scott, 2002a) and
a negative impact on the overall duration of breastfeeding. The possible mechanism for
this association is still unknown (Soares et al., 2003), however some authors suggested
mechanisms related to reduction of the number of times the infant suckles per day leading
to less stimulation of the breast and less milk production (Aarts et al., 1999; Howard et al.,
1999; Vogel et al., 2001; Binns & Scott, 2002a). Nipple confusion is believed to cause
difficulty in obtaining milk from the breast because the infant cannot distinguish between

the two different suckling techniques of pacifier and breast (Neifert et al., 1995)

This study failed to find an association between breastfeeding duration and a number of
biomedical factors previously reported to be associated with breastfeeding duration. For
instance, previous Middle Eastern studies had shown a negative association between
caesarean delivery and breastfeeding duration (Hossain et al., 1995; Dennis, 2003,
Shawky & Abalkhail, 2003; Shiva & Nasiri, 2003; Ogbeide et al., 2004; Khassawneh et
al., 2006). This study however, did not find an association between length of

breastfeeding and mode of delivery which is similar to other infant feeding research
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(Scott et al., 2001; DiGirolamo et al., 2008). Similarly, numerous studies have
demonstrated an adverse effect of maternal smoking on breastfeeding duration (Amir &
Donath, 2002). However, in this study, maternal smoking was practiced by only 2.0%
during pregnancy and by 3.0% before pregnancy among this group of mothers, therefore

analysis was not practical.

High pre-pregnancy BMI has been associated with shorter duration of breastfeeding
(Linne, 2004; Baker et al., 2007). In the US, obesity before pregnancy had a negative
effect on breastfeeding duration where breastfeeding lasted 2 weeks less in women who
were obese before pregnancy than normal weight women (Li et al., 2003). However, a
positive association was found between obese mothers and longer breastfeeding duration
in an earlier study in Kuwait (Amine et al., 1989) but there was no association found in

this study between pre-pregnancy BMI and breastfeeding duration.

Although the univariate analysis found a significant association between parity and any
breastfeeding duration with multiparous mothers being less likely to terminate
breastfeeding at any time before six months than primiparous mothers, after controlling
for confounders, the association did not remain significant. A number of Western
studies failed to show a significant association between high parity and breastfeeding
duration (Hill et al., 1997; Adams et al., 2001). Among studies of Western countries the
association is less consistent (Scott & Binns, 1999) with, for example, one recent study
reporting that mothers who had prior breastfeeding experience had longer duration at six
weeks postpartum (Hass & Howard, 2006). However, the finding of this current study is
inconsistent with results for other Middle Eastern studies (Bertini et al., 2003; Shiva &
Nasiri, 2003; Simard et al., 2005; Batal et al., 2006; Al-Hreashy et al., 2008; Al-Sahab
et al., 2008) which reported a positive association between multiparity and breastfeeding
duration This could be explained that mothers who had more children may have more
experience in breastfeeding leading to more confidence in handling the infant than the

first time mothers who may experience more frustration and fear of failure.

5.5.3 Hospital-related factors

This study failed to show any independent association between duration of breastfeeding
and 24 hours rooming-in. However, after adjusting for potential confounding factors,
other hospital practices including early infant-to-breast contact was independently

positively associated with any breastfeeding and demand feeding was independently
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positively associated with full breastfeeding duration. Time of first breastfeeding as
well as frequency of breastfeeding on day two are positively associated with milk
volume on day 5 (Wambach et al., 2005). Delay of introducing breast milk (more than 6
hours after birth) to the infant has shown a negative association with breastfeeding
duration (Chaves et al., 2007; Nakao et al., 2008). Whereas, early breastfeeding
initiation (within six hours of birth) was associated with longer duration of breastfeeding
in Egypt (Hossain et al., 1995). Early-infant-breast contact is an important act to start

the establishment of breastfeeding successfully.

This study showed a positive association between demand feeding and duration of any
breastfeeding. Similarly a prospective study has shown that Australian infants who were
not breastfed on demand were less likely to be breastfed at six months (Pincombe et al.,
2008). Two main hormones are needed to produce milk, Prolactin and Oxytocin. The
hormone oxytocin which promotes the “oxytocin reflex mechanism” or “milk ejection
reflex” increases when there is skin-to-skin-contact and through suckling (WHO, 2009).
The full scale milk production begins within 24-48 hours of giving birth, a period called
“Lactogenesis” in which the hormone prolactin is released to help in this process (Riordan
& Countryman, 1980). Then, the pituitary gland hormone signals the body to make a large
amount of milk and body is ready for lactation, while extra blood pumps into “alveoli”
making the breast full, firm, with an abundance of milk. The underlying mechanism which
explains regulation of the rate of milk synthesis process is FIL (Feedback Inhibitor of
Lactation) which is an active whey protein that inhibits milk secretion as alveoli become
distended and milk is not removed. Its concentration increases with longer periods of milk
accumulation, down regulating milk production in a chemical feedback loop (Veldhuizen-
Staas, 2007). Hence, frequent, on-demand breastfeeding is necessary to aid the
establishment of successful breastfeeding. Therefore, there is a need for awareness among
mothers about this physiological mechanism that increases milk production through

frequent suckling on the breast.

This study investigated the impact of type of first feed on breastfeeding duration and a
statistically significant negative association was found with the use of prelacteal feeds in
the univariate analysis, but this did not remain significant when potential confounders
were controlled for. However, other studies had reported shorter breastfeeding duration

to be independently significantly associated with the use of prelacteal feeds (Froozani,
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1992; Ludvigsson, 2003). Formula feeding prior to lactogenesis is associated with a
significant delay of onset of milk production signifying the importance of milk removal
in increasing the efficiency of milk secretion (Wambach et al., 2005). Early
introduction of supplementary formula has been associated also with early
discontinuation of breastfeeding in many studies (Marandi et al., 1993; Blomquist et al.,
1994; Michaelsen et al., 1994; Alikasifoglu et al., 2001; Al-Hreashy et al., 2008).

5.5.4 Psychosocial Factors

Prenatal maternal intention is one of the psychological factors found to influence
breastfeeding duration. Consistent evidence in a review of the literature revealed that
intended duration is a strong determinant of actual duration (Scott & Binns, 1999). In an
Australian study identifying the determinants of breastfeeding at six months postpartum,
prenatal maternal intention and being keen to breastfeed were found to have a positive
impact on breastfeeding success (Forster et al., 2006) and that shorter intended
breastfeeding duration was negatively associated with early breastfeeding termination
(DiGirolamo et al., 2005; Chaves et al., 2007; Wilhelm et al., 2008). In contrast, this
study has shown that having a prior intention regarding breastfeeding duration of more
or equal to six months was not associated with any breastfeeding duration.

The support received from significant others may affect the breastfeeding practices of
mothers.  After controlling for potentially confounding factors, positive maternal
grandmother preference towards breastfeeding was independently positively associated
with breastfeeding duration. Consistently higher breastfeeding rates were reported in an
Australian study in women who perceived their own mother to prefer breastfeeding (Scott
et al., 2006b). Studies of Muslim women have highlighted the importance of grandmothers
both in providing practical support and as major influences on infant feeding decisions
(Khadduri et al, 2008 and Ergenekon-Ozelci et al. 2006). Advice received from their
mother and mother-in-law can have both a negative and positive affect on a woman’s
breastfeeding practices. For instance, breastfeeding is promoted in the Quran (Al Bagara,
233) and by elders as the desired way to feed an infant and the mean duration of
breastfeeding is longer in most Muslim countries than in Western countries (Chapter 2).
Although women of non-Kuwaiti origin residing in Kuwait may not be receiving similar
close-relative support because they live in another country, they tend to be keener about
breastfeeding their infants because they may be spending more time with their family

compared with Kuwaiti women who have more familial support from extended family
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members. Also, Kuwaiti mothers are receiving support and advice from various family
members to give mixed feeding instead of exclusive breastfeeding because they associate
the health of the baby with the weight of the infant as the heavier the baby the healthier he
or she is. Many Kuwaiti mothers encourage extra top up with formula feeding to ensure
the baby is satiated and to stop hunger cry. Possible reason is the influence of husbands of
non-Kuwaiti women as it may play a role in higher rates of breastfeeding among Arab

nationalities.

On the other hand, the high rates of delayed breastfeeding initiation and prelacteal
feeding are related to the traditional beliefs held by women from various Muslim
cultures that colostrum should not be fed to the infant because it is of limited nutritional
value or might harm the infant (Gatrad & Sheikh, 2001). These beliefs, while more
common in less literate women, (Ergenekon-Ozelci et al., 2006) are firmly entrenched
and reinforced by religious leaders (Ergenekon-Ozelci et al., 2006) and elders, both
female and male (Semega-Janneh et al., 2001). However, we do not knowledge if this is

the case in Kuwait since no studies reported data on beliefs among women in Kuwait.

A woman'’s breastfeeding decision has been shown consistently in Western studies to be
influenced by her partner’s preference for breastfeeding (Scott & Binns, 1999). Positive
paternal attitudes have been shown to have a positive impact on breastfeeding duration
in an Australian study where mothers who perceived their husband or partner to support
breastfeeding were less likely to have early breastfeeding cessation (Scott et al., 2006b).
Similarly, a study in the USA indicated that having a supportive father to the
breastfeeding decision was associated with successful breastfeeding (Kuan et al., 1999).
In our study, only the univariate analysis had shown the same finding as infants whose
father preferred breastfeeding were more likely to receive any breastfeeding at six
months. When confounding factors were controlled for, the association did not remain
significant. Nevetheless, there is some evidence from Middle Eastern studies that
support from a woman’s husband is important for breastfeeding success. A study of
women in Saudi Arabia has investigated the influence of paternal attitudes on breast
feeding outcome and found that mothers were more likely to initiate breastfeeding if
their partners supported breastfeeding and encouraged them to initiate exclusive
breastfeeding (Ogbeide et al., 2004) but no studies reported association with

breastfeeding duration. A Turkish intervention study indicated that the antenatal
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education programmes for husbands can have positive effects on their reproductive
health knowledge, attitudes and behaviours. Women whose husbands attended these
classes reported that their husbands became more supportive and communicative (Turan
etal., 2001).

5.6 Limiations related to results

Some of the results of this study maybe related to some of this study’s limitations
discussed earlier. Firstly, the proportion of women who had undergone caesarean section
in this study is three times that of the national average thus women who had undergone
caesarean section stay in hospital longer than those who had vaginal delivery (5 nights
versus 2 nights, respectively). While every attempt was made to recruit mothers within 72
hours and in most cases 48 hours, of delivery, women who had undergone a caesarean
section had a greater chance of being recruited because of their extended hospital stay.
Implications for this issue in recruitment is the possibility of influencing or increasing the
number of women who had partially breastfed their infants especially those infants spent
more time in the nursery and being cared for by the nurses to allow mothers to rest after
surgery. This may have led to bias in the selection of sample; hence, recruitment in
postnatal wards should take more efforts into recruiting all types of delivery equally.

Secondly, the effect of sample attrition in this longitudinal study may have an effect on the
results of duration data since the study started with a total of 373 women at discharge then
the proportion of women that was followed up at six weeks decreased to 293. An
implication of sample attrition in follow-up may affected the results related to association
between breastfeeding and other factors studied. While the direction of results whether
positive or negative is clear, the less the number of drop-out in this study, the more
powerful the interpretation and final conclusion of the follow-up data will be.

5.7 Conclusion

In conclusion, the results of this study revealed that exclusive breastfeeding duration was
shorter than the international WHO recommendation with no infants being either
exclusively or fully breastfed at six months of life. Furthermore, only 4 in 10 infants were
receiving any breast milk at this age. Interventions are needed to raise awareness of women

about the benefits of continued breastfeeding and to educate them about the importance of

217



early infant to breast contact. Health care professionals in maternity wards can be involved
in introducing mothers to successful suckling techniques soon after birth. Health
campaigns are needed to alert women to the negative consequences of early pacifier use on
breastfeeding duration. The role of family members, particularly maternal grandmothers,
should not to be underestimated in planning breastfeeding interventions. Community-
based interventions are needed to support women to breastfeed and to provide a supportive
environment. Close family members, especially husbands and maternal grandmothers,
should be targeted in these interventions to ensure higher rates of exclusive breastfeeding
and prolonged duration. Population-based educational programs providing accurate
health and nutritional information to improve duration of exclusive and overall

breastfeeding are essential key elements for public health policy makers.
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Chapter 6 Conclusions & Recommendations

6.1 Overview

The Kuwait Infant Feeding Study is the first longitudinal study of infant feeding practice in
Kuwait. The study aimed to identify contemporary breastfeeding practices and to
understand the determinants of breastfeeding initiation and duration for mothers of healthy
newborns living in this country. It provides useful baseline data for public health
practitioners in Kuwait for conducting further research and implementing breastfeeding
promotion interventions. The results should assist practitioners to identify the groups of
women who are at higher risk of not breastfeeding while in hospital or those at risk of

terminating breastfeeding early.

The limitations of this study can be taken into account to improve the design of future
studies. For instance, the small sample size was due to the fact that this study was carried
out by one person, therefore additional staff can help in recruiting more women and
avoiding drop-out rate during the follow up period. Another issue that needs to be taken
into account in future studies is to separate mothers from different hospitals to help identify
and analyze practices of the sample taken from every hospital individually. In this study, it
was not possible to identify sample from each individual hospital because data for each
mother were inserted into the database as a whole. Thus, comparison of infant feeding

practice from each individual health centre was not possible for analysis.

The proportion of women who had undergone a caesarean section in this study is three
times that of the national average. The average length of post-partum stay for Kuwaiti
public hospitals is a maximum of 2 nights for uncomplicated deliveries and 5 nights for a
caesarean section. While every attempt was made to recruit mothers within 72 hours , and
in most cases 48 hours, of delivery, women who had undergone a caesarean section had a
greater chance of being recruited because of their extended hospital stay. This issue could
be avoided in the future by including all the mothers with all types of delivery or women
who are discharged earlier could be possibly recruited from home. This will ensure
including mothers who had undergone all types of deliveries in the assessment of

breastfeeding behaviours.
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Additionally, with the data collection methodology employed, it was not possible to
ascertain the true method of feeding at discharge. Women were surveyed within 72 hours
of delivery, so for those women who delivered vaginally the method of feeding at the time
of completing the survey is likely to be the same as the method at discharge, however for
women who had delivered by caesarean section it probably reflects the feeding method 48
hours prior to discharge and hence may have been subject to change. However, data
collected in the 6 week follow-up survey confirmed that 97% of women who were
breastfeeding at the time of completing the baseline questionnaire left hospital
breastfeeding, indicating that this was a reliable definition of breastfeeding at discharge.
The remaining 3% of women identified as breastfeeding at discharge were lost to follow-
up and we were unable to confirm at the 6 week interview if they actually left hospital

breastfeeding.

Despite these limitations, this is the first reported longitudinal study of its kind in Kuwait
and the results reported here are generally consistent with the findings of other studies of
Middle Eastern women and/or Western women and can be used to inform future

breastfeeding promotion interventions in Kuwait.

Recommendations for improvement of future studies

1- Consider longitudinal studies with 12 months follow-up to measure age of introduction
of solid foods and its effect on breastfeeding duration

2- Recruit a larger sample size to allow for high sample drop-out rates

3- Decrease the chance of drop-out rate by assigning a larger number of research staff for
face-to-face recruitment and follow-up interviews

4- Ensure the sample from each studied hospital is coded separately to enable analysis and
comparison of all hospitals from all different areas.

5- Focus equally on private hospital as well as on government hospitals

6- Ensure that the sample is representative of the whole population by including all major

hospitals in Kuwait

6.2 Key Findings
6.2.1 Prelacteal Feeding

Despite the high rate of breastfeeding initiation (92.5%) observed in this study, the
majority of women (55%) did not initiated breastfeeding until after 24 hours, contributing
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to a high rate (81.8%) of prelacteal feeds and probable low rates of colostrum feeds. The
delay of breastfeeding initiation deprives infants of the important benefits of colostrum as
well as affecting the ability of women to successfully establish breastfeeding. Delay of
first breastfeed has been reported in a number of Middle Eastern studies where only five
per cent of infants were breastfed within the first hour of birth in Kuwait (Al-Nesef et al.,
1996), six per cent in Iran (Marandi et al., 1993), ten per cent in Egypt (Hakim & El-
Ashmawy, 1992), ten percent in Turkey (Yesildal et al., 2008), twenty three per cent in
Saudi Arabia (El Mouzan et al., 2009) and forty per cent in Jordan (JPFHS, 2003).

A consequence of delayed breastfeeding initiation is the introduction of prelacteal feeds
and high rates of prelacteal feeds have been reported amongst women in Egypt (60%)
(Hossain et al., 1991), Lebanon (49%) (Batal et al., 2006) Iraq (60%) (Abdul Ameer et al.,
2008) and Jordan (61%) (JPFHS, 2003). In addition to infant formula, other prelacteal
feeds commonly given to Middle Eastern infants include sweetened (sugar) water, orange
blossom water, herbal teas, tea and/or water.

Colostrum is negatively perceived and seen as harmful in a number of Muslim cultures, for
example, women believe that it is a “bad milk”, “dark milk™, “hot milk”, and “causes
stomach ache and should be thrown away” amongst Gambian, Turkish, Pakistani and
Somali women (Semega-Janneh et al., 2001; Ergenekon-Ozelci et al., 2006; Khadduri et
al., 2008; Steinman et al., 2009). In Turkey, one third of women in a large study (n=1767)
held traditional beliefs about colostrum that it should not be given to the newborn but did
not discuss why they have this belief (Hizel et al., 2006). A number of reasons were given
by mothers for not giving colostrum to their newborn in a qualitative Turkish study (n=450)
(Ergenekon-Ozelci et al., 2006). Thirty nine per cent cited “They had no white milk” so
they squeezed their breast to get rid of this first milk until white milk is produced, twenty
four per cent believe that first milk is produced within the first three days of birth and cited
“First milk is dirty, looks like pus”, fourteen per cent cited “everybody say it should not be
given” and eleven per cent reported that “baby did not like it” because they think it causes
stomachache. Women in these cultures reported negative beliefs about colostrum

preventing their infants from receiving it soon after birth.

We are unable to say with certainty if such negative cultural beliefs persist among women
living in Kuwait as mothers in this study were not specifically questioned about their

colostrum-related beliefs. However, the high rates of delayed breastfeeding and prelacteal
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feeds would suggest that women either hold negative beliefs about colostrum and/or are
not aware of the importance of feeding their infants this precious first milk. Furthermore,
the high rates of prelacteal feeding in hospital suggests that health workers either overtly or
tacitly support these beliefs and are not encouraging women to put their infants to the

breast within one hour of delivery.

Based on the KIFS observations, further qualitative studies exploring the high rate of
delayed initiation and the use of prelacteal feeds at hospital should be undertaken to
explore reasons for this practice in Kuwait. The attitudes not only of mothers but also their
mothers and mothers-in-law and health professionals should be investigated. The results of
such an investigation should be used to inform the design of future interventions to educate
mothers, grandmothers and health professionals about the importance of initiating
breastfeeding within the first hour of delivery and the value of colostrum. There is
evidence from Pakistan that community-based interventions can increase rates of
colostrum feeding. Omer et al. (2008) showed in a randomizedd trial that women in the
intervention communities (i.e. women received illustrated information on the benefits of
colostrum) were more likely to give colostrum to their newborn babies compared to non-

intervention mothers.

6.2.2 Determinants of breastfeeding

Non-modifiable determinants of breastfeeding are factors that cannot be changed, such as
maternal age and educational level. However, if shown to be significantly associated with
breastfeeding, these types of data can be used to plan interventions to focus on targeting
those specific groups to promote breastfeeding and to increase their awareness about
breastfeeding benefits. In this project, a non-modifiable factor found to be independently
associated with breastfeeding initiation was country of mother’s birth. This study also
found that a caesarean section delivery and an infant spending time in the SCN were
negatively associated with breastfeeding initiation. While these two events may be
medically unavoidable, although caesarean section could be done as an elective procedure,
they do not necessarily preclude the establishment of successful breastfeeding. The single
modifiable factor found positively associated with breastfeeding initiation was the father’s

preference for breastfeeding.

Two non-modifiable factors associated with breastfeeding duration included father’s

occupation and mother’s country of birth, of which the latter was also associated with
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breastfeeding initiation. Modifiable factors found to be independently associated with
breastfeeding duration were time of first breastfeed, type of first feed, age of introducing a
pacifier, demand feeds, intended breastfeeding duration, father’s attitude towards

breastfeeding and maternal grandmother’s attitude towards breastfeeding.

6.2.2.1 Country of mother’s birth

In this project, Kuwaiti mothers were found to be less likely to initiate breastfeeding and to
breastfeed for a shorter duration than women from other Arabic countries and this needs to
be the focus in future planning of breastfeeding campaigns and infant health educational
lectures and workshops that promote both the initiation of breastfeeding and advise on the
recommended duration of breastfeeding. Kuwaiti mothers are either not aware of the
significance of breast milk (colostrum) to their newborn, or if they know, they are not keen
to do it. Kuwaiti women could be targeted in various ways. Firstly, since the Kuwaiti
governmental schools are only for the Kuwaiti nationals, the educational curriculum may
consider teaching young Kuwaiti women in secondary and high schools a special course on
breastfeeding preparing them for motherhood. Secondly, Kuwaiti women can be targeted
at different stages. They can be targeted during the prenatal period by raising their
awareness about the benefits of breastfeeding thus encouraging them to breastfeed in the
future. Having knowledge about it ahead of time will prepare them for what to expect.
They can also be targeted postnatally soon after giving birth with one- on-one assistance
teaching them how to attach the baby to the breast and to help them with any difficulties in
breastfeeding.

6.2.2.2 Father’s occupation

In this study, mothers whose husband’s occupation was sales and clerical or unskilled
occupation had significantly lower breastfeeding duration than those of managerial or
professional positions. It is assumed that the lower the occupational position, the lower the
economic status and the less educated the husband. This data can be used to plan future
breastfeeding interventions and target those of lower socio-economic status and less
educated to increase their knowledge about breastfeeding and raise their awareness about

its importance to their infant’s health.
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6.2.2.3 Mode of delivery

This study found an inverse association between breastfeeding initiation and mothers who
had delivered by caesarean section. The surgical procedures required in caesarean section
could prevent early infant-breast-contact or interfere with mother even attempting to nurse.
A mother who delivers via caesarean section is usually left to rest after surgery while the
infant is taken care of by the nurse and formula feeds are more likely to be the first feed
introduced. Recent studies of Western women have not reported a negative association
between delivery method and the breastfeeding initiation and indicate that with adequate
support and practical assistance that caesarean section delivery need not interfere with the
successful establishment of breastfeeding. It is recommended that hospital policies be put
in place to minimise the time that mothers are separated from their infants following a
caesarean section delivery and that hospital staff receive training in the ways that they can
support these vulnerable mothers and to target these women for additional practical

assistance and guidance with breastfeeding.

6.2.2.4 Special Care Nursery

Infants with serious medical conditions requiring admission to the Neonatal Intensive Care
Unit were not included in this study. Nevertheless, this study found that admission of an
infant to the Special Care Nursery (SCN) for short-term observation and care was
negatively associated with breastfeeding initiation. The emotional distress associated with
having an infant requiring admission to the SCN and the physical separation from their
infants can generate breastfeeding problems. Being physically separated for some period
of time after delivery can cause a delay in the initiation of breastfeeding. One of the ten
steps of successful breastfeeding is to show mother how to breastfeed and how to maintain
lactation even if they should be separated from their infants (WHO, 1998). Nurses may
offer the SCN infants a formula feed instead of encouraging and assisting mothers to go to
SCN to breastfeed their infants directly from the breast or to express breast milk. This
finding highlights the important role of health staff, including paediatrician and nurses, in
encouraging and supporting the mothers to breastfeed her infant even when physically
separated and again highlights the need for relevant hospital policies and staff training

programmes.

225



6.2.2.5 Social support

Social support is an important factor identified in the literature to have a positive influence
on breastfeeding outcomes (Scott & Binns, 1999; Dennis, 2002; Thulier & Mercer, 2009;
Meedya et al., 2010). Interestingly, this study found that family members had some impact
on mother’s infant feeding behaviour. In this study, women whose husbands preferred
breastfeeding had significantly higher rates of both breastfeeding initiation and duration,
thus husbands play a major role in women’s decisions towards breastfeeding. Those
husbands who preferred breastfeeding had a positive influence on their wives as a source
of encouragement.  This result is useful to public health practitioners in clinics and
hospitals. Since the role of husbands was identified in this study to be important but
because of the difficulty in identifying women prenatally with supportive husbands, it will
be helpful to ensure all hushbands receive antenatal education on the benefits of
breastfeeding as well as educating them about how they can support their wives. National
campaigns can take place in various settings to reach a large section of group of men. In
Kuwait, men in general can be targeted in dewanya (a place of social gathering), mosque
(especially on Friday lectures), and in schools and universities. Because men play an
influential role in their wife’s decision, infant feeding campaigns should consider men in
the community to increase their awareness about infant feeding, health and breastfeeding
benefits. In other countries peer support play a role in helping new mothers to breastfeed
and overcome their breastfeeding problems. A recent systematic review of a randomized
trials assessing the effectiveness of breastfeeding peer counselling in improving rates of
breastfeeding initiation, duration and exclusivity (Chapman et al., 2010), and the initiative
proved to be effective and can be scaled up in both developed and developing countries as
part of the promotion and maternal child health programs. Another recent systematic
review has concluded that peer support in hospital and community is an effective
intervention of prmoting breastfeeding and breast milk (Renfrew et al., 2009). A good
example of breastfeeding support for women residing in many areas worldwide is “La
Leche League”, the world largest organization dedicated to promoting and supporting
breastfeeding and to help mothers around the world to breastfeed through various was such
as free phone information and support (2010d).

Maternal grandmother’s attitude towards breastfeeding is important in influencing
breastfeeding decision and in this study was associated with longer breastfeeding duration.
Similarly, female support positively influenced exclusive breastfeeding duration and the

overall breastfeeding duration in Nigeria (Olayemi et al., 2007). This result emphasized
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the importance of close relative and family members on mother’s choice at hospital as well
as later at home. For that reason, the mothers and mothers-in-law of women who are
expecting a newborn can be targeted in educational programs explaining the importance of

breastfeeding compared with formula feeding.

While in Kuwait the extended family appear to have an important presence in the new
mother’s life, it is becoming more common to have smaller family size than it was in the
past when the average number of most family at that time was seven to eleven family
members. Recently families are becoming smaller in size amongst younger generations
and this may influence the supportive effect of the extended family factor and would also
emphasize the importance of peer support for the Kuwaiti as well as for non-Kuwaiti
mothers living in Kuwait. Moreover, while this sample of this study involved women from
other countries residing in Kuwait without their extended family, peer support will play an

important role for the improvement of the breastfeeding amongst this group of mothers.

6.2.2.6 Intended breastfeeding duration

Mother’s prior intention to breastfeeding is one of the factors shown to positively influence
breastfeeding outcomes (Antoniou et al., 2005; Camurdan et al., 2008). In this study, the
intended breastfeeding duration was one of the modifiable factors associated with length of
breastfeeding. This study confirms an association between prior intention to breastfeed
and positive breastfeeding duration. Therefore, this study emphasizes the importance of
successful prenatal education to enhance women’s awareness about the benefits of
breastfeeding in order to achieve the desired long-term breastfeeding. Such education
should occur before pregnancy, for example in high schools, as well as during the prenatal

period.

6.2.2.7 Baby Friendly Hospital Initiative

There is evidence that implementation of the Baby Friendly Hospital Initiative in hospitals
may positively influence breastfeeding for six months and beyond (DiGirolamo et al., 2001)
and increase breastfeeding rates (Caldeira & Goncalves, 2007). Kramer (2001) conducted
the Promotion of Breastfeeding Intervention (PROBIT) study, a community-based
randomized controlled trial in the Republic of Belarus. The aim of this trial was to assess
the effect of the BFHI, through health care worker assistance with initiating and
maintaining breastfeeding and postnatal breastfeeding support, compared with a control
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intervention of continuation of usual infant feeding practices and policies, on breastfeeding
duration. Their intervention significantly increased the duration of breastfeeding compared
with the control group thereby emphasizing the importance of BFHI on breastfeeding

outcomes.

The Kuwait Infant Feeding Study showed that a number of hospital-related practices, and
therefore modifiable factors, were significantly inversely associated with breastfeeding
duration. In particular, this study clearly showed a lack of advice received by mothers
during their hospital stay and an apparent lack of adherence to the BFHI guidelines. For
example, the majority of infants did not receive their first breast milk early and most
women initiated breastfeeding more than six hours after birth. This does not show
adherence to step number four of the Ten Steps for Successful Breastfeeding which states
“Help mother initiate breastfeeding within a half hour of birth”. In step five hospital staff
should “show mothers how to breastfeed and how to maintain lactation even if they should
be separated from their infant”, but in this study 90% of mothers reported that they did not
receive any breastfeeding help or information and almost all mothers reported that they
have not received a demonstration on breastfeeding postpartum. Step six states “Give
newborn infants no food or drink other than breast milk, unless medically indicated”, yet
the result of this study indicated the indiscriminate use of prelacteal feeds. Rooming-in
was not practiced by half of the mothers in this study, suggesting a need to encourage
mothers based on seventh step that advises hospital staff to “Practice rooming-in. Allow
mothers and infants to remain together 24 hours a day”. Additionally, step eight clearly
states t0 “Encourage breastfeeding on-demand”, whereas most mothers (90%) in the
studied hospitals did not receive any encouragement from hospital staff to demand feed
prior to discharge. The ninth BFHI step is “Give no artificial teats or pacifier (also called
dummies or soothers) to breast feeding infants”. Given the high rate of prelacteal feeding,
most infants were fed with an artificial teat while in hospital. Although sixty per cent of
infants did not receive a pacifier in this study, almost one third of women (27%) used a
pacifier at an early stage (< 2 weeks) and 13% of infants at two to eight weeks, implying
the need to follow step nine. Moreover, the result of the study indicates the necessity of
providing a plan to follow-up the mothers after leaving the hospital through applying the
tenth step “Foster the establishment of breastfeeding support groups and refer mothers to
them on discharge from hospital or clinic”. Almost all mothers (98%) reported that

members of the staff of the hospitals did not give the name of anyone to contact (i,e.
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nutritionist or breastfeeding specialist) in case of lactation problems after leaving the

hospital.

Based on our study’s finding, a recommendation would be to implement the BFHI in all
public and private maternity hospitals in Kuwait, to plan strategies and implement them to
promote and support breastfeeding practices. Educate health staff and professionals and
engage them in providing mothers with breastfeeding advice based on proper training and

scientific backgrounds.

This study observed three of the four governmental hospitals with maternity wards in
Kuwait and the lack of infant feeding health advice was evident. Many health
professionals dealing with mothers and infants are insufficiently prepared to give prenatal
education, perinatal support and postpartum follow up for breastfeeding mothers
(Wambach et al., 2005). Worryingly in this study, almost all mothers stated that they did
not receive any advice or practical administration in regards to breastfeeding during their
hospital stay. Although not all of the maternity hospitals in Kuwait were included in this
project, the four hospitals studied are responsible for delivering the majority of infants born
in Kuwait and as such most new mothers in Kuwait report receiving inadequate

breastfeeding advice and support whilst in hospital.

6.3 Recommendations

The KIFS project provides recent data on breastfeeding initiation and duration rates and
determinants of these outcomes. It highlights potential areas to help in planning
breastfeeding information programmes and educational interventions. Since level of

breastfeeding data is low in Middle Eastern countries, more systematic reviews are needed.

6.3.1 Maternity hospitals

1- Hospitals in Kuwait should follow the principles of the Baby Friendly Hospital
Initiative and seek formal accreditation to increase good breastfeeding practices such as
breastfeeding exclusively, avoiding prelacteal feeds and introducing colostrum soon
after birth.

2- While hospital practices should be improved to enable mothers to breastfeed in a

comfortable environment, special attention should be given to encouraging early
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infant-to-breast contact, helping the mothers to offer breast milk as the first feed after
birth, encouraging demand feeding and avoiding the use of pacifier and artificial teats
during hospital stay.

3- Women who deliver by Caesarean section or those whose children are admitted to SCN

need to be given extra attention and assistance to successfully establish breastfeeding.

4- Instigate breastfeeding educational programmes for expectant mothers to modify their
intentions and attitudes in favour of breastfeeding and to inform close family members,

especially husband and maternal grandmothers, about the importance of breastfeeding.

5- Provide antenatal classes to teach mothers about breastfeeding prior to delivery.
Attendance at antenatal classes to learn about infant feeding health increases awareness
of mothers about breastfeeding. There is a need to consider antenatal classes on a
national level in clinics as well as in hospitals. Advertisement about these classes is
also needed since it is an unusual practice to this society.

The Kuwaiti government can improve the health facilities to increase breastfeeding rates
and to guide mothers in the direction of successful breastfeeding. This goal can be
achieved through applying the WHO recommendations (WHO, 2003) to encourage
mothers to breastfeed. The Ministry of Health in Kuwait can apply some of the WHO
guidelines to support breastfeeding through the health care system which was proven to be

weak in this study.

There should be a set of standards in each maternity hospital to follow. All new staff
should be oriented to the breastfeeding policy within their first week of employment and
then fully trained to implement the breastfeeding policy according to their role within six
months. Written lists that cover the Baby Friendly best practice standards should be
available for all staff training. Breastfeeding training should be compulsory for all staff,
and accurate records of attendance should be kept. All staff with responsibility for caring
for breastfeeding mothers and babies should be able to answer questions on basic
breastfeeding management correctly. All other staff who have contact with pregnant
women and breastfeeding mothers should receive training to enable them to provide

information and to uphold the breastfeeding policy, as appropriate to their role.
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6.3.2 WHO recommendations that can be applied in Kuwaiti health

facilities

e providing skilled counselling and help for infant and young child feeding, for instance
at well-baby clinics, during immunization sessions, and in in- and out-patient services
for sick children, nutrition services, and reproductive health and maternity services;

e ensuring that hospital routines and procedures remain fully supportive of the successful
initiation and establishment of breastfeeding through implementation of the Baby-
Friendly Hospital Initiative, monitoring and reassessing already designated facilities,
and expanding the Initiative to include clinics, health centres and paediatric hospitals;

e increasing access to antenatal care and education about breastfeeding, to delivery
practices which support breastfeeding and to follow-up care which helps to ensure
continued breastfeeding;

e enabling mothers to remain with their hospitalized children to ensure continued
breastfeeding and adequate complementary feeding and, where feasible, allow
breastfed children to stay with their hospitalized mothers;

e ensuring effective therapeutic feeding of sick and malnourished children, including the
provision of skilled breastfeeding support when required; training health workers who

care for mothers, children and families with regard to:

counselling and assistance skills needed for breastfeeding,

complementary feeding, HIV and infant feeding and, when necessary, feeding with

a breast-milk substitute,

feeding during illness,

health workers’ responsibilities under the International Code of Marketing of
Breast-milk Substitutes;

e revising and reforming pre-service curricula for all health workers, nutritionists and
allied professionals to provide appropriate information and advice on infant and young
child feeding for use by families and those involved in the field of infant and young

child nutrition.

6.3.3 Further future action
1- Research
Further clarification is required for some findings in this study. Hence, there is a need for

qualitative studies through the use of focus groups or in-depth interviews to explore the
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reasons behind the delayed initiation of breastfeeding and the high use of prelacteal feeds
to determine whether it is due to lack of knowledge about colostrum or whether to cultural
beliefs and traditions. These studies need to consider not only the views of mothers but
also grandmothers and health care professionals. Furthermore, Kuwaiti mothers should be
studied, as well as those from other Arabic nationalities residing in Kuwait, to find an
explanation for low rates of breastfeeding. It can be useful to recruit mothers from other
Arab nationalities because they had higher rates of breastfeeding initiation and duration
and to make a comparison with Kuwaiti mothers to investigate the difference in their
knowledge and attitudes towards breastfeeding. Understanding the thoughts, feelings,
attitudes and ideas of mothers from other Arab nationalities about breastfeeding can help in
applying them in educating Kuwaiti mothers. Moreover, a good understanding of local
beliefs, customs and tradition related to breastfeeding in general and colostrum in
particular can help healthcare providers and breastfeeding promoters provide supportive

and appropriate counselling to educate mothers with accurate breastfeeding information.

2- Evaluation & monitoring

These studies are needed to evaluate and monitor the breastfeeding policies in all Kuwaiti
hospital where mothers are delivering their newborn. Maternity policies should be
supportive to foster breastfeeding success. This includes monitoring maternity and
birthing practices to ensure they are not interfering with the establishment of breastfeeding,
and ensuring that health professionals have adequate training, education and resources to
provide appropriate breastfeeding support. As reported in the State of the Code by
Country report, the government of Kuwait has adopted only a few provisions of the
International Code as law and it has taken measures to legislate on only some aspects of
the Code which is well below the minimum investigated by the WHO when the Code was
adapted. Hence, there is a need for monitoring hospitals to check if there is any advertising
of human milk substitutes including hospital distribution of ready to feed formulas, direct
marketing to parents and health professionals and other violations of the WHO
International Code of Marketing of Breast-milk Substitutes. It is recommended that the
Kuwaiti government sign up for the full WHO Code and should implement and monitor
adherence to the regulations on the Code (Annon., 2006).

Mothers and infants need to be regularly monitored after delivery. Since mothers visit the
health centre in their local area as a routine infant check- up, it will be useful if health care

staff help mothers cope with the new situation by providing breastfeeding advice and
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encouragement. Since there are no midwives in Kuwait to follow-up women at home to
check for weight and height of child and the possibility of failure to thrive cases at an early
stage of infants life, there is a need for postnatal care in Kuwait to provide maternal and
infant health care soon after being discharged from hospital to support new mothers and

help them with breastfeeding problems and concerns.

Finally, support and encouragement for breastfeeding can be provided at many levels. For
example: health promotion campaigns at a national level; policies in maternity hospitals at
Ministry of health level and primary care teams working with individual women and
groups within the community. While these can support and encourage mothers to initiate
and continue breastfeeding, the influential factors found in this study should be used as the
basis for designing and targeting future research and interventions.

Multiple factors determine breastfeeding success. Breastfeeding initiation rate and mean
breastfeeding duration improvement are also dependent on many factors. The
recommendations outlines above, if implemented, would contribute to improved

breastfeeding rates in Kuwait and help in planning future infant feeding studies.
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7] _ .
~veers KUWAIL INfant Feeding Study

GLASGOW

Dear New Mother,

You have been invited to participate in a study of infant feeding practices, which is being
conducted by the Division of Developmental Medicine at the University of Glasgow, UK,
in association with the Department of Biological Sciences at Kuwait University .The
purpose of this study and what you will be asked to do, if you agree to participate, are
explained below.

What is the purpose of the study?

Infant feeding in Kuwait is changing rapidly along with modernization and development of
the country. The purpose of this survey is to study infant feeding practices among new
mothers in Kuwait. This study will allow us to see how infant feeding practices may have
changed over the last three decades.

Why | have been chosen?

You have been chosen to take part of this study because you have just had a healthy baby.
Your participation in the study is completely voluntary and if you agree to participate you
may withdraw from the study unconditionally at anytime without giving any reasons. The
care you receive while in hospital, and afterwards, will not be affected in any way if you
choose not to participate or withdraw from the study at a later time.

What do | have to do?

Before you leave the hospital we will ask you to complete a short interview questionnaire
to provide us with some information about yourself, your new infant’s feeding experiences
and how you plan to feed your infant in the future. You may, if you prefer, complete the
questionnaire without the interviewer’s help. Once you have left the hospital you will not
have to attend any special clinics as the responsible researcher will contact you by phone to
ask about your infant’s feeding and development. She will ring you five times only, at
times convenient to you approximately every six weeks until your baby is 6 months old
and then again when your baby is 12 months old.

Are there risks involved in taking part in this study?

There will be no risks as we will be asking only for information and this will be
anonymous and your privacy will be respected completely.
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What are the benefits of taking part in this study?

The results of the study may improve our understanding of factors influencing a mother’s
choice of infant feeding methods and the trends in Kuwait, and help us plan better
educational activities to meet the needs of Middle Eastern mothers and infants.

What happen to the information | give?

The answers to any questionnaire that you complete will be kept strictly confidential. The
data from all the women participating in the study will be presented as group data and will
be published as a research report and as an article(s) in a medical journal. No one will be
able to identify you from the results. Once the final research report is written we will send
you a summary of the research findings.

Who is organizing and funding the study?

The project is being funded by the Kuwaiti Government (Civil Services Commission) and
Is being conducted by Mrs. Manal Dashti who is completing her PhD in human nutrition in
the Division of Developmental Medicine at the University of Glasgow. She is being
supervised locally by researchers at Kuwait University.

The project has been approved by the Faculty of Medicine Ethics Committee at Glasgow
University, Faculty of Medicine Ethics Committee at Kuwait University and Kuwait
Ministry of Health.

Who do | contact if | want further information about the study?
For further information please contact:

Mrs. Manal Dashti, Principle Researcher on 680 8878 / 562 5052
Or

Dr. Mona Al-Sughayer, Assistant Professor of Nutritional Biochemistry — Kuwait
University, on 789 8970 / 498 7624
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Appendix 2: Subject Information Sheet-SIS-Arabic version
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Consent Form

Kuwait Infant Feeding Study

Mrs. Manal Dashti, the researcher responsible for the current study project, has explained
to me the aims of this study and what my participation will involve.

| agree to take part in this study project by answering the questions in the questionnaires
specially designed for this study. | know that | have the right to quit this study project
unconditionally at any time. It is also possible for me to get some information regarding

the result of this study project.

Date: / /

Contestant Name & Signature Researcher Name & Signature

260



Appendix 4: Study invitation poster
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2007-2008

ngalt Infant Feeding Study

Dear Mother, i eV (S35

In cooperation with University of Glasgo Kuwait University, DLEnl AS LaLl S5 e 0y (A ST Amala 5 3aadal)l ASlaall ¢ SuOla Amala ae Osladll
we invite you to participate in our infant feeding practices survey AU Led Al ol o3a 8 GSSaelie o) - CusSH 8 saad) CileeY) G aaia N Jakall 35385 Cli slee

among new mothers in Kuwait. Your help is highly appreciated. S yeall e bl oo s Jealdl e 2y all L oUneY) g paail

Please ask your nurse for more details.
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Appendix 5: KIFS baseline and follow-up questionnaires
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Appendix 5.1: Baseline Questionnaire-English version

Division of Developmental Medicine
Human Nutrition

An Evaluation of

Infant Feeding Practices

The Human Nutrition Department at the University of Glasgow is studying how babies in Kuwait
are fed. As part of this project mothers of new born babies in several hospitals in Kuwait are being
asked about their experiences and opinions.

We are asking for some of your time to complete the attached questionnaire. Your answers will
remain strictly confidential because you do not have to write your name on the questionnaire and
staff at the hospital will not see your answers.

When you have completed the questionnaire please put it in the attached envelope and hand in the
questionnaire while at hospital prior to discharge.

For each questionnaire please circle the number beside the answer of your choice or fill in the blank.

For most questions only circle on answer;

Example What colour is your newborn’s hair?
Brown.......cooooeiiiiiiiiiii 1
Red.....oooiiii 2
Blonde.......cooiiiiiiii 3
IPmnotsure.........c.oooeviiiiiiiiiiin, 4

For some questions circle yes or no:

Example  Did you offer your baby any of the following liquids?

Yes 0
Herbal Tea O ........ 2

Glucose water
Orange Juice

For some questions circle any answer that applies.
(These questions are preceded by instructions)

Example What colour do you prefer on your infant?

263



SECTION 1.

In this section we are interested in finding out about how you are
feeding your new baby.

1)

2a)

How are you feeding your baby?

Bottle-feeding infant formula ... 1
Breast-feeding only (please go to Q3 if you answered this)................. 2
Mainly bottle-feeding (formula) but also breast-feeding............c...c....... 3

Mainly breast-feeding but 'topping up' with bottle-feeding (formula) ... 4

Other (please specify)

Office
Use
Only

If you are only bottle-feeding, did you try to breast-feed your baby?
No...(Go to question 3)................... 1

2b) why did you change to bottle-feeding?

Brest-feeding is too painful
Breast-feeding is too stressful
Dislike breast-feeding

Baby not gaining enough milk

Baby not gaining enough weight
Baby gests too little milk or too slow
Baby gets too much milk or too fast

Baby too tired to feed

© © N o g bk~ w0 DN PE

Baby has problems sucking

[EN
o

. Breast feeding is too embarrassing

[EEY
[EEY

. Formula feeding is more convenient than breast feeding

[EEN
N

. Bottle feeding is easier

[EEN
w

. Returning to work or study soon after birth

[N
SN

. Baby’s father did not like me to breast feed my baby in public
. Wanted to go onto OCP (pills)

= e
o O

. | am on medications

[EEN
\I

. My health will not permit me to breast-feed

R e e e e = e T T SN = Y S S S SN S S

[EEN
o

. Feeling that I am not doing very well at breast-feeding

[EEN
(o]

. Other reasons (please SPECITY) ...ccvvveiieiiiiiece e




3.

4.

When did you first decide how you were going to feed your new baby?

Before | became pregnant..........ccccooeveieniniinieicnnenn 1
Early in my pregnancy .......ccceoveienenenenenineeee, 2
Late IN MY Pregnancy .......cccceceeeereerrereneneneseseeeens 3
DUring 1abor ..o 4
After my baby was born ..., 5

Who helped you decide whether you would bottle-feed or breast-feed?
(Please circle any answers that apply) (You can have more than one answer)

1. NOONE ..o 1
2. The baby's father ..o, 1
3. MYy MOther ......coevvieiieceecee e 1
4. My mother in law ........c.ccccoeevieviiieiic e 1
5. Other relatives.........ccooeveiieiiere e 1
6. FriendS.....cccooeiiiiiieceece e 1
7. My obstetrician..........ccccoevveveieeie e 1
8. My pediatriCian .........c.ccecveveiveieiiciiese e 1
9. MY GP oo 1

10. Other health professionals e.g., nurse, dietitian 1

11. Other (please specify)

If you decided to bottle-feed your baby from the start, what were the reasons
for this choice? (Please circle any answers that apply) (You can have more
than one answer)

1. formula is better for the baby ..., 1
2. bottle-feeding IS EaSIEN........cciiie e 1
3.1 don't like breast-feeding .........cccovevveiiiie i 1
4. 1 will go back to work soon after the birth ............ccccoooviiiiiiiie, 1
5. breast-feeding will make my breasts sag.........cccccvvvivieiiiiiiiciie e, 1
6. the baby's father prefers bottle-feeding .........cccocveviiiiiiiiie e, 1
7. formula is just as good as breast-milk ...........c.ccoceviiiiiiiiiiiiciie e, 1
8. the baby's father can help with bottle-feeding........c..cccovviiiiiiiiiienn, 1
9. I want to know how much milk baby has at each feed.............c..cceen.. 1
10. my mother suggested bottle-feeding ..........ccccoovveviiiiiiiiiiiie e, 1
11. my mother in law suggested bottle feeding..........cccccoevviiiiiiii e, 1
12. friend or relative suggested bottle-feeding..........ccccccoveviiiiiii e, 1
13. health worker (e.g , doctor, nurse) suggested bottle-feeding................ 1

14. other (please specify)
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10

11

12

13

14

Before you became pregnant, did you smoke cigarettes?

How many cigarettes did you smoke a day before

you became pregnant?

Before you became pregnant, did you smoke hubble-bubble?

How often did you smoke hubble-bubble a day before

you became pregnant?

While you were pregnant, did you smoke cigarettes?

How many cigarettes did you smoke a day while you were pregnant?

While you were pregnant, did you smoke hubble-bubble?

How often did you smoke hubble-bubble a day while you were pregnant?

Did you take folic acid supplements during your pregnancy?

Yes, before and during my pregnancy..........ccccceeeveevveennnens 1
Yes, as soon as | knew | was pregnant ............cccccceevveennnnnn 2
N O e 3

266

Office
Use
Only




15 Was this a planned pregnancy?

Yes, | was actively trying to get pregnant..................cooeeenennnn. 1
No, the pregnancy was mistimed but [ am happy........................ 2
No, I was not planning to have children ..............ccccccciiiinnnnn.. .3

16  Did you receive advice or information about breastfeeding from any
of the following? (You can have more than 1 answer)

1. Female relatives ... 1
2. Female Friends ......oooe oot 1
3. SCNOOI .. 1
4, OBNBI e 1

17a) Did any member of the hospital staff encourage you to put your baby to the
breast right after the birth?

17b) Who encouraged you to put your baby to the breast right after the birth?
(Please circle any answers that apply) (You can have more than one answer)

1. ODBSEEIICIAN oo 1
2. PediatriCian. ... . e 1
e IUESE et e e e e e e e e e 1
4. other (please specify)

Office
Use
Only

18. How much of the time have you kept your baby with you in your room?

All during the day and all of the night...(Go to question 20)........ 1

All during the day and part of the night ............cccoeiiiiieieine, 2
All during the day but not overnight..............ccocooviiiie i, 3
Part of the day but not all of the day...........ccoceevveiiiiicie, 4

(specify how many hours)

baby has been in the Special Care Nursery all of the time.......... 5
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19. Would you have liked to have had your baby with you overnight?

NO et 1
Yes, some Nights ........ccccceevvivenenn, 2
Yes, every night .........ccccvevvvveenenn, 3
Don't KNOW ......ccevveiieieiiccc e 4
20. Have you shared your hospital room with other mothers?
NO et 1
Yes, one other mother .................... 2
Yes, two other mothers .................. 3
Yes, three other mothers ................ 4

Yes, four or more other mothers .... 5

21. If your baby is in the nursery at night, what does the nursery staff mainly do
when the baby gets hungry?

they bring the baby to me to feed .........ccoovvevviiiiciiiecece 1
the nurse lets me know and | go to the nursery to feed baby ........ 2
they give baby a bottle of formula............cccccoveiiiiiiiiien 3
they give baby a bottle of my expressed breast milk..................... 4
they give baby a bottle of glucose water ............cccoccveeviveriinnen, 5
they give baby a bottle of plain water .............cccocveviviieiceiiien, 6
[ AONTKNOW ... 7

22. How often are you feeding your baby?
On demand ie. whenever baby wants to be fed

(B.0., CrieS OUL IN NUNQEN) ...ccuiiiiiiiic e 1
According to a schedule - about every 2 hours ...........c.cccovvvenenn. 2
According to a schedule - about every 3 hours ...........c.ccoevvienenn. 3
According to a schedule - about every 4 hours ...........c.ccoevvveenenn. 4
Other (please explain)

23. Have you been encouraged by hospital staff to "demand feed"?
(Demand feeding is whenever the baby wants to feed)?
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24a) Have you been satisfied with the hospital's recommendations about how often
you should feed your baby?

24b) Please explain what you don't like about these recommendations.

I am the one who decide my baby feeding rules............cccocevviinivennnne. 1
Hospital recommendations did not work with my baby............cc.c.c....... 2
I was not given any recommendation from the hospital......................... 3

Other reasons (pPlease SPECITY) .....ccerereririiiiesie e,

25a) In general, do you think you have had enough help and information about
feeding your baby from hospital staff?

25b) What kind of help or information would you have liked? (Please specify)

26) Hospital staff members sometimes have conflicting ideas and opinions
about infant feeding. Do you feel you have been given conflicting advice
by different members of this hospital staff about feeding your baby?

N 1

NO e 2 Office
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27.

28.

29.

30.

31

AR

Since you have been in hospital have you received any of the following from
hospital staff?

Please circle all that you have received (You can have more than one answer)

pamphlets on breast-feeding baby..........ccocoiii 1
lectures or classes on breast-feeding baby ..., 1
demonstrations on how to breast-feed baby..........cccooevviiiiiiiiiinnn, 1
video (TV) or slide show on how to breast-feed baby...........c.c......... 1
individual consultation or discussion with

any of the staff about breast-feeding baby ..........cccccoooiiiiiiiiicnen, 1
NONE OF the @DOVE .......eoieie e 1

other (please specify)

Did your mother breast-feed any of her children?

Y S s 1
NO e 2
Don't KNOW ....ooovveeeiii 3

Does the baby's father have any preference for how you feed your baby?

Yes, he prefers bottle-feeding .........ccccoevviviicicc e, 1
Yes, he prefers breast-feeding .........ccccccovveviiieie i, 2
He doesn't mind how | feed my baby ...........ccccoceiiiiiiiiiiciee 3
Never really discussed the matter with him .............c.cccooeeiven 4

Does your mother have any preference for how you feed your baby?

Yes, she prefers bottle-feeding.........ccccovvveiiiiieniiieee, 1
Yes, she prefers breast-feeding..........ccccoovvvveniienniienseee, 2
She doesn't mind how | feed my baby.........ccocoviiiiiiiiie, 3
Never really discussed the matter with her...........cccoevv e 4

Does your mother-in-law have any preference for how you feed your baby?

Yes, she prefers bottle-feeding.........ccccovvieieiiieniieee, 1

Yes, she prefers breast-feeding........ccccccvveviviierieve i, 2

She doesn't mind how | feed my baby............cccovevviiiinciecieen, 3

Never really discussed the matter with her...........cccovevvvieivenne 4
270

Office
Use
Only



32.

33.

34.

35.

How have your relatives and friends fed their babies?.................

Most of them bottle-fed..........cccoviieieii 1
Most of them breast-fed ............cccoovveviiiiic 2
Some breast-fed and some bottle-fed ............ccccovevviiiiiiiiien, 3
Friends don't have babies ...........ccccovevviieie i 4
DON’t KNOW ..eiiiiiiic et 5

Have you ever attended any antenatal classes, or lectures on how to feed
your baby ?

Yes, for this pregnancy..........cococeveeieiene i 1
Yes, for a previous Pregnancy .......cccocoeeeeenenesiesieeneennes 2
Yes, for this pregnancy and a previous pregnancy.............. 3
N O s 4

When do you plan to first give your baby solids?

before 2 MONtNS .......ccooovi i 1
From 2 MONtNS.......ooiiiecce e e 2
From 3 mMONtNS.......coiiieiccce e 3
From 4 MONtNS.......coiiieccece e 4
From 5 mMONtNS......cooiiieice e 5
From 6 MONENS.......ccviiieicece e e 6
From 7 MONtNS.......coiiiee e 7
From 8 MONENS .....coveiiieice e 8
From 9 mMONtNS.......coviiiecccee e 9
Don’t KNOW. ..o, 10

Other (please specify)

How was your baby delivered?

Vaginal without forceps or SUCHION .........cccoceveieieniiiiisee 1
Vaginal with forceps or SUCTION .........coovieiireic i 2
Caesarean- EIECHIVE. ..o 3
Caesarean- EMEIZEINCY. ... euutt et et et eateeieeeeeenneeananienns 4
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36.  What was your baby's first feed? ..o

FOIMUIA ...
Breast milk (or coloStrum) .........ccooovviiiiiiiiiice e
Herbs Water (i.e. chamomile, helba).........c.cccoovviiiiiininiiee
GlUCOSE WALEK ...ttt
DAtES WALET ....eiiiiiiiiee ettt
PlaiN WALET .....cveeiieciec et

Other (please specify)

37. Did you give permission for your baby to receive anything other than
Breast milk?

38a) Has your baby had any health problems, either since the birth or as
a result of the birth?

38b) What health problems has your baby had?

39a) Has your baby spent any time in a Special Care Nursery?

39b) How long was your baby in the Special Care Nursery?
baby is still in the nursery ...........c.coe....
less than one day ........cccceeeveienencinninne
between 1 and 2 days .......cccccevervierinnnnnn
between 3 and 4 days .......ccccceveriiiiiennnne
between 5 and 7 days ........ccccceeveiieeiieennnns
more than 7 days ........ccccceveveveveveiiieneenns
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Use
40) How many children do you now have? (Including this child) Only
Please Specify NUMDET..........ccoiiiiii e
41a) Did you breastfeed any of your other children?
R T P 1
NO e 2

41b) If yes, what was the longest period of time that you breastfed one
of your children?

Please SPecify NUMDET ..o,

wks
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SECTION 2.

The following questions are for mothers who are breast-feeding. If you
are not breast-feeding at all, please go to Section 3, on page 14 which
starts with question 55.

42

43

44,

45.

46

When did you first try to breastfeed?

Within first hour of birth..........cccooo i, 1
between 1-3 hours after the birth ... 2
between 3-6 hours after the birth............................... 3
between 6-24 hours after the birth . ...........ccoocvevviinivene 4
The next day after the birth.......................cooin 5

other (please specify)
How long was it before your milk came in?

within 24 hours of the birth ..., 1
between 24-48 hours after the birth............c.cccooiei 2
between 48-72 hours after the birth...........c.cccooiiei 3
still waiting for milk to come in.........cccccoveveiieiecc e, 4

Other (please specify)
How much information about breast-feeding were you given by the hospital?

None or Very little ........ccoovevviicecece e 1
Some, but | would have liked more.............cccccveveiieivenennn, 2
ENOUGN ..o 3
More than T wanted............ccocoeieeiicicic e 4

Did any staff member check how your baby's mouth was attached to your
breast when you first started feeding?

Did any staff member teach you how to position and attach your baby to the
breast?

NO e 1
YES i 2
| didn't need to be taught................ 3
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47.

48.

Why did you decide to breast-feed?

(Please circle any answers that apply) (You can have more than one answer)
1. Breast-feeding is the right thing t0 do.........ccooceiiiiiiiiiies 1
2. Breastfeeding is part of religious beliefs...........cccoooeiiiiiiiiiicee, 1
3. Breast milk is the best food for the baby because God has created it.. 1
4. Breastfeeding IS CNEAPEr ..o 1
5. Breast milk is better for the baby ..o 1
6. Breastfeeding helps to prevent allergies ..........cccccevvieiiiiiniiicieen, 1
7. Breastfeeding helps to minimize colic problems .............cccoovviiiennen. 1
8. Breast-fed babies are more intelligent..........ccooeveiiiniiiieee, 1
9. Breast-feeding helps you lose Weight ...........cccceiiieniniiiiiicceee, 1
10. Breast-feeding is more convenient for mother...........c.ccccoocvviveiiviiennnn, 1
11. Breastfeeding makes me emotionally closer to my baby.................... 1
12. The baby's father wanted me to breast-feed...........ccccoviiiniiiiiicnenn 1
13. My mother advised me to breast-feed..........ccooevvreiinniiinince 1
14. My mother in law advised to breast-feed...........cccoceviriniiiiiiiciennn 1
15. Other people advised me to breast-feed..........cccccvvvviierenienieneienen, 1
16. Breastfeeding can delay next pregnancy (natural contraceptive) ........ 1
17. other (please specify)

Have you experienced any of the following since you started breast-feeding?

(Please circle any answers that apply) (You can have more than one answer)
1. INVErted NIPPIES ..c.coiiiiieiiieee e 1
2. Cracked or SOre NIPPIES......ccvviiiieee e, 1
3. Baby gets t00 much milk .........cccooiiiiiiiii e, 1
4. Baby gets Milk 00 fast.........ccoeiiiiiiiiiinee 1
5. Takes a long time before milk starts flowing at start of feed............... 1
6. Baby t00 tired t0 TEEA........oiiiieicee 1
7. Difficulty expressing MilK..........ccooooiiiiiiiiiin e, 1
8. Baby not gaining enough WeIight............ccooviiniiieienenc e, 1
9. Baby has problems SucKing..........ccooeviiiiiiiiniie e, 1
10. Breasts engorged (t00 TUIl).......cccooeieiiiiiiiii e 1
11. Baby doesn't wake up for feedS........cccccvevviiieiieie e 1
12. Not enough milk or colostrum for baby..........c.cccoeeviieiviieiienicen, 1
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13. Feeling that I'm not doing very well at breast-feeding..........

14. Other (Please specify)

49. At what age do you plan to stop breast-feeding your baby?

© 00 N gk owDdE

11. Other (please specify)

DUring the 15 MONth ........coovvieiceeeeeeeeee e
During the second Month ..o
Between 2 and 4 monthS .........cocooveeveeiie e,
Between 4 and 6 Months ..........ccccoeevee e,
Between 6 and 9 MonthS ........ccevveiieie e
Between 9 and 12 months........cccccoveveeiiciecccce e,
Between 12 and 18 months..........cccevvevieiceccie e,
Between 18 and 24 monthS .........ccccoveevie e,
. OVEr 24 MONENS ..o
10. DON’t KNOW YEL.....eeviiiiiiieiiieie e

50. Are you planning to start giving your baby formula milk-feeds?

No...(Go to question 52a)

Don’t know .(Go to question 52a).. 3

51. At what age do you plan to start giving your baby formula-feeds?
before baby is 6 Weeks old ..........ccoovvviiiiiiiii 1
between 6 weeks and 2 months ..........cccocceveveveiinneencsiie e, 2
between 2 and 3 MONthS ..........cccceeviiiiiccc e, 3
between 4 and 6 MONthS ..........cccoeiveiiiccii e, 4
between 7. and 9 MoONths ..........ccccoevviiiiccc e, 5
between 9 and 12 MonthS .........cccoveiieccc e, 6
OVEr 12 MONNS .....oeiiiiiie e 7

other (please specify)
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52a Has any member of the hospital staff given you the name of anyone to contact
if you have problems with breast-feeding after you leave hospital?

52b If yes, who were you told to contact?

(Please circle any answers that apply) (You can have more than one answer)

T 15 Lo o3 (0] P RTTRTTT 1
2. Area HEealth Contre. ....coo oo 1
e DHBIIAN e 1

4. Other, (please specify)

53. Have any of the following people supported or encouraged you with
breast-feeding? (Please circle any answers that apply)
(You can have more than one answer)

Lo YOUr HIENAS ..ot 1
2. The baby's Tather ... 1
I (0 1V g 1110 1 =T SRS 1
4. YOour MOther-iN-1aw..........ccccoieiiiiiicce e 1
5. Other members of your family ..., 1
6. Your baby’s Pediatrician............cooiriiiieiiiiiiieeeee e 1
7. Y OUr ODSTELFICIAN ...cvvieiic ettt 1

8. Other, Please specify

SECTION 3
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54. For each of the following statements, please indicate how much you agree or disagree
by circling the number that most closely corresponds to your opinion. The number ‘1’
indicates strong disagreement, whereas ‘5’ indicates strong agreement.

Strongly Strongly
disagree agree

a) The nutritional benefits of breast milk lastonly 1 2 3 4 5
until the baby is weaned from breast milk

b) Formula-feeding is more convenient than 1 2 3 4 5
breast-feeding

c) Breast-feeding increases mother-infant 1 2 3 4 5
bonding

d) Breast milk is lacking in iron 1 2 3 4 5

e) Formula-fed babies are more likely to be 1 2 3 4 5
overfed than breast-fed babies

f) Formula-feeding is the better choice if the 1 2 3 4 5
mother works outside the home

g) Mothers who formula-feed miss one of the 1 2 3 4 5
great joys of motherhood

h) Women should not breast-feed in public places 1 2 3 4 5
such as restaurants

i) Babies who are fed breast milk are healthier 1 2 3 4 5
than babies who are fed formula

J) Breast-fed babies are more likely to be overfed 1 2 3 4 5
than formula-fed babies

k) Fathers feel left out if a mother breastfeeds 1 2 3 4 5

I) Breast milk is the ideal food for babies 1 2 3 4 5

m) Breast milk is more easily digested than 1 2 3 4 5
formula

n) Formula is as healthy for an infant as breast 1 2 3 4 5
milk

0) Breast-feeding is more convenient than 1 2 3 4 5
formula- feeding

p) Breast milk is less expensive than formula 1 2 3 4 5

d) Mother milk can be stored for days & months 1 2 3 4 5

2178



SECTION 4.

Finally the following information about you will help us to analyze our data.
We recognize that some of the questions are very personal. Please
remember that they will remain strictly confidential.

55.

56.

S7.

58.

59.

60.

What area do you live in?

Office
Use
Only

How old were you at your last birthday?

What is the highest level of education you have completed?

SOME PIIMATY ..ot 1
PIIMAIY .o 2
SECONTAIY ...t 3
High SCOOL ..o 4
University or NIGNer ..o 5

Other (Please Specify)

How many years of schooling have you completed?

Were you employed outside the home or studying in the past 6 months?

Yes, full-time employed..........ccccooiiiiiiiniiiicen, 1
Yes, part-time employed .........cccccoveriiinenininieen, 2
Yes, full-time Student........ccccoeeeeieei e, 3
Yes, part-time student ...........cccoocvvveiiene e 4
NO s 5
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61

62

63

64

65

66

67

68

If yes, what is (was) the title of your current (or last) paid job? ............
For example, Primary school teacher, nurse, engineer, etc.

What do you plan to do in the next 6 months?

Will still be home with the baby ... 1
WOrK fUll-tImMe ... 2
WOrK part-time .........cccoveieiiiienesc e 3
Study full-time.........cccooeeeiiieieiieeeeee e, 4
Study part-time ...........ccceeevveeriieiiieieeieeeeeee e 5
UNECIARA. ..o e 6

If you are a Kuwaiti working in Government sector, are you planning to
have half paid salary maternity leave?

If you are working in private sector, how long is your maternity entitlement in
your job contract?

Months

Does your current job allow you to have breastfeeding hours during
work time?

Are you planning to have any non-paid salary maternity leave?

Yes (If yes go to next question)..........ccceeeveevereeeennnnn 1

NO o 2
If yes, for how long?

Less than 6 MONthS .........cccoevveiiieeiiecee e, 1

6-12 MONNS.....oviiiiicececce e 2

More than 12 months...........ccccoeveveiie e, 3

What is the title of the current (or last) main job held by your husband?

For Example, Engineer, teacher...etc.
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69

70

71.

72

73

Office
Use

Onl
In what country were you born? y

For how long have you lived in Kuwait?...........ccccoooeviiinieicneseen,

In what country was your mother born?

How much did you weigh before you became pregnant?

Kilograms

How tall are you?

Centimetres

THANK YOU VERY MUCH FOR YOUR PARTICIPATION
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Appendix 5.2: Baseline Questionnaire-Arabic version

282



G skl lall ?"‘3

a1l Jahl) 43385 il jlaa anl

1aa b by ey S 8 (33 5) Jhan) aaa )l Ul 405 48 (e Al oy gaudle daala (8 bl 430 4l o g8
205 agdl A e Cu Sl 8 Clifiid) (e dae A daal) gl Q@?%iq;ﬂéq}u&}}h&\

o) S A jla e Y 4y illa) (it s 3 el Glatind) JLeSind Jal o S8l Gany Liaiad O lie g i
llay) o fgalhy o i) 8 calalall 5 aall el o LS i) e

cobinaall ol e o (38 pall o Bl dadla clin s 3 Olafia) G g1 e

sl aie e il 8 AU i Ly jas 8 el ) sladl 4850 e B0 e ALY e AlaY) e

(J88 5aa) g Ala)) Asalial) LlaY) o 500 L iALLY) uEY

[NOJ NS T O R ¥ 4

) O JASH U (fa Aslia ddla) o o B0 (aud ALY Gl

faall daglgapd 0g) 8 L 1l

| s -
2 2 g -

R i i
4 saslic caad _

Y gl ardy gl ALY G
AN @l g piall (e U Glldlal ciadd A zJla

laely sl -
58 el oL ;
JE all yuac -

== ’E.

Sellibal Lgibad LAY (udlall gl A L 1l

| (SRS kB3] -
| T il -
L e _pad| -
| TR 2BY) -

283



plasiuy
Gald)
L

e‘ﬂwy
Gl
L

J¥) andl)

ccllilal elalala) 48 e oy () 253 DLy e e 3all 11 8

sl dlldds opdad (i 1)

ol uls 448 il deliadelia)

(3 ¢80 I N i) L Al el

dgmplall delia Il pe ol S8 e lua delia
doelical) delia Hlb JaSi (S ool JS30 dapd delin
(2= oa ) s A

AW N =

fiaylal) Aol ) ey ja Ja oith dplia Aol ) dllih (i 5 S 1Y) (23)

! o
2 (3, dism M sl Y

feliall deladl M) cpe 1ild (2b)

(Aa) e 1 Ll oSay Aaalia s ol e 5 iy )

| R lan Al ge dgrglall Aol ) -]
TN Sgae lee Apmuhall debin )il 22
| SO daphlldelaa )l al Y 23
L e culall e aili€ Juy Y Jalall - 4
T SS LAY ikl -5
OO sdas ) Culall e ALB 4ueS a y Jilal) -6
| de o o Culall a8 S LpaS iy Jilall -7
O o S (s Jalall -8
| oaall & JSLie dal Jakll -9
| Ll ds jae dglee dpphall dela ) 210
| Laplall delia )l (e ST Ganlii Leliall dela )l -1
Jeud elialldelajl -12
OO 8_ilaa 83Y 5l ey Al ) Sl ) g 52000 -13
| Adlall el Jila aaa 5f G 2oy Y Jalall Al 14
OO Jasll e o gon Jlal of i <15
S Ladle 40l Jlal Y 16
Lo fpnglall delia U ) e ¥ Siaas -17
| gl dela )l 485 je il 28l -8

(sl oa p) AT -19

A8 B yall yaalf cllib plia ) AdS ) B cdl) e (3)
2 Jaall 4y, 8
3 Jeall 43 (8
4 3aY 4l oLl
5 L;si:a 3aY ¢ 2=

284



e‘ﬂwy
Gl
L

?@M}i@khﬁ)&h&h&))jﬁl&\gérﬂ&m Lf:mé‘

(i) o ST LSS (S Anlia s s e 8 50 aum)

L e et e V|
L e e e Jahllally 22
L e e (SV5) ol -3
L e e s 4
SO S Al B 5
L e e s ciaal -6
L e e 3V sl g eludll anla -7
O JubY) il -8
L e e Al b -9
| (om_aall sl daaall dibiadl 1) dunall Agll e (AT <10

(23l oa ) eodl -11

13 e AN Glaad) A La (dglad) dia Lo lia Aol ) dllih o 5i o)) <oy B 28 s 1)

¢ LAY

() e ST L) oSy Anlio Aa) gl e 5l rua)
| Jakall bl Ml cula a5 -]
| SO, Jeul Lelialldelin )il 22
L e e dnbll dela Nl alY 23
| 3V 1) ey 5 pile Jeall ool 4
| Ja i g ova daaiu Laphll dela )l 25
SO deluall el )il Jagy Jilll iy -6
| oY cula Baga i\ il s S i 7
L Gaeliall delin ) 6 Laaloaall aodaig Jalall iy -8
| axa ) JS ie Jalall Ly pd A ulall B0eS 46 joe A JI 29
| Leliall delin Il cun Bl 210
| dpelial) delia Jll a8 a6l 411
| deliall delin )l 1 sa 58 o8 i cliaal 12

1 Leliall delin )l 7 581 (A yaall 5l capdall i) Loanall Al o) 8 aad -3
(s a ) s A1 -14

¢ Jaall 08 ilawad) (il i€ A
1

(C))

©)

(6)
axd

2 (8 fd s ) Aasily Y

fdaall U o gall B (S S B jlagau S

§ Jaall Ja8 L) pidns cuig A
1

)

®
axd

2 (10 &) Jsm S zl) Y

faad) Jad Adudd) ¢pidai cuiS a gl (B3 e aS
285

®



a‘.\iﬁu\f
Gl

Sdaad) sl jlaud) puidxicis a - (10)

1 s
2 (12 &) Jsm SN sy ¥

Sdand) sl agall A il CS3 lasw S (11)

¢ Jaad) ol Aduldd) pidi i< Ja (12)

1 =
2 (14 68 Jsm ) Sy Y

faadl oL Adpdl) s S a gl A3 aS  (13)

fdaad) sl A1 JaSaS il gl pana s clglii Ja (14)

1 JA;J\ cmi}dﬁ‘ea_’a
2 Jeall gl syl con
3 Y

flaie ad labada Jaall 138 S 4 (15)

2 %‘J@Jﬂjdjﬁ@dé‘dﬂfﬂ‘y

3 sl e Jpanll laladf (Ki a1 oY

1998 aa (e dmdal) Aol ) 0 claglra gl milial e claa Ja (16)
(a) e ST sl oSy daulie ) ol e 50 )

L e e e Alanall 2
L e e e a3

S5 o) day B e o) o dllida aun gy Laeal) Aigd) 3 8 o) daai o (173)

1 . pxd
2 (18 p&) dim I Sal) ¥
B o) day B ydlaa il o Gllih i o desandiy a8 X e (17D)

() o ST L8 (S Anlia Bl s e 8 50 aum)

| TR 5aY ol g eliaill ks -
L e e e Jubyl culs 22
L e e Aoyl 23

48 31) 8 e ik L2b Bl (maS  (18)

1(20 685 Jsms N i) Jall 3 gl OS5 gl o b 1
2 Q) (o e s Ll G il S
3 Qa3 Gl 805 il i il (S

286



alaiuy
Ealy)
i

4 sl JS G (Sl ol (e 6 3
dAoluaS st a0
5 gl Jl sh daalall Al 48 2 8 13 s 50 S Jiall

S0l Jl b eluilag cllih 0 6$ o g ciS Ja (19)
1 N

2 Al ey caxd

3 AL S o

4 el y

fel A gl pa Adiuall A2 cS Ui da (20)
1 Y
2 1:::-_‘(»&
3 22 cani
4 33Ax:c(ud
5 4 23 cani

fellils ol 1) LE Ale 1) A Jad D3la (Joll) o5 Aoliaal) 48 2 8 dlliha (1<) (21)
4am ) s sal Jilally o 5

il aam Y Dlaslldd je ) caadl g o yad A )
glao¥ dals i)l cula A0S i il (2
gla ¥l dala h gova ez AT sy ik 4 g g
glao¥ dals n sSsladl ele Jikall () sruca

gl ¥ dala 3y L ole Jikal) ) g2 5

el y

fllils cpaa i Junall (BB e pS (22)

1 (Wdls dilll Sy ledie :Jle) auza & Jikl e Ll gl k) 38 5
2 Lo piele JS -me 52 (A

3 Lo S Cle L SO JS - (ame J 2 (85

4 L8 Gile b gl JS - 0nmae J s 335

(gl 2 ) g A

ercallal) 389" Aslda ) o ddiaally dsaall Aigll 380 dlaai Ja (23)
(o O b Jilall e ) WS o bl (535 delia 1)

I
2 b

NN N AW

felli plia Y alial) Janall ¢ idiual) Cilpa i a dpal ) S Ja - (243)

I (250 i ) i) oo
2 b

sbua gl 038 (e dliany ol ol e mua s 2 (24D)
1 ibglajlaeld )k gl

3 el e il e Juanl

(2l (o ) g A

287



e\.\iﬂuy
Galyl)
L

3180 (e llids 4,385 0 A1 g il glaa g LS Baclna Jo cilian Sl cpaiad B Lagas  (253)
¢ il B k) ablal)
1 (26 &) JIsm ) SsLl) aad
2 b

(23 2 ) e Cliaa Gl g ¢pa g8 S Al Cilaghaal) gf Bacbluall £ 53 la (25b)

L oo Ay ldia gl Az jlata £ 1 g 1 s8] ddiaial) & claladl sal 098 Gal) Gl 2 (26)
il B ) aBal) ) 8 (e pilall) (e £ oill 138 e ciliaa Slily ¢ gl Ja ¢ Jikal)
Sellids 4,385 A8y )b e

)

b aga g 80 oL Adiaiall B daual) Ligl) 3131 (e W) e Ul e claa a0 (27)
(sl oo ST sl (Say e clias Lo S e 5 au)

L dibll fpmphall dolia )l e b€ -]
| Jilall n bl debia )l (e (anas 5l Ol palas 2
| G (pe Lmada Jilall gl ) 48 e Jlae o0 -3
| Laplall delin )l A4S (e @il 5 g ol (Q)dl) w28 -4
1 Lagdall delia )l (e dnall gl o) 8l aal ae il gl dala 4 35 jliiul -5
L e e e G lae e BY -6

(w2 ) s Al -7

el e Ui el caa i Ja (28)

1 prd
Y

3 el Y
eikl) 4,550 dima 48y o Jik) Ay Juals & (29)
1 e liall delin Il Juady can
2 MMH\@LAJHLA.M CA) caxd
3 la sl 43yl sl il ¥
4 1l dae g gam gall 2801 A

288



‘ fellih 4,30 dlma 48, jha it g Jaii & (30)
1 :‘;\QM\@L&)}\M‘(&M
2 Laplall delia Il Juadl cand
3 L Ui A8 5k gl 2 il Y
4 12 Lgxe & gam gl LT

‘ ullids 2,5 Al Ay dla g3 ol SR (31)
| el delia )l Joais aad
2 galall Aie Ui )1 i ¢ ans
3 b Jial 44yl g (3 il Y
4 2l Lgma g gum pall 8L

plaiiay
Ealy)
Laid

€ gl 4,80 il g elily B g LA A fﬁuhﬂ bl (32)

Tk u@.\x;\

Lielia a5 Ll (i i pgians
(Juikal) el el Gl Sisra

el y

‘ a9l gall gl ) Al g 3ok oo BN G U8 Apald ) paas gl cipan Ja (33)
Jaall \J@J c(u_]

Gl Jaal ard
é.}\.uj\} Jaall 13 ard
P

DN BN W=

AW =

‘ 9 (alhadll 4,3 1) Liball dankal) lliha sllae) (poii e (34)

2 Gl e (s
3 &l 3 e
4 6514 e
5 85 e
6 6516 e
7 263 T oa
8 ol 8 o
9 26519 oa
10 iy
(sl (oa ) 5 A

‘ eollib 3y gl iS (35)
1 (S o s5%) Bl 52 (Rmpla) Lo
2 (eSSl (s 5) bais & (Rompbe) Alies
3 (il J‘ﬂ-\a\ — 4 pad
4 Golsh— 4y pad

‘ ¢ lihl dlaaki sab Jol 8 e (36)
1 ol s 48 3

289



plasiuy

Ealy)

2 (51l alall) Ll 231 sl
3 (& Al (mial) Qliel sl
4 O85> ela
5 el ola
6 siha sl

(2l a ) s A

T s e AT s gl il ity o Caan b (37)
1 =

) Y

BN o) sy ol BV ol) dia duaua JSLE gi dlil 4alg Ja  (38a)
1 B

) (39a ad) Jlsm S ) Y

fellih Cugal g Al Laual) JSLaa A L (38D)

) gally (Ahalall) daldl) 4liad) 3 Tl g cllih 28 Ja (393)

1 prd
2 (40 &8 JIsms Y Sl Y

) gall (Aalall) dualdl) 4lal) 8 cllils ALl 3 3aall & La (39D)

Lalall 8 J) ke Jikl)
g s e B
251 On

il 453 om

i 755 o

il 7 (e i

NN B W=

() 3 ol pal) agiaa (pa) il 23 aS (40)
() o> )

SOAY) deliyf (e Ul caa i I (41a)

! s
2 b

hads Aol ) ik ¢pe Sika o 5f a0 Jshal (A La cazdy i sadl S 1Y) (41Db)

(223l (o2 1)

(AL acddt)

A JERY) ela )l (pmaa 53 Y S 1Y) Apda delia )y (aay SOU GleadU 2 ALY o2

54 28, J sl oy 14 dnda 8 G audl

290



REECRY
Eald)

Jash

Shaphl) dola )l iy e (42)

3aY ) (e A5V Ae Ll DA
BVl el 3 - 1 o
Y lam el -3 o
8aY ) 2y Al 24 — 6 O
2V sl Al & gl
(i) oa 3) A

DN B W=

el e udad) Gl e S8 BT Bl e aS (43)
32 ol pe delu 24 DA

83V 5l (e Aol 48-24 (o

Y50 e Aol 7248 0

@ o cadall Gl s kil il 5 Y
(5 sla Jll) (5 A

§ Adlall (o Lgple cliaa Al L) dela ) oo Clagleall S A L (44)
faa Q8 f e o2

3 all 3l i€ KL g il gladl) ann
c_m)i\x..o)ﬁi

AW =

AW =

Aoy Jof A3y die (58 Aalay dllihs ab i A0S (o Clia paal) gaal cxsli da (45)
1 px

2 b

el o Jalal) cudit dmia o daanal) 48y jlall dladdaty Liauall dingd) 310 aaf 2B 8 (46)
1 ~

Y
3 adasll ial o)

ll) (o dpk Aol ) (il 5 0 iy B Il (47)
(ha) e ST lnal oSay Aadlie s ol e 3 il o)

| lelee Canl 1) Jead) 45y lal) o8 ndall delia jll -]
| i GlalEie ) (e e oa Aapdall dela )l 22
| S Al Al daie Jilall aleds Jumdl g2 oY) Culs -3
L e e oad ol oYl 4
L oo oo Jilall Juadl Y1 Cuds -5
T dpdball pie Je de b bl dela )l -6
| slaa¥) Fliil 5 panall e o Ja) e el oY) culs 7
| £lS3 ST (52 (e () g () JUilaY) -8
| ol oladé e Saeluddmblldela )l -9
| S 22 daidie dpapdall Aol 1 210



L Galy) aladiuy

| ik ST Lible Jasi )i Alead duaplall dela )l 111

| Lanb i o e ey Jalall Al -2
| O nlal) debia by Jtiaai o 213
| doaplall delin I Hiaai a2 el -14
| dmplall Aol L i gaaai (AT A -15
| Ll Jaal) pidd dmpidall delia 1) -16

(s a5 A1 -17

Sl Aol ) oy da Ul e Ui ligals Ja (48)

(la) oo ST Ll Say Alia la) ol e 853l aun)

L e s dlaie & -1
L e e Adse s diniie lals 22
| O Gulall e Sl e diasy Jilall 3
| aa e IS8 ulall (e SN e Joany Jibl) - 4
| gla Y1 Al (8 ol el sl oy of S8 Sy skt sy -5
L e e et s s Jilall 6
O G e sl #lja0) G d a7
O SS I Y dibll -8
O saall (8 Al (e Jlay il -9
OO (s ,iS) iiae 52 -10
L e e gla ol Ly ¥ Jakll -11
| Jalll 8IS ye L) S sl 212
| ua S8 Aol (e diSaia pe il sl 213

(2=l a ) AT -14

ok dllib dola ) o i gill (phbdd e b (49)
J el oA
Sl el J3a

el 452 om
el 654 o
0 956 O
51259 o
o5 18512 o
6524518 Om
26824 G S
Ws alef

(sl (oa ) 5 A

el dllih el ) pad ouhbis Ja (50)

e—!—ﬂ
(52a 68, dim (Sl SE3T) Y
(52a a8, Jigm I sml) ale)y

SO0 DN B~ W~

—

[a——

W N

292



e\.}ﬁu‘i
&alyl)

I

uﬁﬁ-Bj\debx‘ﬂiﬁ\ye&j&ﬁ\yjﬁaJgéaﬁcﬂla\g@j ALYl jlal) (he B le JSI

Sl lia dllihs gL Y uhbis e ol 4 (51)

s 6 0_ee aay of Ji
s gl 6 O
08l 35 Ga e O
el 654 O

23 957 o
51259 o
312 e S
(sl oa 3) A

NN N R W

Ui dligal g La 1) 4y JuaD Gura padd al Lauall Lisgl) (e 38 ol dlaei Ja (52a)

daukbl) dola iy

! pes

2 (53 o) Jiam ) i) Y

Tt Oleaiian (o) paddd) g G cardy il gadl (S (52b)
(s e S LRI (S Apie Ada) ol e 553 paun)
L e e e bl -]
| R Abiall & sall S a2
il diladl 3
(23l a0 coaT 4

Sl Aol ) o il Galid) o Ui daad gl dasa Ja (53)

(i) e ST LSS (S Anlia s s e 8 50 aum)

O G ERYS |
L e ettt ettt Jibllally 22
O (Lidlg) ekl -3
SO dagiyal -4
SO dilile e Al 8 -5
L et e Juby) k-6
Y sl s bl Capda -7

(233 ) cpAl -8

LAY adll

(54)

(5) o Cn B By (BBl 5 Y (1) oy o Lale el ) e g Ay pias (g 30) o800

By (88) 3
L'éé‘}i ¥ ‘_'éé‘Ji
By X%
1 2 3 4 5 Jikll by of ) dai e oY) sl 45l NI (@

293



RIFOR
daldl)
Jasd

(231 AL 5 o) L

2 3 4 5 Al delia )l e ).\S\ L pcliall delia ) (b

2 3 4 5 A5 &Y O Bl V) e 23 Apmpall Aol ) (C

2 3 4 5 paall e, e‘\z\ s (d
L\z.\.d::u}u.a‘).\wﬂ\ d\.S.La\J\ L)A‘).\S‘Q_L\SA

2 3 4 5 AV S 1Y) Juadl) LAY 4 eliall dela )l (F
Joudl z A Jaxs

2 3 4 5 A saY) wie aal aaf aiw felia Llih a3 Y)Y (g

2 3 4 5 S b Ak delia ) w5 Y o sl (h
acladll Jic Zalall

2 3 4 5 e demdl Laphadela ) G ol bV daa (i
Lelia ¢ saa i) Jlalay)

2 3 4 5 u}jmuubwuwfwﬂ\d&Y\ (J
Lelia & saca ool JElY) (e SST cula

2 3 4 5 delia) aa i a¥) cul€ 13 AL aamy pedy YT (K

2 3 4 5 Jilall JEad) 13l g WY culs (1

2 3 4 5 ol Gl 20 55 e Laas e QY1 s (m

2 3 4 5 oY culs Jie Jilall Amaa g saie gl cula S 5 (n

2 3 4 5 Leliall delin )l (o ST dulie dpndall el ) (0

2 3 4 5 gl s A€ 5 0 DS B Y s (p

2 3 4 5 Dells LY 4 as (Se Wl s (g

@Uﬂ au.nﬂ\

Dol ag yoo adains e sl A8 0 Wde | clbla) Julas e Uiae Lacie 20060 Cile glaal) o sl

g (it AN ABbiddl L (55)
10 1o Al Adpe gSps (56)

294



Lih Gialy) aladiud

failas] oailad (g gisa 2T 2 e (57)
1 SY e

2
3 hugi
4 e
5 psha
6 el sl aila

(sl oa 3) A

Selas] 88 Al jal) Guiad) 330 2SS (58)

Sl ) ggedd) o) A Gpu i gl Sl g A dibge ciS Ja (59)

1 ALY e\_gj.j dals e (ard
2 S plsn il se caa
3 JalS ol 52 Al cans
e N

5 Y

S0 (e i)y il Al B clee Ja (60)

1 (61 i) Jlpms (M (AEL) s
2 (62 o, Jipms M) zl) ¥

(i) A pda 1) (AR f Aallad) Aduda oll) L3 gl) pamcall g& La cardy il sad) SIS 1Y) (61)

(oeee ) cAidign cAun yaa

S48l ) ggd Al VA Alaad cpplabds cM e (62)
1 Ol & Jihall ae 52 5 50 i

2 JalSal s Jaall

3 o plsn dead

A4S al gy Al all

5 o pl s Al Al

622 ke o]

Chaly dagal 33l o Jgaall Gudabads Jgd ¢ e gSal) Ukl A alatig A gS IS 1Y) (63)
Skl yae (pa (bl pgdd) Aa Gl

1 pas

2 b

9 Al o) dad) 8 Gl A glaall da gl 3l B 4 La (paldd) plalll A crlaad S 1Y) (64)

fdand) el s Ul Jihl) Aol ) cilelu o Jgaal) Adlald) idlig A &l ¢ gaany & (65)
1 -

295



i Gialy) aladin

2 Y

e o (9% Aa gl 3l o Jgaall cubabadi & (66)

1 (67 p8, Jism M ) pas
2 (68 &85 )3 ) Sl Y

flgale Jgandl cpagh Al Baall A L caads gl Qi) (1Y) (67)

1 se 6 e 8

2 =126

3 e 12 e S

:JUi) fla g 31 (Gl gf) Al gl auall s La (68)
(ooeee T g S ¢ uigan ¢ (IR (i yda

Al g 3.‘34 ‘éi g& (69)

fey sl B cde A aS  (70)

felal cidlg g i B2 (71)

fdaall JA dijy s S (72)

flish duas  (73)

A Laall e Ssa | S

296



Appendix 5.3: Follow-up Questionnaire-English version
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Division of Developmental
Medicine

Human Nutrition Department

KUWAIT’S INFANT FEEDING STUDY (KIFS-07)
FOLLOW-UP QUESTIONNAIRE

(To be completed by telephone interview at weeks 6, 12, 18, 26 and 52)

Mother’s first name:

Baby’s first name:

Mother’s telephone number: Home: Mobile:
Feeding method at discharge: Fully breastfeeding.........ccccceeveveeieiieieece e 1
Partially breastfeeding.........ccccooviiiiiinini 2
Fully formula milk feeding .........ccccccoeivviiiiiieeiiccs 3 [Q 20 - Q 28 only]

Notes: (e.g. good times to ring, special circumstances)
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Kuwait’s Infant Feeding Study (KIFS-07)

Name

Baby's Name

Other children

Address

Preferred time to call

Dates away

ID Code
Termination
Date
A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52

Date interview due

Date interview completed

Dates/times tried
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Note for Interviewer:
Questions are for the following status of breastfeeding:
1. Termination Only (No longer breastfeeding)
2. Not for Termination (Fully or partially breastfeeding)

3. Both (for Termination & Not for Termination)
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A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
) How are you feeding your baby at the moment?
- Exclusively breastfeeding - No formula, other fluids or solids 1 1 1 1 1
- Fully breastfeeding - No formula, but may have had some juice or water 2 2 2 2 2
- Combination formula milk and breastfeeding 3 3 3 3 3
- Formula milk feeding only 4 4 4 4 4
- Other (please specify)
A
B
C
D
E
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wk 6

wk 12

wk 18

wk 26

wk 52

1b)

m O O @™ >»

(If changed feeding method) Why did you change feeding method?

1 - Mother has been under stress

2 - Baby not gaining enough milk

3 - Baby not gaining enough weight

4 - Bottle feeding is easier

5 - Breast feeding is too embarrassing

6 - Formula feeding is more convenient than breast feeding

7 - Baby prefers a bottle

8 - Returning to work or study

9 - Difficulty expressing milk

10- Feeling that I am not doing very well at breastfeeding

11- Baby’s father did not like me to breast feed my baby in public

12- Baby's father can help with bottle-feeding

R e el e B T I T B Y I SN SN B N R SN
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13- Other (please specify)
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NOT FOR TERMINATION A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
2)
(If started either fully or partially formula feeding since last interview)
How old was your baby (in weeks) when you first started giving
him/her a regular formula milk bottle feeding?
3)
(If currently exclusively breastfeeding)
Has your baby ever received any formula or other drinks or
foods since his/her birth (or since we last spoke)? (Even if only
one bottle)
-No 1 1 1 1 1
- Yes, occasional bottle of formula 2 2 2 2 2
- Yes, other (please specify)
A
B
C
D
E
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NOT FOR TERMINATION

wk 6
4)
Thinking back to when you first had your baby, how long was it before
your milk came in? (Ask at week 6 interview only - Asked once
only)
- Within 24 hrs of the birth 1
- Between 24-48 hrs after birth 2
- Between 48-72 hrs after birth 3
- Other (please specify)
A
NOT FOR TERMINATION A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
5a)
Did anyone help you decide to (change in feeding practice)?
- Yes 1 1 1 1 1
-No (Goto Q 6) 2 2 2 2 2
5b)
If yes who?
1 - The baby's father 1 1 1 1 1
2 - Mother 1 1 1 1 1
3 - Mother in-law 1 1 1 1 1
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4 - Other relatives

1 1 1 1 1
5 - Friends 1 1 1 1 1
6 - Local GP 1 1 1 1 1
7 - Pediatrician 1 1 1 1 1
8 - Child health nurse 1 1 1 1 1
9 - Other (please specify)
A
B
C
D
E
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
R Are you feeding according to a schedule or by demand?
(Read out answers)
- By demand 1 1 1 1 1
- According to a schedule, about every 2 hours 2 2 2 2 2
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- According to a schedule, about every 3 hours

- According to a schedule, about every 4 hours 4 4 4 4
- Other (please explain)
A
B
C
D
E
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
7a)
How many times per day (24 hours) on average do you feed your baby?
7b)
How many of these are breastfeeds? (use 0 if none)
7c)
How many of these are formula feeds? (use O if none)
8a)
How many times, on average would your baby wake up at night to feed?
8b)

On average, how many of these night feeds are breastfeeds?
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wk 6

wk 12

wk 18

wk 26

wk 52

9a)
Have you expressed your milk since we last spoke (or since you left
hospital)?

- Yes

-No (Go to Q 12a)

9b)
If yes, why did you express your milk?

1 - Wanted extra breast-milk just in case

2 - To see if baby would take a bottle (test run)

3 - Feed to be given by someone else, (e.g. mother, maid, nanny, etc.)

4 - To avoid breastfeeding in public when out with baby

5 - So father could feed baby (involvement)

6 - Had too much milk / uncomfortable

7 - Sore nipples / engorgement

8 - Baby ill

9 - Mother ill

e
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10- Other (please specify)
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BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
10)
What method did you use to express your milk?
1 - Hand 1 1 1 1 1
2 - Manual pump 1 1 1 1 1
3 - Electric/battery pump - single 1 1 1 1 1
4 - Electric/battery pump - double 1 1 1 1 1
11a)
Did you have any difficulties expressing your milk?
- Yes 1 1 1 1 1
-No 2 2 2 2 2
11b)

If yes, what difficulties have you experienced with expressing milk?
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1 - Took too long 1 1 1 1 1
2 - Was painful 1 1 1 1 1
3 - Couldn't get very much/enough milk 1 1 1 1 1
4 - Other (please specify)
A
B
C
D
E
NOT FOR TERMINATION Don't ask if no longer breastfeeding A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
12a)
Have you had any difficulties with breastfeeding since | spoke to you
last time (or you left hospital), so things like;
- problems with your breasts?
- problems with the baby feeding?
- Yes 1 1 1 1 1
- No (Go to Q 15) 2 2 2 2 2
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12b)
If yes, what difficulties experienced?

(Do not prompt, but probe for more than one answer)

- Problems with breasts

1 - Cracked or sore nipples

2 - Breasts engorged (too full)

3 - Mastitis or breast infection

4 - Inverted nipples

5 - Breastfeeding is painful

e R
R R PR
R
R R PR
R

- Problems with baby feeding

6 - Baby not gaining enough weight

7 - Baby has difficulties sucking

8 - Baby gets too much milk or too fast

9 - Poor " let-down"

10- Baby refuses to breastfeed

11- Baby too tired to feed, i.e. falls asleep at breast

12- Not enough milk for baby

13- Feeling that I'm not doing very well at breast feeding

R
N S R
R R
N S R
R
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Cont. Q 12b A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
14- Other (please specify)

A
B
C
D
E

A B C D E

wk 6 wk 12 wk 18 wk 26 wk 52
NOT FOR TERMINATION
13)
Did you expect to have difficulties with breastfeeding?

- Yes 1 1 1 1 1

-No 2 2 2 2 2
14a)

Have you asked for advice or help from anyone about your
breastfeeding problem(s)?
- Yes 1 1 1 1 1
- No (Go to Q 15) 2 2 2 2 2
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14b)
If yes who?

1 - Mother

2 - Mother in-law

3 - Other relatives

4 - Friends

5 - Local GP

6 - Pediatrician

7 - Child health nurse

e
PR PP PP
N
PR PP PP
N

8 - Other (please specify)

moo m >
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BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
15)
Have different people given you conflicting advice about feeding, since
we last spoke (or since you left hospital)?

- Yes 1 1 1 1 1

-No 2 2 2 2 2

- If yes (please explain)

m o O © >

242




BOTH

wk 6

wk 12

wk 18

wk 26

wk 52

How would you describe your current dietary intake (How much food
you eat)?

- Less than what was when pregnant

- Similar to what was when pregnant

- More than what was when pregnant

- Less than what was before being pregnant

- Similar to what was before being pregnant

- More than what was before being pregnant

- Don’t know

N[ O oW DN

N[ o oW N

N[O oW N

N[ o oW N

N O oW N

17)
Have you been on any diet to reduce your weight since we last spoke (or
since you left hospital)?

- Yes

- No
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18)

What is your current weight (kg)?

19)

How many cups of water/fluids do you drink daily?

- None

-11to 2 cups

- 3to 4 cups

- 510 6 cups

- 7to 8 cups

- More than 8 cups

O OB~ W DN

O OB W|IDN|-

O OB~ W| DN

O oW DN

O OB~ W DN

BOTH

wk 6

wk 12

wk 18

wk 26

wk 52

(If infant formula has been introduced) What type of formula you are

feeding your baby?
(Do not prompt, unless: 'l don’t know")

- Similac (Green)*

- Similac (with Iron - Yellow)*

- Similac Advance (with Iron)

- Similac Advance 1 (with IQ — contain AA & DHA)

- Similac Advance Excel (with Iron — contain LCP)

- Aptamil 1 (with Iron)

O oW NP

O OB W|IDN |-

o oW |IN| P

O OB W|IDN| -

o O AW NP
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- Bebelac 1 7 7 7 7

- Bebelac 1 (with Iron) 8 8 8 8 8
- Bebelac EC 9 9 9 9 9
- 526 Gold 1* 11 11 11 11 11
- Enfamil 12 12 12 12 12
- NAN 1 (with lron)* 13 13 13 13 13
- Guigoz 1 (with Iron)* 14 14 14 14 14
- Novolac 1 15 15 15 15 15
- France Lait 1 (with Iron) 16 16 16 16 16
- Specialized infant formula (Go to Q 20b) 17 17 17 17 17
- I don’t know 18 18 18 18 18
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
20b)
(If specialized infant formula has been introduced) what type of formula
you are feeding your baby?
(Do not prompt, unless: ‘I don't know")
- Similac Advance LF (lactose-free with Iron) 1 1 1 1 1
- Similac Isomil 1 (Soy Formula with Iron) 2 2 2 2 2
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- Aptamil Comfort 1 3 3 3 3 3
- Bebelac AR (For Regurgitation — with Iron) 4 4 4 4 4
- Bebelac FL (Free of Lactose — with Iron) 5 5 5 5 5
- Bebelac Soya (Based on Soy Protein — with Iron) 6 6 6 6 6
- S26 LF ((Lactose-free — with Iron) 7 7 7 7 7
- 526 AR (For Regurgitation — with Iron) 8 8 8 8 8
- S26 HA (Hypo-antigenic) 9 9 9 9 9
- Nursoy (Soy protein — with Iron) 11 11 11 11 11
- NAN H.A. 1 (with Iron — Bifidogeneic B effect) 12 12 12 12 12
- NAN AR. (Anti-regurgitation — with Iron) 13 13 13 13 13
- al 110 (Lactose-free) 14 14 14 14 14
- Alfare (for cow’s milk protein allergy) 15 15 15 15 15
- Novolac AR 1 (adapted formula) 16 16 16 16 16
- Novolac AC 1 (adapted formula) 17 17 17 17 17
- Novolac IT 1 (adapted formula) 18 18 18 18 18
- I don’t know 19 19 19 19 19
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wk 6

wk 12

wk 18

wk 26

wk 52

Why did you choose this particular formula?

(Do not prompt, but probe for more than one answer)

1 - Recommended by hospital staff

2 - Recommended by paediatric

3 - Recommended by local GP

4 - Recommended by mother

5 - Recommended by mother in-law

6 - Recommended by other family member(s)

7 - Recommended by friend(s)

8 - It was the cheapest

9 - Available through Kuwait Supply Company (KSC)

10- Recommended by chemist

11- It was used for my baby in the hospital

12- Used it before

R e e R e I T B o T SN R SN N
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13- Other (please specify)

m o O @ >
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BOTH

wk 6

wk 12

wk 18

wk 26

wk 52

22a)

Have you tried other formulas?
(Only asked after formula introduced for the first time)

- Yes

- No (Go to Q 24a)

22b)

(If other formula has been introduced) what other type of formula?
(Do not prompt, unless: 'l don’t know")

- Similac (Green)*

- Similac (with Iron - Yellow)*

- Similac Advance (with Iron)

- Similac Advance 1 (with 1Q — contain AA & DHA)

- Similac Advance Excel (with Iron — contain LCP)

- Aptamil 1 (with Iron)

- Bebelac 1

- Bebelac 1 (with Iron)

- Bebelac EC

O o N oo | h~WIDN -

O© | 00 N oo | 0|~ wWw DN -

O© | 00 N oo | B~wWwIDN| -

O© | 00 N O 0|~ wWw DN -
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- 526 Gold 1*

|
|

[EEY
[EEY

[EEY
[EEY

[EEY
[EEY

-
[N

248




- Enfamil 12 12 12 12 12
- NAN 1 (with Iron)* 13 13 13 13 13
- Guigoz 1 (with Iron)* 14 14 14 14 14
- Novolac 1 15 15 15 15 15
- France Lait 1 (with Iron) 16 16 16 16 16
- Specialized infant formula (Go to Q 22c) 17 17 17 17 17
- I don’t know 18 18 18 18 18
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
22¢)
(If other specialized infant formula has been introduced) what type of
formula you are feeding your baby?
(Do not prompt, unless: ‘I don't know")
- Similac Advance LF (lactose-free with Iron) 1 1 1 1 1
- Similac Isomil 1 (Soy Formula with Iron) 2 2 2 2 2
- Aptamil Comfort 1 3 3 3 3 3
- Bebelac AR (For Regurgitation — with Iron) 4 4 4 4 4
- Bebelac FL (Free of Lactose — with Iron) 5 5 5 5 5
- Bebelac Soya (Based on Soy Protein — with Iron) 6 6 6 6 6
- S26 LF ((Lactose-free — with Iron) 7 7 7 7 7
- 526 AR (For Regurgitation — with Iron) 8 8 8 8 8
- S26 HA (Hypo-antigenic) 9 9 9 9 9
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- Nursoy (Soy protein — with Iron) 11 11 11 11 11
- NAN H.A. 1 (with Iron — Bifidogeneic B effect) 12 12 12 12 12
- NAN A.R. (Anti-regurgitation — with Iron) 13 13 13 13 13
- al 110 (Lactose-free) 14 14 14 14 14
- Alfare (for cow’s milk protein allergy) 15 15 15 15 15
- Novolac AR 1 (adapted formula) 16 16 16 16 16
- Novolac AC 1 (adapted formula) 17 17 17 17 17
- Novolac IT 1 (adapted formula) 18 18 18 18 18
- I don’t know 19 19 19 19 19
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
2 Why did you choose this particular formula?
(Do not prompt, but probe for more than one answer)
1 - Recommended by hospital staff 1 1 1 1 1
2 - Recommended by paediatric 1 1 1 1 1
3 - Recommended by local GP 1 1 1 1 1
4 - Recommended by mother 1 1 1 1 1
5 - Recommended by mother in-law 1 1 1 1 1
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6 - Recommended by friend(s) 1 1 1 1 1
7 - Recommended by other family member(s) 1 1 1 1 1
8 - It was the cheapest 1 1 1 1 1
9 - Available through Kuwait Supply Company (KSC) 1 1 1 1 1
10- Recommended by chemist 1 1 1 1 1
11- It was used for my baby in the hospital 1 1 1 1 1
12- Used it before 1 1 1 1 1
13- Other (please specify)
A
B
C
D
E
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
24a)
Is your baby having any fluids other than breast milk or formula?
- Yes 1 1 1 1 1
- No (Go to Q 25a) 2 2 2 2 2
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24b)

If yes, how old was your baby (in weeks) when first had any fluids other

than breast milk or formula?

24c)

What other fluid is your baby having?

1 - Boiled and filtered tap water

2 - Baby’s bottle water

3 - Still mineral water

4 - Date water

5 - Fruit juice/nectar

i

R

R

R
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- Baby’s Tea

6 - Herbal Tea

7 - Fruit Tea

8 - Fennel Tea

9 - Chamomile Tea

10- Glucose D

11- Flavoured Glucose D

R R
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BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
25a)
Is your baby eating any solid food?
- Yes 1 1 1 1 1
- No (Go to Q 29a) 2 2 2 2 2
25b)
If yes, how old was your baby (in weeks) when first tried him/her on
solid food?
26)

What was the first solid food that you tried him/her on? (please specify)

27)

How old was your baby (in weeks) when first tried him/her on:

- Cereals/Rusks

- Vegetables

- Fruits
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- White meat

- Red meat

- Fish

wk 6

wk 12

wk 18

wk 26

wk 52

What solid food is your baby having now?

(Do not prompt, but probe for more than one answer) (Read out

answers)

- Infant Cereal

1 - Cereal(s)

2 - Cereal(s) & vegetables

3 - Cereal(s) & fruits

4 - Cereal(s) with milk

5 - Cereal(s) with milk & vegetables

6 - Cereal(s) with milk & fruits

7 - Rusks

R R |Rr|(Rr|R|RP| R
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8 - Teething rusks

9 - Biscuits

10- Plain yogurt

11- Flavored yogurt

R Rk

I = S AN

G

G

Y e

- Strained/puree

12- Fruit(s)

13- Vegetable(s)

14- Creamy vegetables with pasta

15- Vegetable soups

16- Legumes

17- Custard

18- Cereal & fruits puddings / desserts

19- Fruit pudding / desserts

28
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20- Chocolate pudding / desserts

21- Egg yolk

22- Whole eggs
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- Meat

23- Chicken (white meat)

24- Lamb (red meat)
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25- Fish 1 1 1 1 1
26- Honey 1 1 1 1 1
27- Other solid food (please specify)
A
B
C
D
E
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
29a)
Has your baby started using a dummy since we last spoke (or since you
left hospital)?
- Yes 1 1 1 1 1
- Yes, but didn’t accept it 2 2 2 2 2
- No (Go to Q 31a) 3 3 3 3 3
29b)
If yes, how old was your baby (in weeks) when you first gave him/her a
dummy?
30)

Why did you start your baby on a dummy?
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- To help him/her sleep 1 1 1 1 1
- To help him/her stop crying 2 2 2 2 2
- To stop him/her of sucking breast/bottle without feeding 3 3 3 3 3
- To terminate breastfeeding 4 4 4 4 4
- To terminate bottle feeding 5 5 5 5 5
- To help comfort teething 6 6 6 6 6
- Other (please specify)

A

B

C

D

E

BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
3la)

Has your baby experienced any health problems since we last spoke (or
since you left hospital)?

- Yes 1 1 1 1 1

- No (Go to Q 33a) 2 ) 2 2 2
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31b)
If yes, what type of problem?

1 - Vomiting

2 - Diarrhoea

3 - Respiratory

4 - Skin-rash, dermatitis, etc.,

5 - Jaundice

6 - Colic

R

Pl |RrRr R

R

Pl |RrRr R

R

7 - Other (please specify)

m O O © >

wk 6

wk 12

wk 18

wk 26

wk 52

Did you take your baby to see anyone about this problem?

- Yes
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-No (Goto Q 33a) 2 2 2 2 2
32b)
If yes, who?
1 - Local GP 1 1 1 1 1
2 - Pediatrician 1 1 1 1 1
3 - Child health nurse 1 1 1 1 1
4 - Other (please specify)
A
B
C
D
E
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
33a)

Have you experienced any health problems since we last spoke (or since
you left hospital)?

-Yes 1 1 1 1 1

- No (Go to Q 35a) 2 2 2 2 2
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33b)
If yes, what type of problem?

1 - Constipation 1 1 1 1 1
2 - Haemorrhoid 1 1 1 1 1
3 - Depression 1 1 1 1 1
4 - Excessive uterus bleeding 1 1 1 1 1
5 - Colic 1 1 1 1 1
6 - Other (please specify)
A
B
C
D
E
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
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34a)

Did you see anyone about this problem?

- Yes

- No (Go to Q 35a)

34b)

m o O © >

If yes, who?

1- Local GP

2 - Gynecologist

3 - Others (please specify)
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BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
35a)
Have you experienced any major changes in your life since we last spoke
(or since you left hospital)?
- Yes 1 1 1 1 1
-No (Goto Q 36a) 2 2 2 2 2
35b)
If yes, what type of changes?
1 - Moved house 1 1 1 1 1
2 - Changed career 1 1 1 1 1
3 - Death in the family 1 1 1 1 1
4 - Divorce or separation 1 1 1 1 1
5 - Husband got other marriage 1 1 1 1 1
6 - Serious illness in the family 1 1 1 1 1
7 - Other (please specify)
A
B
C
D
E
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BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
36a)
Are you currently on birth control pills (OCA)?
- Yes 1 1 1 1 1
-No (Goto Q 37a) 2 2 2 2 2
36b)
If yes, which type of pill are you on?
- Regular pill 1 1 1 1 1
- Mini-pill 2 2 2 2 2
37a)
Are you taking any other medications at the moment?
- Yes 1 1 1 1 1
-No (Goto Q 38a) 2 2 2 2 2
37b)
If yes, what medications you are taking? (please specify)
A
B
C
D
E

263



BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
38a)
Have you had help from anyone, on a daily or almost daily basis, since
we last spoke (or since you left hospital)?
- Yes 1 1 1 1 1
-No (Goto Q 39) 2 2 2 2 2
38b)
If yes, from who?
1 - Husband 1 1 1 1 1
2 - Mother 1 1 1 1 1
3 - Mother in-law 1 1 1 1 1
4 - Other family member(s)/in-low 1 1 1 1 1
5 - Friend(s) 1 1 1 1 1
6 - Paid help (nanny) 1 1 1 1 1
7 - Maid 1 1 1 1 1
38c)
If yes, what type of help did you receive?
1 - House work 1 1 1 1 1
2 - Cooking 1 1 1 1 1
3 - Caring for other children 1 1 1 1 1
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4 - Caring for baby to give me break 1 1 1 1 1
5 - Shopping 1 1 1 1 1
BOTH A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
39)
Have you visited the Child Health Center since we last spoke (or since
you left hospital)?
- Yes 1 1 1 1 1
- No 2 2 2 2 2
40)
How do you feel about your baby’s weight change since birth?
(Read out answers)
- Satisfied/pleased 1 1 1 1 1
- A little concerned 2 2 2 2 2
- Very worried or concerned 3 3 3 3 3
- Don’t know 4 4 4 4 4

41)
How would you describe your baby's temperament?
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- Placid / easy going 1 1 1 1 1
- Irritable / fussy 2 2 2 2 2
- Combination 3 3 3 3 3
- Don't know 4 4 4 4 4
NOT FOR TERMINATION (TWICE ONLY) A D
wk 6 wk 26
42)
How would you rate your confidence in breastfeeding?
- Not confident 1 1
- 2 2
- 3 3
- 4 4
- Very confident 5 5
43)

How enjoyable do you find breastfeeding?
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- Not enjoyable 1 1
} 2 2
l 3 3
} 4 4
- Very enjoyable 5 5
44)
How satisfied are you with your breastfeeding experience?
- Not satisfied 1 1
} 2 2
- 3 3
} 4 4
- Very satisfied 5 5
NOT FOR TERMINATION (TWICE ONLY) A D
wk 6 wk 26
45)
In general, how comfortable would you or do you feel while
breastfeeding in front of other people?
- Not comfortable 1 1
} 2 2
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- Very comfortable

46)

In general, how comfortable would you or do you feel while
breastfeeding in front of female friends?

- Not comfortable

- Very comfortable

gl W N

Gl W N

47)

In general, how comfortable would you or do you feel while

breastfeeding in front of female relatives (e.g., mother, sister)?

Not comfortable

- Very comfortable

Gl W N

Gl b W N
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NOT FOR TERMINATION (TWICE ONLY)

wk 6

wk 26

48)
In general, how comfortable would you or do you feel while

breastfeeding in front of male relatives (e.g., father, brother)?

- Not comfortable

- Very comfortable

gl bW N |-

G| W N

49)
In general, how comfortable would you or do you feel while

breastfeeding in someone else's house?

Not comfortable

- Very comfortable

gaalbh | wWw N

gaalbh | W N

50)
In general, how comfortable would you or do you feel while

breastfeeding in a public eating place?

- Not comfortable
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- 2 2
- 3 3
) 4 4
- Very comfortable 5 5
NOT FOR TERMINATION (TWICE ONLY) A D
wk 6 wk 26
51)
In general, how comfortable would you or do you feel while
breastfeeding in a public place (e.g. park, beach, etc.)?
- Not comfortable 1 1
- 2 2
- 3 3
- 4 4
- Very comfortable 5 5
BOTH (ONCE ONLY) A B C D E
wk 6 wk 12 wk 18 wk 26 wk 52
52a)
Do you smoke cigarettes?
- Yes 1 1 1 1 1
- Usually, but not at the moment (asked again if this option chosen) 2 2 2 2 2
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-No (Goto Q 53a) 3
52b)
How many cigarettes do you currently smoke a day on average?
53a)
Do you smoke hubble-bubble?
- Yes 1
- Usually, but not at the moment (asked again if this option chosen) 2
- No (Go to Q 54) 3
53b)
How often do you smoke hubble-bubble a day on average?
BOTH (ONCE ONLY) A
wk 6
54)
In general, what effect do you think breastfeeding has on a woman's
weight?
- No effect 1
- Helps reduce weight 2
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- Keeps the weight on

- Don’t know/not sure

55)
In general, what effect do you think breastfeeding has the shape or size of
awoman's breasts after she has stopped feeding?

- It causes breasts to sag

- It doesn't make any difference

- Makes them smaller

- Don’t know/not sure

AW I N -

- Other (please specify)

BOTH (ONCE ONLY)

wk 6

I'm going to read out a few statements which are related to breastfeeding. Please just
answer True, False or Don't know. It really doesn't matter if you don't know.

56)
Feeding more often increases milk supply.
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- True 1
- False 2
- Don’t know 3
57)
Babies need to feed more when they are having a growth spurt.
- True 1
- False 2
- Don’t know 3
58)
There are lots of women who need to give their babies formula because
they can't make enough milk.
- True 1
- False 2
- Don’t know 3
59)
Birth control pills (OCA) can reduce milk supply.
- True 1
- False 2
- Mini-pill won’t but normal pill will 3
- Don’t know 4
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BOTH (ONCE ONLY)

wk 6
60)
Getting extra rest and relaxation is necessary to ensure a good milk
supply.
- True 1
- False 2
- Don’t know 3
61)
Feeding formula to a one month old baby will not reduce the amount of
milk produced by the mother.
- True 1
- False 2
- Don’t know 3
62)
Babies naturally know how to breastfeed correctly.
- True 1
- False 2
- Don’t know 3

63)
Formula-fed babies sleep longer at night.

274




- True

- False

- Don’t know

TERMINATION ONLY

64)
How old was your baby (baby’s name) when you stopped breastfeeding?

- Weeks

- Months

CENSORING FACTOR

TERMINATION ONLY

65)
Why did you decide to stop breastfeeding?
(Do not prompt, but probe for more than one answer)

- Prolonged breastfeeding reasons

1 - Baby old enough to not be breast-fed
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2 - Baby weaned itself

3 - I've done my bit, given a good start

- Problems/pain

4 - Breast feeding too painful

5 - Cracked or bleeding nipples

6 - Breast engorgement

7 - Breast infection/mastitis

8 - Inverted nipples

9 - Problem with nursing technique

R

- Maternal psychological

10- Mother anxious or unsure about breastfeeding

11- Breastfeeding requires too much motivation

Cont.

65

12- Breast feeding too difficult

13- Breast feeding too inconvenient

14- Mother has been under stress

15- Mother too tired

16- Dislike breastfeeding

17- Concern about how breastfeeding will affect your figure

Rl R R Rk

- Insufficient milk/ other baby factors
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18- Can't tell how much infant is drinking

19- My milk isn't good enough

20- Not enough milk

21- Baby not gaining enough weight

22- Baby no longer interested in the breast

23- Baby biting nipples

24- Baby prefers a bottle

25- Baby ready for solids

26- Baby ill

T A

- Other maternal factors

27- Mother ill

28- Use of prescription medication

29- Wanted to go onto OCA

30- Return to work or study

S

- Paternal factors

31- Baby's father preferred bottle-feeding

Cont. O 65

32- Baby's father can help with bottle-feeding
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33- Other (please specify)

TERMINATION ONLY

66a)
Did you plan to stop breastfeeding now (when you did)?

- Yes (Goto Q 67a)

- No

66b)
If not, at what age did you plan to stop breastfeeding?

- Before 6 weeks

- Between 6 weeks and 2 months

- Between 2 and 3 months

- Between 4 and 9 months

- Between 7 and 8 months

- Between 9 and 12 months

- Over twelve months

- When gets teeth

O IN O 0RO

- Other (please specify)
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TERMINATION ONLY

67a)
Did anyone advise you to stop breastfeeding?

-Yes

- No (Go to Q 68a)

67b)
If yes, who?

1 - The baby’s father

2 - Mother

3 - Mother in law

4 - Other relative(s)

5 - Friend(s)

6 - Local GP

7 - Paediatrician

8 - Dietitian

G R

9 - Other (please specify)

TERMINATION ONLY
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68a)

Would you breastfeed another child if you had another baby?

- Yes

- Yes, if | could

- No (Go to Q 68c)

68b)

If yes, why?
(Do not prompt, but probe for more than one answer)

1 - Better for baby

2 - Better for mother

3 - More contented baby

4 - Natural

5 - Closer relationship with baby

6 - Convenience

7 - Enjoyment/satisfaction of mother

8 - No particular reason

R R R R R R |Rr |k

9 - Other (please specify)
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68c)
If no, why wouldn’t breastfeed another child?

(Do not prompt, but probe for more than one answer)

1 - Inconvenient 1
2 - Lack of enjoyment/satisfaction of mother 1
3 - Tied to the house 1
Cont. Q 68c
4 - Embarrassment 1
5 - Too emotionally taxing for mother 1
6 - Formula is just as good 1
7 - Other (please specify)
69)
Would you encourage a friend to breastfeed?

- Yes, definitely 1
- Yes, probably 2
- Perhaps 3
- If she wants to 4
- No 5
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TERMINATION ONLY

The following questions are on your feelings about breastfeeding. So there are no right or wrong answers. For example the first question is
"How would you describe your breastfeeding experience?" If you can imagine a ruler with five points on it. At one end of the ruler is "not
successful™ and at the other end of the ruler is five, which is "very successful”. Where do you think you would fit on the ruler?

70)
How would you describe your breastfeeding experience?

- Not successful

- Very successful

o OB W DN

- Uncertain

71)
How enjoyable did you find breastfeeding?

- Not enjoyable

Very enjoyable

O OB W DN

- Uncertain
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72)
How satisfied are you with your breastfeeding experience?

- Not satisfied

- Very satisfied

- Uncertain

O OB~ W DN

Thank you very much for your participation
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Appendix 5.4: Follow-up Questionnaire-Arabic version
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Appendix 6: Additional univariate analysis of breastfeeding

duration
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Appendix 6.1: Tablel: The univariate analysis of factors associated

with the risk for discontinuing any breastfeeding before 6 months

(n=331)
Any
Breast-
Variable feeding
to 6 mo
N % HR 95% CI
Sociodemographic
Maternal Age
<25 74 22.4 1.49 0.87-2.54
25-34 214 64.7 0.86 0.53-1.39
>35 (ref) 43 13.0 1.00
Mother’s Education (Yrs of Schooling)
<12 years (ref) 111 335 1.00
>12 years 220 66.5 0.90 0.64-1.26
Country of mother’s birth
Kuwait & Gulf countries (ref) 117 53.5 1.00
Other Arab countries 115 34.7 0.43 0.29-0.63
Other world countries 39 11.8 0.83 0.51-1.33
Mother’s occupation
Managers & professionals (ref) 87 26.3 1.00
Sales & clericals 65 19.6 1.61 0.98-2.66
Unskilled occupations 29 8.8 1.15 0.61-2.17
Housewives 150 45.3 1.35 0.88-2.07
Father’s occupation:
Managers & professionals (ref) 88 26.6 1.00
Sales & clericals 98 29.6 1.10 1.22-3.23
Unskilled occupations 142 42.9 2.19 1.38-3.47
No jobs 3 0.9 8.82 2.63-29.59
Mother employed/studying part- or full time at 6
months before birth
Yes (ref) 140 42.3 1.00
No 191 57.7 0.90 0.65-1.24
Mother intended to be employed/studying part-
or full time at 6 months postpartum
Yes (ref) 128 38.7 1.00
No 185 55.9 0.77 0.55-1.07
Don’t know yet/undecided 18 5.4 1.83 1.004-3.34
Biomedical
Parity
Primiparous (ref) 98 29.6 1.00
Multiparous 233 70.4 0.66 0.47-0.93
Method of Delivery
Vaginal (ref) 212 64.0 1.00
Cesarean section 119 36.0 1.02 0.73-1.41
Mother’s pre-pregnancy BMI (kg/m?)
<25(ref) 146 44.1 1.00
>25 185 55.9 1.02 0.74-1.42
Infant gender
Male (ref) 170 51.4 1.00
Female 161 48.6 0.97 0.70-1.33
Infant admitted to SCN
Yes (ref) 60 18.1 1.00
No 271 81.9 0.99 0.65-1.50
Breastfeeding problems at or before 6 wks
Yes (ref) 145 43.8 1.00
No 186 56.2 1.34 0.97-1.86
Age of infant when pacifier was introduced
<2 wks 84 25.4 2.23 1.56-3.20
>2 wks 48 145 1.42 0.91-2.21
Not using a pacifier at 6 months (ref) 199 60.1 1.00
Hospital Practices
Infant’s first feed
Formula/other (ref) 264 79.8 1.00
Breastmilk/colustrum 67 20.2 0.80 0.52-1.21
24 hours rooming-in in hospital
Yes (ref) 178 53.8 1.00
No 153 46.2 0.74 0.54-1.03

Infant demand feeding
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Yes (ref)
No
Early infant-to-breast contact
Birth-6 hrs (ref)
6-24 hrs
More than 24 hrs

Psychosocial
Intended Pregnancy
Yes (ref)
No
Mother attended antenatal classes for this or for
previous pregnancy
Yes (ref)
No
Mother’s IIFAS score
Low (<70;ref)
High (>70)
Father prefers breastfeeding
Yes (ref)
No or ambivalent
Maternal grandmother prefers breastfeeding
Yes (ref)
No or ambivalent
Intended breastfeeding duration
<6 mo/undecided (ref)
> 6 mo

238
93

79

185

190
141

29

302

168
163

270
61

300
31

130
201

71.9
28.1

23.9
20.2
55.9

57.4
42.6

8.8
91.2

50.8
49.2

81.6
18.4

90.6
9.4

39.3
60.7

1.00
133

1.00
1.42
1.48

1.00
0.74

1.00

1.07

1.00
091

1.00
1.63

1.00
2.16

1.00
0.51

.94-1.88

0.85-2.37
0.96-2.25

0.53-1.03

0.62-1.85

0.66-1.26

1.11-2.40

1.28-3.62

0.37-0.70
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Appendix 6.2: Table 2: The univariate analysis of factors associated

with the risk for discontinuing full breastfeeding before 6 months

(n=331)
Full
Breast-
Variable feeding
to 6 mo
N % HR 95% CI
Sociodemographic
Maternal Age
<25 74 224 0.96 0.66-1.40
25-34 214 64.7 0.84 0.61-1.17
>35 (ref) 43 13.0 1.00
Mother’s Education (Yrs of Schooling)
<12 years (ref) 111 335 1.00
>12 years 220 66.5 1.01 0.81-1.27
Country of mother’s birth
Kuwait & Gulf countries (ref) 117 53.5 1.00
Other Arab countries 115 34.7 0.66 0.52-0.84
Other world countries 39 11.8 0.95 0.67-1.34
Mother’s occupation
Managers & professionals 87 26.3 1.00
Sales & clericals 65 19.6 121 0.88-1.67
Unskilled occupations 29 8.8 0.99 0.65-1.51
Housewives 150 453 0.89 0.68-1.15
Father’s occupation:
Managers & professionals (ref) 88 26.6 1.00
Sales & clericals 98 29.6 1.20 0.90-1.61
Unskilled occupations 142 429 1.27 0.97-1.65
No jobs 3 .9 1.67 0.53-5.28
Mother employed/studying part- or full time at 6
months before birth
Yes (ref) 140 42.3 1.00
No 191 57.7 1.01 0.81-1.26
Mother intended to be employed/studying part-
or full time at 6 months postpartum
Yes (ref) 128 38.7 1.00
No 185 55.9 0.77 0.61-0.97
Don’t know yet/undecided 18 5.4 1.49 0.91-2.46
Biomedical
Parity
Primiparous (ref) 98 29.6 1.00
Multiparous 233 70.4 0.83 0.65-1.05
Method of Delivery
Vaginal (ref) 212 64.0 1.00
Cesarean section 119 36.0 1.04 0.83-1.30
Mother’s pre-pregnancy BMI (kg/m?)
<25(ref) 146 441 1.00
>25 185 55.9 0.94 0.80-1.24
Infant gender
Male (ref) 170 51.4 1.00
Female 161 48.6 1.04 0.84-1.29
Infant admitted to SCN
Yes (ref) 60 18.1 1.00
No 271 81.9 0.78 0.59-1.03
Breastfeeding problems at or before 6 wks
Yes (ref) 145 43.8 1.00
No 186 56.2 1.10 0.89-1.37
Age of infant when pacifier was introduced
<2 wks 84 254 1.20 0.93-1.56
>2 wks 48 14.5 1.01 0.73-1.38
Not using a pacifier at 6 months (ref) 199 60.1 1.00
Hospital Practices
Infant’s first feed
Formula/other (ref) 264 79.8 1.00
Breastmilk/ colostrum 67 20.2 0.89 0.68-1.16
24 hours rooming-in in hospital
Yes (ref) 178 53.8 1.00
No 153 46.2 1.09 0.88-1.36
Infant demand feeding
Yes (ref) 238 71.9 1.00
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No
Early infant-to-breast contact
Birth-6 hrs (ref)
6-24 hrs
More than 24 hrs

Psychosocial
Intended Pregnancy
Yes (ref)
No
Mother attended antenatal classes for this or for
previous pregnancy
Yes (ref)
No
Mother’s IIFAS score
Low (<70;ref)
High (>70)
Father prefers breastfeeding
Yes (ref)
No or ambivalent
Maternal grandmother prefers breastfeeding
Yes (ref)
No or ambivalent
Intended breastfeeding duration
<6 mo/undecided (ref)
> 6 mo

93

79

185

190
141

29

302

168
163

270
61

300
31

130
201

28.1

23.9
20.2
55.9

57.4
42.6

8.8
91.2

50.8
49.2

81.6
18.4

90.6
9.4

39.3
60.7

1.24

1.00
177
1.19

1.00
0.82

1.00
1.18

1.00
0.93

1.00
1.46

1.00
1.59

1.00
0.79

0.98-1.58

0.85-1.63
0.91-1.55

0.66-1.02

0.81-1.73

0.75-1.16

1.10-1.93

1.09-2.31

0.63-0.98
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Appendix 6.3: Table 3: The univariate analysis of factors associated
with the risk for discontinuing exclusively breastfeeding before 6
months (n=331)

Exclusive
Breast-
Variable feeding
to 6 mo
N % HR 95% CI
Sociodemographic
Maternal Age
<25 74 224 1.06 0.73-1.55
25-34 214 64.7 1.08 0.78-1.50
>35 (ref) 43 13.0 1.00
Mother’s Education (Yrs of Schooling)
<12 years (ref) 111 335 1.00
>12 years 220 66.5 0.96 0.76-1.20
Country of mother’s birth
Kuwait & Gulf countries (ref) 117 53.5 1.00
Other Arab countries 115 34.7 0.73 0.57-0.93
Other world countries 39 11.8 0.89 0.63-1.26
Mother’s occupation
Managers & professionals (ref) 87 26.3 1.00
Sales & clericals 65 19.6 1.03 0.75-1.42
Unskilled occupations 29 8.8 0.85 0.55-1.29
Housewives 150 453 1.01 0.77-1.31
Father’s occupation:
Managers & professionals (ref) 88 26.6 1.00
Sales & clericals 98 29.6 1.73 0.88-1.57
Unskilled occupations 142 429 1.22 0.93-1.59
No jobs 3 .9 0.89 0.28-2.83
Mother employed/studying part- or full time at 6
months before birth
Yes (ref) 140 42.3 1.00
No 191 57.7 1.01 0.81-1.26
Mother intended to be employed/studying part-
or full time at 6 months postpartum
Yes (ref) 128 38.7 1.00
No 185 55.9 0.96 0.77-1.21
Don’t know yet/undecided 18 5.4 1.18 0.72-1.94
Biomedical
Parity
Primiparous (ref) 98 29.6 1.00
Multiparous 233 70.4 1.03 0.82-1.31
Method of Delivery
Vaginal (ref) 212 64.0 1.00
Cesarean section 119 36.0 1.09 0.87-1.37
Mother’s pre-pregnancy BMI (kg/m?)
<25(ref) 146 441 1.00
>25 185 55.9 1.12 0.89-1.38
Infant gender
Male (ref) 170 51.4 1.00
Female 161 48.6 1.07 0.86-1.33
Infant admitted to SCN
Yes 60 18.1 1.02
No (ref) 271 81.9 1.00 0.77-1.37
Breastfeeding problems at or before 6 wks
Yes (ref) 145 43.8 1.00
No 186 56.2 1.12 0.90-1.40
Age of infant when pacifier was introduced
<2 wks 84 25.4 1.02 0.79-1.31
>2 wks 48 14.5 0.83 0.60-1.14
Not using a pacifier at 6 months (ref) 199 60.1 1.00
Hospital Practices
Infant’s first feed
Formula/other (ref) 264 79.8 1.00
Breastmilk/colustrum 67 20.2 0.94 0.72-1.24
24 hours rooming-in in hospital
Yes (ref) 178 53.8 1.00
No 153 46.2 0.92 0.74-1.14

Infant demand feeding
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Yes (ref)
No
Early infant-to-breast contact
Birth-6 hrs (ref)
6-24 hrs
More than 24 hrs

Psychosocial
Intended Pregnancy
Yes (ref)
No
Mother attended antenatal classes for this or for
previous pregnancy
Yes (ref)
No
Mother’s IIFAS score
Low (<70;ref)
High (>70)
Father prefers breastfeeding
Yes (ref)
No or ambivalent
Maternal grandmother prefers breastfeeding
Yes (ref)
No or ambivalent
Intended breastfeeding duration
<6 mo/undecided (ref)
> 6 mo

238
93

79

185

190
141

29

302

168
163

270
61

300
31

130
201

71.9
28.1

23.9
20.2
55.9

57.4
42.6

8.8
91.2

50.8
49.2

81.6
18.4

90.6
9.4

39.3
60.7

1.00
1.04

1.00
111
1.02

1.00
0.95

1.00

1.01

1.00
0.86

1.00
1.25

1.00
1.36

1.00
0.88

0.82-1.33

0.80-1.54
0.79-1.33

0.76-1.18

0.69-1.47

0.69-1.07

0.94-1.65

0.94-1.98

0.70-1.10
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Appendix 7: Poster Presentation

Presented at the 19th International Congress of Nutrition (ICN) 4-9 October 2009
conference, Bangkok. Thailand
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Prevalence and Exclusivity of Breastfeeding at
LY

Discharge from Hospital Among Mothers In Kuwai

Manal Dashti' Jane Scott?, Christine Edwards' Mona Al-Sughayer®

'University of Glasgow, Glasgow, UK. ?Flinders University, Adelaide, Australia. *Kuwait University, Kuwait

B aclkcire ~d @ Aimn Figure1: Time post-partumwheninfant wasfirst putto the
Eaﬂ,k(f‘( ound & Aim 9 P pbreast(n=334) p
Exclusive breastfeeding is recommended as the
optimal way to feed infants for the first six months of

€0 54
life. The objective of this study was to identify the ©
prevalence and extent of breast-feeding at
discharge amongst women in Kuwait.
23
L
Methods
Atotal of 373 women (aged 17-47 years), recruited

from three government and one private hospital in
Kuwait shortly after delivery and prior to discharge ETem e A Sreees
from hospital, completed an interviewer
administered structured guestionnaire. Resuits
More than half (52.5%) of the recruited mothers
were born in Kuwait and the remainder were

frorm other Arahic or other world countries (177,
47 5%).

Proportion otmothers
3 8 8 8

o

Table 1: Prevalence of breast-feeding at discharge
from hospital

Percentage of women breast-feeding Atdischarge the majority of mothers were

partially breastfeeding (55%), with only 30% of

mothersfully breastfeeding (Table1). Only

10.5% of infants had been exclusively breastfed

Atdischarge 373 298 55.0 84.8 since hirth, the remainder of breastfed infants
having received either pre-lacteal or

supplementary feeds at some time during their
Table 2: Infants’ first feed hospital stay.

n Fully Partially Total

Of the mothers who attempted to breastfeed in
Firstfeed n % hospital (n=334), 24.3% first put their bahy to
the breast within 6 hours of delivery, 20.4%
Breast-milk or colostrum 68 18.2 hetween 6 and 24 hours, with the majority of
wormen (55 4%) delaying their first atternpt to
Infant formula or other fluids 305 818 breastfeed until 24 hours or more after delivery.
Pre-lacteal feeding was the norm (81.8%) with
Infantformula 285 76.4 76.4% of infants receiving formula and 4.6%
glucose water as their firstfeed (Table 2) . Less
than 1in 5 infants (18.2%) received colostrum

| t 17 46 ; o
Glucosewater or breast milk as their first feed.

Conclusion

The reasons for the high use of pre-lacteal and supplementary formula feeds warrant investigation.
Hospital policies and staff training are needed to discourage the unnecessary use of infant formula in
hospital, in order to support the establishment of exclusive breastfeeding among mothers in Kuwait.
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Abstract

Background: Exclusive breastfeeding is recommended as the optimal way to feed infants for the first six months
of life. While overall breastfeeding rates are high, exclusive breastfeeding is relatively uncornmon among Middle
Eastern women. The objective of this study was to identify the incidence of breastfeeding amongst women in the
six governorates of Kuwait and the factors associated with the initiation of breastfeeding.

Methods: A sample of 373 women (aged 17-47 years), recruited shortly after delivery from four hospitals in Kuwait,
completed a structured, interviewer-administered questionnaire. Multivariate logistic regression analysis was used to
identify those factors independently associated with the initiation of breastfeeding.

Results: In total, 92.5% of mothers initiated breastfeeding and at discharge from hospital the majority of mothers
were partially breastfeeding (55%), with only 30% of mothers fully breastfeeding. Prelacteal feeding was the norm
(81.8%) and less than 1 in 5 infants (18.2%) received colostrum as their first feed. Only 10.5% of infants had been
exclusively breastfed since birth, the remainder of the breastfed infants having received either prelacteal or
supplementary infant formula feeds at some time during their hospital stay. Of the mothers who attempted to
breastfeed, the majority of women (554%) delayed their first attempt to breastfeed until 24 hours or more after
delivery. Breastfeeding at discharge from hospital was positively associated with paternal support for breastfeeding
and negatively associated with delivery by caesarean section and with the infant having spent time in the Special
Care Nursery.

Conclusions: The reasons for the high use of prelacteal and supplementary formula feeding warrant investigation.
Hospital policies and staff training are needed to promote the early initiation of breastfeeding and to discourage
the unnecessary use of infant formula in hospital, in order to support the establishment of exclusive breastfeeding

by mothers in Kuwait.
\

Background

There is an ever increasing volume of evidence high-
lighting the importance of breastfeeding in infancy and
later life. International recommendations promote exclu-
sive breastfeeding as the optimal method of infant feed-
ing for the first six months of life [1]. Studying
breastfeeding practices in women is important to iden-
tify those population groups most likely to not breast-
feed and to identify and understand their reasons for
not breastfeeding. The identification of the determinants
of breastfeeding practices will inform the design of tar-
geted interventions to promote breastfeeding [2] and the
formulation of national public health policy.

* Correspondence: CA Edwards@clinmed.gla.ac.uk
"Human Nutrition Section, Division of Developmental Medicine, University of
Glasgow, Glasgow, UK

O BioMed Central
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Kuwait is located in the Middle East, bordering the
Persian Gulf, between Iraq and Saudi Arabia. Less than
one half of the population are Kuwaiti nationals (45%)
with the other predominant ethnic groups being other
Arabic groups (35%), South Asian (9%), Iranian (4%)
and other nationalities (7%). Arabic is the official lan-
guage, while English is widely spoken [3]. Despite the
large amount of evidence that breastfeeding reduces the
risk of diseases in infancy and later life, efforts to pro-
mote breastfeeding have been limited and irregular in
Kuwait. Breastfeeding practices have not been well stu-
died in Kuwait with no major studies having been con-
ducted since the late 1980s when a large cross sectional
survey conducted in 1989 reported an initiation rate of
any breastfeeding of 86% and exclusive breastfeeding of
60.6% [4]. The proportion of children breastfeeding at

© 2010 Dashti et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons
Attribution License (hitp://creativecommons.org/licenses/by/2.0), which pemits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly dted.



Dashti et al. international Breastfeeding Journal 2010, 5:7
http://www.internationalbreastfeedingjournal.com/content/5/1/7

six months in Kuwait is well below international targets
ranging from 35% to 44% [5,6].

The purpose of the Kuwait Infant Feeding Study
(KIES) is to identify the incidence and prevalence of
breastfeeding up to 26 weeks postpartum among a
population of women living in Kuwait and to identify
the factors associated with the initiation and duration of
breastfeeding. Data collected in this study will contri-
bute to the limited breastfeeding surveillance data avail-
able for Kuwait and inform future public health policy.
The aim of this paper is to present the results of the
cross-sectional analysis of the baseline data related to
the initiation of breastfeeding and infant feeding prac-
tices prior to discharge from hospital.

Methods

A longitudinal study of infant feeding patterns among
women in Kuwait was conducted over the period of
October 2007 to October 2008. Mothers were recruited
from three main governmental hospitals (Maternity, Al-
Addan and Al Farwania), located in different areas of
Kuwait, as well as one private hospital located in the
Bnaid al Gar area which services patients from various
areas across Kuwait. Within 72 hours of delivery,
mothers were visited on the postnatal ward and given
verbal and written information explaining the aims of the
study and what their participation would involve. The
questionnaire was administered by the principal
researcher (MD) via a 30 minute face-to-face interview,
which had the advantage of ensuring that the question-
naire was fully completed. The study aimed to recruit
approximately 500 mothers over a six months period and
a weekly recruitment target of 20 mothers per week was
set for logistical reasons, as the principal researcher was
the sole person responsible for recruiting subjects and for
conducting the subsequent follow-up telephone inter-
views at 6, 12, 18 and 26 weeks postpartum. Data from
these surveys will be analyzed and reported separately.

Data collection

The structured baseline questionnaire used in this study
was adapted from the first Perth Infant Feeding Study
(PIFS) [7] and was designed to identify feeding practices
while in hospital and to collect information on variables
known or suspected to be associated with breastfeeding
initiation, including socio-demographic, biomedical and
psychosocial factors, and hospital practices. The PIFS
questionnaire has been shown to have good content
validity and has been used in other Australian studies
[8] and translated from English into a variety of lan-
guages for use in similar studies of infant feeding prac-
tices in China and Kenya [9,10]. The PIFS questionnaire
was modified slightly for use in this study to suit the
various cultural differences of women living in Kuwait,
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for example the questions on marital status and alcohol
intake were removed. It was translated from English
into Arabic by the principal researcher and back into
English by a second person unfamiliar with the subject
matter to ensure the face validity of the questionnaire
was retained. The Arabic version was pilot-tested on a
group of 25 Arabic speaking new mothers and minor
modifications were made based on some of their com-
ments and suggestions.

Breastfeeding terms and definitions used in this study
are those internationally recommended by the World
Health Organization. Full breastfeeding is breastfeeding
either exclusively or predominantly and exclusive breast-
feeding means giving a baby no other fooed or drink,
including water, in addition to breast milk (medicines
and vitamin and minerals drops are permitted) [11].
Ever breastfed includes all infants who were put to the
breast on at least one occasion. Breastfeeding at dis-
charge was defined as the method of feeding at the time
that the baseline questionnaire was completed.

Statistical analysis

Data were entered and analyzed using the Statistical
Package for Social Sciences (SPSS, version 16.0} [12]. As
a preliminary investigation of the data, contingency
tables of feeding method versus explanatory factors were
made and univariate logistic regression analysis was per-
formed. Multivariate logistic regression analysis was
employed to determine which individual variables were
independently associated with the initiation of breast-
feeding. All variables reported in the literature to be
associated with the decision to breastfeed and investi-
gated in this study were included in the full model
which was reduced using the backward stepwise proce-
dure. All variables in the final model were variables for
which when excluded, the change in deviance compared
with the corresponding chi-square test statistic on the
relevant degrees of freedom was significant.

Ethical considerations

Signed informed consent was obtained from all partici-
pants who were advised that they could withdraw from
the study without having to provide justification or
affecting their hospital care. The confidentiality of the
data and the privacy of mothers were respected at all
times. The project received ethical approval from the
University of Glasgow Medical Faculty Ethics Commit-
tee, the Faculty of Medicine at Kuwait University and
the Ministry of Health in Kuwait. Letters of approval
were obtained from all participating hospitals.

Results
A total of 439 women were invited to participate in the
study and 373 mothers completed the baseline
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questionnaire while in hospital, giving a response rate
of 85%. Table 1 describes the socio-demographic and
biomedical characteristics of participants. The age of
women ranged from 17-47 years, with an average of
29.16 years (SD = 6.6 years), and most women had 12
or more years of schooling (66%).

Table 1 Socio-d graphic and bi dical
characteristics of participants (n = 373)

Maternal characteristics N %
Matemal age
<2518 82 220
25-34 yis 240 643
235 yrs 51 137
Maternal education
< 12yrs 127 340
=121 246 €6.0
Country of mother's birth
Kuwait 196 525
Other Gulf States 13 35
Other Arabian countries 123 330
Other Islamic countries 10 27
Other world countries kil 83
Mother's living area (Kuwaiti governorates)
Hawalli 186 499
Farwaniya 96 257
Mubarak al Kabeer & Ahmadi 49 131
Kuwait City & Jahraa 42 n3
Father's occupation
Managers & professionals 97 260
Sales & clerical 115 308
Unskilled occupations 157 421
Unemployed 4 1.1

Employment plans for the next 6 months

Stay at home with the baby 207 55.5
Work full time 20 54
Work part time 113 303
Study full time 7 19
Study part time 6 16
Undecided 20 54
Parity
Primiparous 112 300
Multiparous 261 70.0
Vaginal delivery
Yes 235 63.0
No 138 370
Infant characteristics
Gender
Male 195 523
Female 178 47.7
Spent time in SCN
Yes 76 204
No 297 796
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All of the mothers declining to participate in the study
(n = 66) were asked three short questions related to
their socio-demographic status and chosen method of
feeding to allow comparison with the study sample.
There were no significant differences between partici-
pants and those declining to participate with respect to
age (y* 4.413, P = 0.110), level of education (y* 2.455,
P = 0.117) and chosen method of feeding at discharge
(x* 447, P = 0.800), suggesting that the sample was
representative of the population from which it was
drawn. However, just over one third of women (37%)
had delivered by caesarean section, which was signifi-
cantly higher than the 11.5% reported for Kuwaiti
women in general [13].

In total, 92.5% of mothers initiated breastfeeding how-
ever, at discharge from hospital, 84.8% of participants
were breastfeeding their infants with less than one third
of mothers (29.8%) fully breastfeeding their infants
(Table 2). Prelacteal feeding was the norm, (81.8%) with
less than 1 in 5 infants (18.2%) receiving colostrum as
their first feed. Only 10.5% of infants had been exclu-
sively breastfed since birth, the remainder of breastfed
infants having received prelacteal feeds of either infant
formula (76.4%) or glucose water (4.6%) and/or supple-
mentary feeds of infant formula at some time during
their hospital stay.

Of the mothers who attempted to breastfeed in hospi-
tal, 24.3% first put their baby to the breast within
6 hours of delivery, 20.4% between 6 and 24 hours, with
the majority of women (55.3%) delaying their first
attempt to breastfeed until 24 hours or more after
delivery.

Univariate analysis

Table 3 lists a variety of socio-demographic, biomedical
and psychosocial factors that might be expected to have
an influence on breastfeeding initiation at discharge.
The univariate odds ratios indicate the likelihood of a
mother breastfeeding at discharge from hospital. In this
study, no association was found between breastfeeding
at discharge and any of the socio-demographic factors
including maternal age, education, employment and

Table 2 Infant feeding practices

Feeding practices n % 95% CI
Initiated breastfeeding® 345 RS 898, 95.2
Feeding method at discharge
Fully breastfed m 298 252,344
(Exclusively breastfed since birth) (39 (10.5) (7.4, 13.6)
Partially breastfed 205 55.0 500, €0.0
Fully formula fed 57 153 116, 190
Received prelacteal feed 305 818 770, 85.0

?Includes those infants who were ever breastfed on at least one occasion
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Table 3 Number (percentage) and univariate odds ratios (95% confidence intervals) for any breastfeeding at discharge
from hospital (n = 373)

Variables Any breastfeeding at discharge  Univariate odds ratio
Yes No
N (%) N (%) OR 95% Cl

Sociodemographic
Mother's age (years):

<25 71 (866) 11(134) 1.00

25-34 204 (85.0) 36 (15.0) 157 0.62, 402

235 41 (804) 10(196) 1.38 0.64, 3.00
Maternal Education {years of schooling):

<12 106 (83.5) 21 (165) 1.00

212 210 (85.4) 36 (146) 1.60 0.64, 208
Mother's country of birth:

Kuwait & Gulf States 172 (82.3) 37077 1.00

Other Arabic countries 109 (88.6) 14 (11.4) 167 087,324

Other world countries 35 (854) 6 (14.6) 125 049, 320
Mother employed/studying part- or full-time at & months before birth

Yes 132 (82.5) 28(17.5) 1.00

No 184 (86.4) 29(136) 135 076, 237
Mother intended to be employed/studying part- or full time at 6 months postpartum

Yes 119 (81.5) 27 (185) 1.00

No 179 (86.5) 28(135) 069 039,123

Don't know yet/undecided 18 (90.0) 2 (100 031 031, 640
Mother's occupation:

Managers & professionals 83 (883) 11(1.7) 1.00

Sales & clericals 62 (827) 13(17.3) 063 0.26, 150

Unskilled occupations 26 (812) 6(18.8) 0.57 019,170

House wives 145 (84.3) 27 (15.7) 071 034,151
Father's occupation:

Managers & professionals 85 (876) 12{124) 1.00

Sales & clericals 93 (809) 22(19.0) 236 023, 2458

Unskilled occupations 135 (75) 22 (14) 141 0.14, 142

Unemployed 3@9) 129 204 020, 20.56
Location:

Kuwait City & Jahraa 31 (738) 11 (262) 1.00

Hawalli 163 (87.6) 23(124) 251 111,568

Farwania 80 (833) 16 (167) 1.77 074, 424

Mubarak Al Kabeer & Ahmedi 42 (857) 7{143) 213 074,612
Biomedical
Parity:

Primiparous 92 (82.1) 20{(17.9) 1.00

Multiparous 224 (85.8) 37(142) 132 072,239
Vaginal Delivery:

Yes 206 (87.7) 29(123) 1.00

No 110 (79.7) 28{203) 055 031,098
Infant admitted to special care nursery:

Yes 55 (724) 21 (276) 1.00

No 261 (87.9 36(121) 277 150, 5.10
Psychosocial
Mother attended antenatal classes for this or previous pregnancy:

Yes 29 (935) 21(6.5) 1.00

No 287 (839 55 (16.1) 036 0.08, 155
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Table 3 Number (percentage) and univariate odds ratios (95% confidence intervals) for any breastfeeding at discharge

from hospital (n = 373) (Continued)

Father prefers breastfeeding
Yes
No or ambivalent

Matemnal grandmother prefers breastfeeding
Yes
No or ambivalent

Maternal grandmother breastfed at least one infant
Yes
No or don't know

Infant feeding decision made before pregnancy
Yes
No

259 (86.3) 41(137) 1.00
57 (78.) 16 (21.9) 056 030, 107
286 (84.6) 52(154) 1.00
30 (857) 5(143) 1.09 040, 294
297 (84.1) 56 (159) 1.00
19 {950) 150 028 004,213
241 (843 45(15.7) 1.00
75 (862) 12(138) 117 059, 232

country of origin. Among the biomedical factors, no
association was observed with parity, but there was a
negative association between mode of delivery and
breastfeeding at discharge. Women who had a caesarean
section delivery were significantly less likely to be
breastfeeding at discharge than women who had deliv-
ered vaginally (OR 0.55, 95% CI 0.31, 0.98). Also, infants
who had not been admitted to the Special Care Nursery
(SCN) for short-term observation after delivery were sig-
nificantly more likely to be breastfed (OR 2.77, 95% CI
1.50, 5.10) than those admitted to the SCN. No associa-
tion was found with any of the psychosocial factors
investigated.

Multivariate analysis

The understanding of the factors associated with the
initiation of breastfeeding was enhanced by modeling all
of the factors identified in table 3 using multivariate
logistic regression. Those factors that were indepen-
dently associated with initiating breastfeeding and
breastfeeding at discharge (both any and exclusive
breastfeeding) are presented in Table 4. After potential
confounding factors were controlled for, infants who
were delivered by caesarean section were less likely to
be exclusively breastfed at discharge from hospital
(adjOR 0.15: 95% CI 0.05, 0.43). Mothers whose infants
had not been admitted to SCN were significantly more
likely to have initiated breastfeeding (adjOR 5.67: 95%
CI 2.49, 12.95) and to be exclusively breastfeeding
(adjOR 4.23: 95% CI 0.98, 18.34) or feeding their infants
any breast milk at discharge from hospital (adjOR 2.85:
95% CI 1.52, 5.33). Women who perceived that their
husband either preferred formula feeding or was
ambivalent about how she would feed their infant were
less likely to be breastfeeding at discharge than those
whose husbands preferred breastfeeding (adjOR 0.49:
95% CI 0.25, 0.96). Mothers originally from other Arab
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countries were found to be more likely to initiate breast-
feeding (adjOR 3.47: 95% CI 1.12, 10.80) and to be
exclusively breastfeeding at discharge (adjOR 3.12: 95%
CI 1.46, 6.66) than mothers from Kuwait and other Gulf
States.

Discussion

The initiation rate of 92.5% (95% CI 89.8, 95.2) reported
in our study was significantly higher than the rate of
86% (95% CI 84.7, 87.3) reported for Kuwait in 1989 [4]
and comparable to recent breastfeeding initiation rates
for other Middle Eastern countries, which are reportedly
100% in Iran [14], 95.4% in Egypt [15], 89.1% to 98.2%
in Turkey [16,17], 95.4% in Lebanon [18], 91.3% to 95%
in Iraq [19,20], and 91.1% in Tunisia [15]. Nevertheless,
while this study revealed that the majority of women in
Kuwait initiated breastfeeding, less than one-third of
infants were fully breastfed and the use of prelacteal
feeds was very common. Subsequently only one in ten
infants had been exclusively breastfed since birth.

There is evidence that the implementation of the Baby
Friendly Hospital Initiative (BFHI) in maternity wards
improved breastfeeding practices [21-23]. None of the
hospitals in this study were BFHI accredited at the time
of the study and it is clear, from the results of this
study, that two of the BFHI Ten Steps to Successful
Breastfeeding that are; “Help mothers initiate breastfeed-
ing within half an hour of birth* and “Give newborn
infants no food or drink other than breast milk, unless
medically indicated”, were not practiced in the partici-
pating hospitals. In this study, the majority of women
had not attempted to breastfeed until 24 or more hours
after birth, contributing to the high incidence of prelac-
teal feeding.

The practice of delayed breastfeeding initiation
deprives infants of the benefits of colostrum [24] and
delaying initiation beyond two hours postpartum has
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Table 4 Factors independently” associated with initi of br ding and any and exclusive breastfeeding at
discharge from hospital after adj for p ial founders® (n = 373)
Variables n Ever initiated Any breastfeeding at discharge Exclusive breastfeeding at discharge
breastfeeding from hospital from hospital
AdjOR® Cl 95% AdjOR Cl 95% AdjOR Cl 95%

Biomedical
Method of delivery

Vaginal (ref) 235 NS 1.00 100

Cesarean section 138 060 033,1.06 015 005, 043
Infant admitted to SCU

Yes (ref) 76 1.00 1.00 1.00

No 297 567 249, 1295 285 152,5.33 423 098, 1834
Psychosocial
Father prefers breastfeeding

Yes (ref) 300 NS 1.00 NS

No or ambivalent 73 049 025,096
Sociodemographic
Country of mother's birth

Kuwait & Gulf countries (ref) 209 1.00 NS 100

Other Arab countries 123 347 1.12, 1080 312 146, 6.66

Other world countries 4] 1.38 038,882 149 045, 493

All variables in the final model were variables for which, when exduded, the change in deviance ¢

relevant degrees of freedom was significant.

i with the co ling %? test statistic on the

P P

© Non-significant variables were maternal grandmother preference of breastfeeding, when the feeding decision was made, previous employment status, future
employment intentions, number of years schooling, whether maternal grandmother breastfed any of her children, father’s occupation, parity, maternal age,

mother’s occupation, attendance at antenatal classes
“AdjOR: Adjusted Odds Ratio

been associated with shorter breastfeeding duration [25].
The practice has been reported in other Middle Eastern
countries, for instance, only 6% of mothers in an Iranian
study [26] breastfed within five hours of delivery, while
in an Egyptian study [27] most women (71.6%) gave the
first breastfeed more than 36 hours after delivery. Simi-
larly, only 10% of Turkish mothers breastfed their
infants within the first hour of birth, with most women
(90%) initiating breastfeeding two days after birth [28].
As a consequence, high rates of prelacteal feeding have
been reported among populations of Middle Eastern
women, with lower rates being reported in a Lebanese
study [18] where 49%of women offered prelacteal feeds,
61.0% in a Jordanian survey [29] and 60.2% in an Iraqi
study [30]. Prelacteal feeding was almost universal in an
Iranian study [31] where 96.1% of mothers gave sugar
water as the first feed after birth and reported rates of
prelacteal feeding in Egypt ranged from 48.8% [32] to as
high as 97.6% [27]. In addition to prelacteal feeding,
mixed feeding during the hospital stay was common in
our study and is a practice which has consistently been
shown to be negatively associated with the initiation of
breastfeeding in Egypt [33-35] and the duration of
exclusive breastfeeding in Turkey [36], Saudi Arabia
[37,38] and Western countries [39-41].

High rates of delayed breastfeeding initiation and pre-
lacteal feeding in various Muslim cultures are related to
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the traditional beliefs held by women that colostrum
should not be fed to the infant because it is of limited
nutritional value or because it might harm the infant
[42]. For instance, Pakistani [43], Somali [44] and
Turkish [28] women reportedly believe colostrum to be
dirty, stale milk that has been stored in the breast for
nine months. Similarly, Gambian women [45] believe
that colostrum is “hot milk” which could give their
baby stomach ache and diarrhoea, while some Pakistani
women [43] believe that colostrum might even kill
their infant. These beliefs, while more common in less
literate women [28], are firmly entrenched and rein-
forced by religious leaders [28] and elders, both female
and male [45] and supported by traditional birthing
assistants [45].

As we did not expressly ask women about their beliefs
related to the value of colostrum, we do not know if
this negative view is prevalent amongst Kuwaiti women
and can help explain the high rates of delayed breast-
feeding and prelacteal feeding observed. The reasons for
the high prevalence of these practices amongst Kuwaiti
and the associated beliefs and attitudes of mothers,
grandmothers and health professionals warrant further
investigation and are probably best studied using quali-
tative research methodologies which are better suited to
eliciting information on sensitive issues than the quanti-
tative methodology employed in this study.
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The current study failed to find an association
between breastfeeding initiation or prevalence at dis-
charge and a variety of socio-demographic factors that
have been reported to be associated with breastfeeding
initiation in other studies of Middle Eastern women. For
instance, no positive association was found between
maternal age and breastfeeding initiation previously
reported in an earlier study in Kuwait [5] and in other
studies of Middle Eastern women in the United Arab
Emirates (UAE) [46,47] and Saudi Arabia [48]. Similarly,
no association was found for breastfeeding initiation
with level of maternal education, whereas an earlier
study in Kuwait [5] and studies conducted in Lebanon
[49], Saudi Arabia [50] and Qatar [51] all reported an
inverse association between maternal level of education
and the initiation of breastfeeding. Conversely, a study
in Egypt reported that educated mothers were more
likely to initiate breastfeeding earlier and to exclusively
breastfeed their infants in the first week of life than less
educated women [32], which is consistent with most
studies from Western countries [52].

Of interest in this study was the finding that non-
Kuwaiti mothers who were from other Arab countries
were more likely than Kuwaiti born women to initiate
breastfeeding and to exclusively breastfeed their infants.
It is unclear why this should be the case, as the reported
rates of breastfeeding initiation in other Middle Eastern
countries are similar to those reported for this study, so
this association does not reflect necessarily a cultural
difference in breastfeeding initiation rates.

A number of biomedical factors were investigated that
other studies had shown to be associated with the initia-
tion of breastfeeding. Consistent with other studies of
Middle Eastern women in the UAE [46] and Saudi Ara-
bia [37], we found that women who had delivered by
caesarean section were less likely to be exclusively
breastfeeding at discharge. Newborns are often taken to
a nursery following a caesarean section delivery in order
to allow the mother to rest after her operation, making
it difficult for her to establish breastfeeding and increas-
ing the likelihood of the infant receiving prelacteal and
supplementary formula feeds. This negative association
has been reported also in a studies of Western [52] and
Chinese women [53], and having delivered by caesarean
section has been associated with the delayed onset of
lactation [54]. We also found that admission of an infant
to the SCN was negatively associated with the initiation
of breastfeeding and the likelihood of a mother exclu-
sively breastfeeding at discharge from hospital, a finding
that has been reported also in studies of Western
women [55].

Social support from a woman’s partner or other family
members has been shown to affect the mother’s decision
to initiate breastfeeding and we found a significant
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independent association between the husband’s prefer-
ence for breastfeeding and breastfeeding at discharge.
Two studies of women in Saudi Arabia have investigated
the influence of paternal attitudes on breastfeeding out-
comes, with one finding that mothers were more likely
to initiate breastfeeding if their partners supported
breastfeeding and encouraged them to initiate exclusive
breastfeeding [38], whereas the second study found no
association between the Saudi father’s attitude towards
breastfeeding and breastfeeding initiation [56]. The
degree to which a woman’s partner will influence her
decision to breastfeed varies according to the woman’s
age, social class and cultural or ethnic background [57].
For instance, Anglo-American women identified their
husband as being their major source of support regard-
ing infant feeding decision and less often turned to their
mother. On the other hand, women of Latin American
origin were more likely to consult their mother on
infant feeding matters, although husbands were respon-
sible for most other family decisions [58]. Studies of
Muslim women have highlighted the importance of
grandmothers both in providing practical support and as
major influences on infant feeding decisions [28,43].
There are a number of limitations to this study.
Firstly, the sample size is relatively small and this is
reflected in the wide confidence intervals around some
of the adjusted odds ratios reported. This suggests that
more data should be collected before a more definitive
statement can be made regarding some of the associa-
tions reported here. Secondly, while there was no signifi-
cant difference in age, level of education and method of
feeding between participants and those women who
declined to participate, the proportion of women who
had undergone a caesarean section in this study is three
times that of the national average. The average length of
post-partum stay for Kuwaiti public hospitals is a maxi-
mum of two nights for uncomplicated deliveries and
five nights for a caesarean section. While every attempt
was made to recruit mothers within 72 hours, and in
most cases 48 hours, of delivery, women who had
undergone a caesarean section had a greater chance of
being recruited because of their extended hospital stay.
Finally, with the data collection methodology employed
it was not possible to ascertain the true method of feed-
ing at discharge. Women were surveyed within 72 hours
of delivery, so for those women who delivered vaginally
the method of feeding at the time of completing the
survey is likely to be the same as the method at dis-
charge, but for women who had delivered by caesarean
section it probably reflects the feeding method 48 hours
prior to discharge and hence may have been subject to
change. However, data collected in the six week follow-
up survey (not reported here) confirmed that 97% of
women who were breastfeeding at the time of
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completing the baseline questionnaire left hospital
breastfeeding, indicating that this was a reliable defini-
tion of breastfeeding at discharge. The remaining 3% of
women identified as breastfeeding at discharge were lost
to follow-up and we were unable to confirm at the six
week interview if they actually left hospital breastfeed-
ing. Despite these limitations, this is the first breastfeed-
ing study in Kuwait in recent years and the results
reported here are generally consistent with the findings
of other studies of Middle Eastern women and/or Wes-
tern women and can be used to inform future breast-
feeding promotion interventions in Kuwait.

Conclusion

The initiation of breastfeeding is almost universal amongst
women in Kuwait however, few women fully breastfeed
their infants. The reasons for the high use of prelacteal
and supplementary formula feeds warrant further investi-
gation. Hospital policies and staff training are needed to
help mothers initiate breastfeeding within a half-hour of
birth and to discourage the early introduction and unne-
cessary use of infant formula in hospital, in order to sup-
port the establishment of exclusive breastfeeding among
mothers in Kuwait. Governmental health services need to
emphasize and support the importance of regular training
programs to all hospital staff, especially those involved in
antenatal clinics and maternity wards, as they can influ-
ence the early infant feeding practices among the new gen-
eration of mothers. As a first step, a Health Ministry policy
mandating that all government funded hospitals follow the
10 Steps to Successful Breastfeeding and attain Baby
Friendly Hospital Initiative accreditation would do much
to promote and establish successful exclusive breastfeed-
ing amongst Kuwaiti women.
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