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Abstract  

 

Research Question: What is the current status of feeding in early infancy and barriers in 

adopting the desired breastfeeding practices in a periurban area? 

 

Study Design: A cross-sectional community based field study was conducted in periurban 

area of District Aligarh, Uttar Pradesh, India.  

 

Participants and Methodology: 200 children of 0-6 months were randomly selected and 

mothers were interviewed after taking informed consent on pretested predesigned 

questionnaire on socio-demographic and feeding patterns. 

 

Results: EBF was seen in 86(44.3%) children, the rate of EBF showed an inverse relation with 

age (p<0.005).The obstacles to EBF identified were maternal employment, breast and nipple 

problems, perceived milk insufficiency, and pressure from family. Mothers of educational 

level of High School and above, exposed to mass media, going for ANC, delivering at an 

institution and being a house maker were more likely to practice EBF. A Child of less than 3 

months of age, with early initiation of breastfeeding and born to a family with children 2 or 

less is more likely to receive EBF.  
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Introduction 

Optimal Infant and Young Child Feeding practices - especially early initiation and exclusive 

breastfeeding (EBF) for the first six months of life - help ensure young children the best 

possible start to life. WHO recommends breastfeeding should start within an hour of birth 

and should be on demand, as often as the child wants day and night. It also recommends 

exclusive breastfeeding for the first six months of life. 
(1)

 In 2003, Lancet series on child 

survival 
(2)

 and later Lancet series on newborn survival 
(3)

 summarized that 13% to 15% of 

under-five deaths in resource poor countries could be prevented through achievement of 

90% coverage with EBF alone. Despite its demonstrated benefits, EBF prevalence and 

duration in many countries including India are lower than the international 

recommendation of EBF for the first six months of life. In India, the societal acceptance and 

practice of breastfeeding is almost universal, but initiation of breastfeeding is generally 

quite late and colostrum is discarded. 
(4) 

Almost all women start to breastfeed 
(5,6)

, but drop 

out on EBF due to a number of reasons.
 (7,8)

 NFHS-3 data indicate that in 2005-06 just 51.4 % 

percent of children in UP were exclusively breastfed till the age of 6 months.
(9)

 

Dropout of EBF is more in periurban areas, where families are more likely to be unitary, 

having no social support of extended and joint family, where the option of bottle is 

available, and where mothers often venture out to work, making them more vulnerable.
 (10)

 

Exploring the supportive role that health services can play in this environment is of 

paramount importance. Therefore the present study was undertaken with objectives to 

assess the current status of feeding in early infancy and to understand barriers in adopting 

the desired breastfeeding practices in a typical periurban area. 

 

Materials and Methods 

     A cross-sectional community based field study was conducted in the year 2011 in 

from 1
st

 January to 31
st

 July in periurban area of District Aligarh, Uttar Pradesh, India. Aligarh 

is a typically growing smaller city with large peri-urban population, mix of early and late 

migrants predominantly of low and middle income groups. The respondents were mothers 

of children 0-6 months (0-183days i.e. 6*(365/12) = 183 days).  200 children were included 

in the study, taking into consideration the exclusive breast feeding rate of 51.5% in UP, a 

precision of 7.50 %, 95% confidence interval and 10 % non response or incompleteness. A 

simple random sampling was used as the complete, up-to-date record on every household 

was available.   

A household wise complete list of eligible sampling unit i.e. children 0-6 months of age, was 

prepared separately for all villages and mohallas. Serial numbers were allotted by sequence 

to household in each of the list. Starting from randomly selected household, desired number 

of household was selected with the help of random number table. 

In case of non availability of the child in selected household due to any reason, next nearest 

household having eligible chid was selected for the survey.  

House to house survey was done for the collection of necessary information. Prior to the 

administration of predesigned pretested oral questionnaire, each respondent was explained 

the purpose of the study and verbal informed consent was obtained. The confidentiality of 

the information was assured. Interview was started with general discussion to gain 

confidence and it slowly extended to specific points.  

During interview, we used questionnaire with direct questions. Questions included 

information on demographic and socio-economic variables of the mothers and on local 

maternal and infant service health assistance, in addition to children’s breastfeeding status.  
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Data were entered by two different persons separately on Microsoft Excel and cross 

matched to detect any discrepancy in data entry. The data was analyzed using SPSS software 

version 17.01 for Windows XP. The Chi-square test was applied for comparing proportions 

when we evaluated factors associated with non exclusive breastfeeding: a 5% alpha error 

was admitted. We also calculated odds ratio for each studied variable, with a 95% 

confidence interval. Logistic regression was performed, to identify variables that in a 

simultaneous mathematical analysis presented an independent explanatory effect on higher 

risk for non exclusive breast feeding. For this stage of investigation, we selected the 

variables that showed P < 0.005 in the bivariate analysis. 

The following case definitions were applied, consistent with WHO definitions:  

Exclusive breastfeeding means that an infant receives only breast milk from his or her 

mother or a wet nurse, or expressed breast milk, and no other liquids or solids, not even 

water, with the exception of oral rehydration solution, drops or syrups consisting of 

vitamins, minerals supplements or medicines. 

Early initiation of breastfeeding: Children put to the breast within one hour of birth   

Exclusive breastfeeding rate under 6 months: Infants 0–5 months of age who received only 

breast milk during the previous day. 

 

Observations:  

The present study was conducted in peri urban area of district Aligarh of India’s most 

populous state Uttar Pradesh. 

As shown in Table I, 46 % of the mothers were illiterate, 93 % were in the age group of 30 

years or less, majority of them (70%) being house makers and almost half (47%) belong to 

medium standard of living index (SLI). Interestingly 83.7 % mothers had 2 or less children. 

Only 55.8 % mothers were exposed to any form mass media. 

  Ante Natal advice during pregnancy was sought by 58% mothers. Only 34 % of 

deliveries though were institutional. Universally children (100 %) were put to breastfeeding 

but only 47 % children were immediately given breastfeeding.  
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Figure I: EBF trend according to age 
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EBF was seen in 86(44.3%) children, the rate of EBF showed an inverse relation with age 

(p<0.005) (Fig. I) declining rapidly from 75 % at 1 month to12.3 % at 5 months of age. 

Table II shows the barriers in EBF. Perception of insufficiency of milk was the most 

important cause of introduction of top feeds.  The EBF rate in mothers working outside were 

significantly less than house makers, a working mother said “after 8-10 hours of separation 

with the baby it becomes quite difficult to breastfeed. I have to obviously add top milk.” 

Most of the mothers were influenced by family members in adding top feeds, but 14 % 

mothers were influenced by local practioners and peripheral workers, a mother informed us 

that she was advised by a ‘Didi’(Auxiliary nurse)) that its good enough to give  water in 

summer!(Table III) 
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Table I: Socio- Demographic Characteristics of Mothers 

Characteristics N (%) 

Age of Mother 

Less than 20 yrs  65(32.5) 

20 – 29 yrs. 106(53.0) 

30 or more.   29 (14.5) 

Education of Mother 

Less than high School 146(73.0) 

High School and above   54(27.0) 

Mother’s Occupation 

Home maker 137(68.5) 

Working mother  63 (31.5) 

Social Living Index 

Low 56(28.0) 

Medium 94(47.0) 

High 50 (25.0) 

ANC Received 

Yes   84 (42.0) 

No 116 (58.0) 

Knowledge about EBF 

Yes 120 (60.0) 

No   80 (40.0) 

Exposure to Media 

Yes  81 (40.5) 

No 119 (59.5) 

Place of Delivery 

Home 132 (66.0) 

Hospital   68 (34.0) 

No. of children 

2 or less 149 (74.5) 

More than 2  51 (25.5) 

Sex of the child 

Male 100 (50.0) 

Female 100 (50.0) 

Was the child put to breast immediately? 

Yes 94 (47.0) 

No 106 (53.0) 

Exclusive breast fed : 

Yes 86 (43.0) 

No 114 (57.0) 
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Table II: Reasons for discontinuation of EBF [n=114] 

REASON FREQUENCY % 

Insufficient milk 46 40.3 

Convenient 36 32.0 

Nipple pain  22 19.3 

Working outside 10 8.7% 

 

 

Table III: People influencing introduction of Top feeds [n=114] 

PEOPLE FREQUENCY % 

Mother in law and other family members 42 36.8 

Neighbors & Other relatives 40 35.1 

Health worker 16 14.0 

On own 16 14.0 

 

 

 

 

Table IV identifies factors that influence EBF. As depicted, in the bivariate models, EBF was 

associated significantly with maternal age, educational level, occupation, Ante Natal Care 

(ANC), place of delivery, immediate initiation of breastfeeding, exposure to mass media and 

child’s age and number of children. No association was observed regarding standard of 

living index (SLI) and sex of the child. 

Multiple logistic regression was used to summarize the significant independent factors 

associated EBF (Table V).A Mothers of educational level of High School and above, exposed 

to mass media, going for ANC, delivering at an institution and being a house maker  were 

more  
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Table IV: Factors Influencing EBF (n = 86) 

Characteristics No. (%)                             chi-value (df) p value 

Age of Mother                                                       9.022 (2) 0.011 

Less than 20 yrs 35 (53.8)        

20 – 30 yrs. 45 (42.5) 

30 or more. 06 (20.7) 

Education of Mother                                                     7.97(1)  0.005 

Less than High School 54 (37.0)  

High School and above 32 (59.3) 

Mother’s Occupation    4.752 (1)  0.029 

Home maker 66 (76.7)  

Working mother 20 (23.3) 

Social Living Index 2.50 (2)  0.286 

Low 24 (27.9)  

Medium 36 (41.9) 

High 26 (30.2) 

No. of children      6.753(1) 0.009 

0-2 72(48.3) 

>2 14(27.5) 

ANC Received 8.577(1)   0.003 

Yes 60 ( 69.8) 

No 26 ( 30.2)  

Place of Delivery 55.73 (1)    0.001 

Home 32 (37.2)  

Hospital 54 (62.8)   

Exposure to Media      14.683 (1) 0.001 

Yes 48 (55.8)  

No 38 (44.2) 

Knowledge of EBF                                0.218(1) 0.641 

Yes 50(41.7) 

No 36(45.0) 

Sex of Child 0.082(1)   0.775 

Male 42(42.0) 

Female 44(44.0) 

Breast feeding Immediate    25.310 (1)  0.001 

Yes 58 (67.4)  

No 28 (32.6) 

Age of  Child(months)                                     38.15(1)   0.001 

0-3 57(68.7) 

>3 29(24.8) 
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Table V: Results from the logistic regression analysis on EBF 

Variable Category Odds ratio   

Education of Mother High School and above 2.75 

Mother’s Occupation Home maker 2.00 

No. of Children 2 or less 1.49 

ANC Received Yes 2.18 

Place of Delivery Hospital 11.80 

Exposure to Media Yes 7.77 

Breast feeding Immediate Yes 2.23 

Childs Age < 2 months 5.24 

  

Note: Dependent variable: Exclusive breast feeding likely to practice EBF. A Child of less than 

3 months of age, with early initiation of breastfeeding and born to a family with children 2 

or less is more likely to receive EBF.  

 

Discussion: 

The superiority of breast milk over any other milk nourishment of the human newborn and 

infant can hardly be challenged. EBF is safe, economical and emotionally satisfying means of 

feeding babies, particularly in developing country like India. Regrettably, despite the 

enormous benefits of breast milk, the decline of EBF persists in many developing countries. 

This study enabled to evaluate the rate of EBF and to determine the variables which are 

associated with continuation and/or discontinuation of EBF during the first 6 months of life.  

The study showed that all the mothers had started breastfeeding after delivery. Prevalence 

rate of EBF was 43%, little lower than national level (46%) as reported by National Family 

Health Survey -3 
(11)

. As the age of the child increases the rate of EBF decreased significantly 

which is in conformity with various studies in India, Pakistan and Nigeria 
(12,13,14) 

, this could 

be probably explained by misconceptions in women like inadequacy of breast milk, lack of 

family support, option of bottle which is perceived to be convenient and to some extent by 

the short birth interval/spacing, as in our study women having children 2 or less had EBF 

significantly higher than mothers having more children. Children in first 2-3 months of age 

are in regular contact with health personnel for vaccination, the verbal and non verbal 

support for breast feeding that they receive, improves the rates of EBF significantly.  

Logistic analysis of Table IV shows the association between exclusive breastfeeding with 

antenatal visits and place of delivery. This is in corroboration of similar studies in Nigeria and 

India 
(12,14) 

, contact with the health system influences women’s decision to breastfeed and 

to convey skills that are helpful in EBF. Thus it follows that focus on counseling and support 

of EBF during execution of maternal and care services and promotion of institution delivery 

would not only decrease infant mortality but also promote desired child feeding which will 

further improve child health. 

Immediate initiation of breast feeding was found to be a positive predictor of EBF. In our 

study immediate breast feeding was associated significantly with EBF (OR: 2.234). The early 

suckling by the infant starts the process of milk formation in the mother and helps in early 

secretion of breast milk. Late initiation of breastfeeding not only deprives the child of the 

valuable colostrum, but becomes a reason for introduction of pre-lacteal feeds. The practice 

of pre- lacteal feeds and EBF are competing behavior. Late initiation of breastfeeding also 
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causes engorgement of breasts which further hampers establishment of successful lactation 
(15)

. 

 The obstacles to EBF identified were maternal employment, breast and nipple problems, 

perceived milk insufficiency, and pressure from family. As one lady said, “My house hold 

elder advised me to give top feeds as she said my milk is thin and thus insufficient”, some 

were candid in saying(32%) that its convenient to give bottle as they had to do household 

chores with little support from other members. The mothers reported that child cried 

frequently as the child was still hungry, a key reason however for child remaining hungry 

even after feeding is not insufficient milk but because women spend inadequate time on 

breastfeeding due to pressure of housework and lack of knowledge that the before starting 

from second breast first should be completely emptied.  The results are consistent with 

similar studies in Brazil and Ghana 
(16,17)

. 

The study also shows that the mass media plays an important role in promoting EBF, 

(OR:7.76). 40 % mothers were exposed to mass media due to availability of FM radio even in 

mobile phones. Mothers get information on radio and other mass media about optimal 

feeding practices. Aruldas K in rural Uttar Pradesh also found significant association of 

exposure to mass media to breast feeding 
(15)

. 

Unlike other studies, however, our findings do not provide convincing evidence that SLI and 

mother’s age affect EBF. Studies by Nath and Goswami 
(17)

 Otoo et al 
(18)

 and Aruldas K 
(15)

 

document lower rates of EBF among women of higher income and social class.  

A limitation of this paper is the potential for recall bias because mothers had to remember 

how the child was fed in the preceding day and the capacity to recall food might vary by key 

factors we examined in the analysis such as maternal educational status. The definition of 

EBF was based on the 24 hour recall, and the day to day variability in food intake might lead 

to an over estimation of EBF. Despite these limitations, the findings from this study 

contribute to our understanding of the factors associated with EBF. Present study gives an 

insight of prevalent practice of EBF in a periurban area. Promoting and strengthening 

maternal and child health services are of paramount importance, since unsatisfactory 

behavior, regarding exclusive breastfeeding is still present. Further studies are necessary to 

correlate the interrelations among these several variables and also other anthropological 

and psychological questions (not considered in this study) that are known to certainly 

interfere in breastfeeding practice. 

 

Conclusion: 

Breastfeeding is a behavior that cannot be imposed, but must be chosen. Several factors 

facilitate or hamper breastfeeding and effective programmes must examine and account for 

this variety of influences. Breastfeeding in India is almost universal; however, EBF up to 6 

months is well below the desirable target. Common misconceptions like not enough milk, 

convenience and breast problems were the major bottleneck in EBF, better utilization and 

any contact with of maternal and child services showed a positive effect on EBF. 

A confidence building of women is must. They need support during pregnancy and childbirth 

whether they work inside homes or outside. An empathetic and skilled health worker is a 

need of an hour, which is trained and has a positive attitude to build confidence in 

community. Mothers need answers to there questions and solutions to their common 

problems like not enough milk, sore nipple and mastitis. All the opportunities offered by 

contacts with health personnel should be fully exploited for child feeding advices. Working 

mothers should be supported to achieve successful EBF by proper implementation of 
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maternity benefit act especially in non-organized sector where most of the women are 

employed.  
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