University of Education,Winneba http://ir.uew.edu.gh

UNIVERSITY OF EDUCATION, WINNEBA

INFANT AND YOUNG GIEEHH!

MOTﬂli:S AT DAD

mly'; PRACTICES ADOPTED BY

=~ASE FIDUASE

2018



University of Education,Winneba http://ir.uew.edu.gh

UNIVERSITY OF EDUCATION, WINNEBA

INFANT AND YOUNG CHILD FEEDING PRACTICES ADOPTED BY

MOTHEREI__AEPW_%I}ND EFFIDUASE
: |:I?': . 'Il':llil:__

SCIENCE EDUCA
STUDIES, UNIVERSITY OF EDUCATION, WINNEBA, IN PARTIAL
FULFILMENT OF THE REQUIREMENTS FOR AWARD OF THE

MASTERS OF PHILOSOPHY (HOME ECONOMICS) DEGREE

JULY, 2018



University of Education,Winneba http://ir.uew.edu.gh

DECLARATIONS

Student’s Declaration

| hereby declare that except for references to other people’s work which have been
duly acknowledged, this work is the result of the original research work taken by me
under supervision. It has, neither in part nor whole been submitted for a degree

elsewhere.

Martha Serwaa V\_/irm
(Name of studeﬂq-_l' ..............

s

ooooooooooooooooooooo

Supervisor's Qec

| hereby declare tha
me in accorda i

down by the Unive

is work was supervised by
j_gpﬂ*s‘/Dissertation as laid

(Name of SUPEIVISOr)  iiiiiiiiiiiiiiiciieeee cecssesessssssnsesnes

Signature Date



University of Education,Winneba http://ir.uew.edu.gh

DEDICATION

To the Almighty God who has been my strength and provider. Everything |1 am today

is Your making. My Lord and my God, words cannot say it all. I am forever grateful.




University of Education,Winneba http://ir.uew.edu.gh

ACKNOWLEDGEMENTS

I am sincerely grateful to you Adonai, my all of all. Indeed, only you can do. No
amount of substance would profess sincere appreciation to you for the favour of
grace, love, strength, wisdom, mercies, protections, and above all safety granted me in

pursuing this academic award successfully.

I am also grateful to my supervisors, Professor Veronica Obatolu, for her

contributions, dedication, guidance and patience in completion of this study. My

L~

profound gratitude to all j‘ectu?ers'at the Departmeni-of Home Economics Education,

University of Edueation, \Winneba for their assistance offered me in completing this

study. With mouth full of thanks, | appreciate the contfibutions-made by the District

Health Dirgetarates; Sekyere-Kumawu and Sekyere-East Districts towards the success

. s

of the study._ e

My profound gratitude goe Cially, rﬁy father,er. Wiredu Kusi
Michael, who always asked as'progressing. Thank you, daddy,
and thank vy To Mr. Gyapong

David (ESQ), | sa)‘_fGod replenish you with more divine insight for counselling,

giving advice and directigrrm%nplete this works G'E)d bless you abundantly for your

’ T "
time. | again appreciate Rev. Fr.David-Nkruimah for his spiritual backings.
I thank all colleagues and mates who never felt reluctant to share research ideas. How
can | forget Acheampong Clement who always supported my idea of pursuing this
programme. Thank you Achie, | owe you for the contributions you have made in

pursuing my achievement.



University of Education,Winneba http://ir.uew.edu.gh

TABLE OF CONTENTS

Content

DECLARATIONS
DEDICATION
ACKNOWLEDGEMENTS
TABLE OF CONTENTS
LIST OF TABLES

LIST OF FIGURES .;: I-_I_:'L.Irl-...ldq -

ABBREVIATIONS

ABSTRACT .
CHAPTER Of
1.0
1.1
1.2

1.3

1.4  Research Obje
15 Resez;r i

1.6

1.7
1.8
1.9  Definition of Terms and Abbreviations
1.10 Organization of the Study

CHAPTER TWO LITERATURE REVIEW
2.0  Overview

2.1  Young Children Feeding Practices

2.2  Breastfeeding and Exclusive Feeding

Page

Xi

Xiii

10
10
11
12
13
13
13
14



University of Education,Winneba http://ir.uew.edu.gh

2.3 Nutritional Component of Breast Milk
2.4 Role Breast Feeding plays in Child Development

2.4.1 Nutritional Role
2.4.2 Safety Role
2.4.3 Social Role
2.5  Benefits of Exclusive Breastfeeding (EBF)

2.5.1 Reducing Risk of Chronic Conditions

2.5.2 Infant and Young Child Intellectual, Motor and Emotional

|'.I_r"_,:I

Development

2.5.3 Maternal Hea;EE

""-_.a-

2.5.4 Econ.cl).wf and Soc [
2.6 Demer}i&.p‘? Bre |'_:|_
2.7 '-.-;I'.
2.8 owa_uitrients
2.9 e
2.10 :
211
2.11.1 Pr# : .-_*
2.11.2 Carbohydrate Requii -

2.11.3 Mineral and™jtamin Requirements
-

2.11.4 Water =

2.11.5 Fibre (Fruits, Legur}]es and Vegetables)

2.12  Socio-Economic Factors that Influence Children” Feeding
2.13  Nutritional Status of Young Children

2.13.1 Nutritional Status of Young Children in Ghana

2.14 Nutritional Assessment

2.14.1 Components of Nutritional Assessment

2.15 Child Malnutrition

2.16 Classification of Malnutrition

15
15

16
17
17
17

18

18
18
19

19
20
21
22
23
27

28
29
30
30
31
32

36

38
40

41
42

42



University of Education,Winneba http://ir.uew.edu.gh

2.16.1 Acute (Severe) Malnutrition
2.16.2 Chronic (Moderate) Malnutrition
2.16.3 Under Nutrition

2.17 Nutritional Diseases

2.17.1 Obesity

2.17.2 Protein Energy Malnutrition (PEM)
2.17.3 Kwashiorkor

2.17.4 Marasmus

2.17.5 Vitamin A Deficiency

2.17.6 Vitamin D Def[sielhyl-ﬁ I' | r:.:"; 5|'|'c
- o

2.17.7 lron De_f_l.m Yy .'
2178 |odll_n:‘:_ efic .|l_;|_
218  Theofgtical ".-:r_
by —
2.18.1'€oncey -
‘ it
2.19  Conceptus 5?

CHAPTER T
3.0 Overview
. .

3.1  Setting
ho

3.2  Research Design™

3.3  Population of the study.

3.4  Sample and Sampling Techniques

3.4.1 Stage One of Sampling Procedure
3.4.2 Stage Two of Sampling Procedure
3.4.3 Stage Three of Sampling Procedure
3.4.4 Stage Four of Sampling Procedure

35 Data Collection Instruments

3.5.1 Questionnaire

Vi

42
43
43
43

43
44
44
45
45
46
47
47
48

48
49
49

51
52
52
52
52
53
53

54
54
54
56
57

57



3.6
3.7
3.8
3.9
3.10

University of Education,Winneba http://ir.uew.edu.gh

3.5.2 Hospital Records
3.5.3 Anthropometry

Validity of Instrument
Reliability of Instrument
Data Collection Procedure
Data Analysis

Ethical Considerations

CHAPTER FOUR RESULTS
. =
Overview " 1 'I.'_.l: Py

4.0
4.1
4.2

4.3

4.4

4.5

4.6

4.7

factors that influence

Researc -
the se es by mothers?

Research Q stion 4: tritional Eﬁus of the infants and

adease and Effiduase |'a§;'mﬂuenced by mothers’

Bptices” -

young children
infants and young.'c'l'fi.lqﬁen. e

Testing of Hypotheses

4.7.1 Hypothesis One

4.7.2 Hypothesis Two
CHAPTER FIVE DISCUSSION OF FINDINGS

5.0
5.1

5.2

Overview
Demographic Characteristics of Mothers, Infants and Young Children

Main Research Questions

vii

58
59
59

60
60
61
62
63
63
63

66

69

74

79

81
84

84
85
87

87
87
92



University of Education,Winneba http://ir.uew.edu.gh

5.2.1 Infant and Young Children Feeding Practices adopted by Mothers at
Dadease and Effiduase.

5.2.2 Mothers’ Nutritional knowledge, Infants and young Children Feeding
Practices and Nutritional Status.

5.2.3 Selected Socio-Economic Factors and their Influence on Feeding
Practices adopted by Mothers’ for Infants and Young children

CHAPTER SIX SUMMARY, CONCLUSION AND
RECOMMENDATIONS

6.0 Overview

6.1  Summary of Fmdlngs I. i -.L l:'-..:i
6.2  Conclusions |"_

6.3 Recomrp_!qﬁétio

"y
6.4 Suggﬁg ns

REFERENCES -

- -
APPEND.IPES e

’ n k]
APPENDIX A: ( ING0-24

E DATA:.HEQUEST FORM
VTAG'UﬁE'MENTS OF INFANTS

viii

92

95

100

102
102
102
103
103
105
106

117

117

122
123

124



University of Education,Winneba http://ir.uew.edu.gh

LIST OF TABLES

Table Title

4.1
4.2
4.3
4.4

4.5
4.6
4.7
4.8

4.9

4.10
4.11
4.12
4.13

4.14
4.15
4.16
4.17
4.18

4.19

4.20

Demographic Characteristics of Mothers
Age, Gender and Birth Order of Respondents’ Infants and Young Children
Level of Education of Mothers in Dadease and Effiduase

Influence of Mothers’ Educational Level and Marital Status on Exclusive
Breastfeeding
Mothers’ feeding practices for Infants and young children
Mothers’ Reasons for domgiexciuswe breastfeedlng
Feeding practices adnpteﬂ.by-Mothers in Eﬁl.dyase and Dadease
Comparing M_.otheTs Reasons for dblngﬂl; nE)t domg exclusive

breastfeeﬂ'I ing within both Communltles - l
Sources-of Nutrition J.nformatlon for.'l\/lothers (Multiple Responses)
Freqﬁen,cy o_f_l_wands washing before feeding young chUdre'h"

Nutritional kng%vledg ( ’ g ive nutritional statements
en (Dietary Recall)

Dieta[-y/ Practices of |
Influence of selected Se ors on Infants’ and'young
Children feét!ina_pra ]
Weights of Infants andy

Length

‘fants.' a.ndr 40 _h
Nutritional Statds of the Infants and.)(ouné'Childrér:w
Body mass ingle-x'é!'-(-ﬁMl) of Infants and young Ehildren

= n h T _l " - -
Comparison of ma1nutr|t|on"q§Eﬁ ng Infants and young children in
. “ | r11)
Dadease and Effiduase

Spearman’s Correlation Matrix for Relationship between nutritional
knowledge of Mothers and choice of young children feeding practices
Linear Regression Analysis of selected Socio-Economic Factors on

Mothers’ choice of young Children Feeding Practices

Page

65
66
67

68
71
72
73

74
75
75
77
78

80

81

82

82

83

84

85

86



University of Education,Winneba http://ir.uew.edu.gh

LIST OF FIGURES

Figure Title Page

2.1 Conceptual Framework 50




University of Education,Winneba http://ir.uew.edu.gh

ABBREVIATIONS

AAP American Academy of Paediatrics

ADFNS Food and Nutrition Security

ADR Annual District Report

BF Breastfeeding

CDC Centres for Disease Control

CF Complementary feeding

Cl Confidencelzi:lntelalll_ﬁ |_ | I':'j_.:l F,

DHD Districtlslealth Dir Ly c;!' i

EBF t
EDHS aphic and Hea *urvey
by -
ERS ~ & Ec : r &
- i
EPI = Expanded Prog : i
- B
FAO g i
GDHS
GDHS
GHS
Ho
Ha
IDD lodine Deficiency Disorders
1Q Intelligent Quotients
IYCF Infant and Young Child Feeding
MDG Millennium Development Goals
MGMP Monthly Growth Monitoring Promotion
MOH Ministry of Health

Xi



University of Education,Winneba http://ir.uew.edu.gh

NCFN National Council for Food and Nutrition
NCHS National Centre for Health Statistics

NHMRC National Health and Medical Research Council of Australia

NICHD National Institute of Child Health and Human Development
PAHO Pan American Health Organization

PEM Protein Energy Malnutrition

RDAs Recommended Daily Allowance

SD Standard DeV|at|oi1 I. I_-_

SDG Sustam@e\!.'lopment Goals 'c i

SUN §.l-,a_'|'ng Up-Nutri n‘ ..::l-
UNCHS s Centre *alth Statist .-'_I

UNDP ;:'IUn - —
UNESCO o ural 'arganlzatlon
UNFPA U 1
UNICEF

USDHHS wi'ces
WFP

WHO

xii



University of Education,Winneba http://ir.uew.edu.gh

ABSTRACT

Optimal feeding during infancy and early childhood is fundamental to the makeup of
a child’s full human potential. This study aimed at infant and young child feeding
practices of mothers and the effect on nutritional status of their children at Dadease
and Effiduase in the Sekyere-Kumawu and Sekyere-East Districts respectively. A
cross sectional design was used for the study using a sample size of 122 mothers and
their young children within the age range of 0-24 months old. Multistage sampling
technique was employed. Weight-for-Age, Height-for-Weight, Height-for-Age and
Body Mass Index (BMI) were used in assessing infants and young child’ nutritional
status using EPI-version i7 anthropometric calclilator. The relationship of mothers’
nutritional knowledge and type of feeding practiceS-adopted for their young children
was examined Wsing spearman’s correlation at 0.01 significant level. The result
showed a weak negative insignificant (r= -.141, p, > 0.01) relationship. Similarly,
educationak level of mothers and age did not influenceé ehoige<of infants’ feeding
practices, (p*> 0.05). Rather, factors such.as'werk situation, culture, post-natal clinic
services, family and friends influenced mother’s choice of infant and young children
feeding practices (p < 0.05)."About37% methers confirmed that they introduced other
foods to their infants below; 4 months while generally, 95% mothers were noted for
introducing supplementary foods t infants below the 6" month. Also, only 7%
mothers actually gave supplementary foods after the 6 month. This finding indicated
that feeding practices adopted by most mothers was not in line with WHO
recommendation for infant feeding, hence the high-prevalence of severe underweight
in Effiduase (72%) and Dadeasen(78%)-communities. The study concluded that high
risk of malnourishment found in both™towns is as a result of poor infant feeding
practices by mothers hence the need for promotion on best infant and young child
feeding practices in the Sekyere-Kumawu and Sekyere-East districts through
Effective Health Education and counselling routine as well as young children dieting
guide to be enforced at Dadease and Effiduase to foster optimal childhood feeding
practices among mothers. Again, Health Officers should capitalise on mothers’ first
source of nutrition information and make strong impact on them through exemplary

practices by nurses in the communities.

Xiii
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CHAPTER ONE

INTRODUCTION

1.0 Overview

Chapter one describes the core concept of the study. Sections in this chapter includes;
background to the study, statement of the problem, purpose of the study, research
objectives, research questions, significance of the study, delimitation, limitations to

the study, definition of terms and abbreviations and organisation of the study.

1.1 Background to'the Study

Infant and youngj child feeding is key:to promoting healthy grewth and development,
particularly during the first two years of a child’s life, /A child who has adequate
nutrition performs better in.scheel;grows inte-ahealthy adult and“in turn gives his/her
children a‘better start in life. For @ child to have adequate nutrition basically depends
on the feeding practices offered by mothers or caregivers at the early stages of life.
Infant and young child feeding practice is suboptimal throughout the world, especially
late initiation "of breastfeeding, Pre-lacteal feeding, early or late introduction of
optimal complementary = foods, giving poor qualit;/, quantity and unhygienic
complementary foods. Decision-ef.using.a bettle to'feed the child is now a common
practice in developing countries (Caetano, Ortiz, da Silva, de Souza & Sarni, 2010;

Safari, Kimambo & Lwelamira, 2013). However, breast-feeding practices is widely

campaigned over bottie-feeding for healthy and effective infants’ growth.

These issues of substandard feeding in young infants across the globe are due to
disparities in the initiation of breastfeeding and duration, timely introduction of
complementary foods among others (Michigan State University, 2012). The growth

and development of children in the rural areas where mothers are not greatly
1
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enlightened about proper feeding and hygienic practices are deeply affected.
Similarly, mothers leaving in slum areas of urban communities’ face problems such as
substandard housing, lack of reliable sanitation services, lack of clean water and food
security that consequently affect the growth and development of children within that
community. Residents of such areas are poor and less educated. These further
compromise sub-optimal infant and young children feeding practices and are most of
the times responsible for the high rate of neonates and young children’ mortality in
our societies. Some of these causes lof childamertality, at least to some degree, are
related to diets of children and alse-te water qualityy and sterilization of objects
(Demilew, Tafere & Abitew, 2017). Hitherto, the Millennium Development Goal
(MDG) targeted at reducing under-nutrition by half."However,; 146 million children
under-5 in the developing countries sufferfrem under-nutrition;®which is one of the
main factors that cause malnutrition'which stands out for the main cause of neonatal
mortality. In Sub-Saharan Africa, four million children die from preventable diseases
annually, of which 60% is as a result of imalnutrition (Awogobenja & Ugwuona,
2010). The Sustainable Development:Goal (SDG) on the.other hand sought to end
hunger, achieve foo@security, improve nutrition and premote sustainable agriculture.
The SDG 2 movement also-sotighi.to ensureghealthy4ives and promote well-being for
all ages of life. This new agenda, builds on the Millennium Development Goals,
which aims to be relevant to all countries and focuses on improving equity to meet the

needs of women, children and the poorest, most disadvantaged people (WHO, 2018).

Despite the fact that breastfeeding is known to be the best way to feed infant by
providing the psychological and health benefits to both the mother and child, globally
there has been a general decline in the practice of breastfeeding both in terms of

prevalence and duration in the past few decades (Singh, 2010). The possible reasons
2
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for declining breastfeeding as highlighted by Daba, Beyene, Garoma and Habtamu

(2013) included:

a. lack of confidence that the child is getting enough;

b. Increased urban women work load demand that makes them to be separated
from their babies for longer hours;

c. Decline in social support;

d. Discomfort on breastfeeding in public; and

I e | § &
e. Intense promotlon_gf commercial'milk fofmulae.
| u .

Factors associated-with the problem of malnutrition among young children vary from

place to place-in the'world and Ghana is no exception. Among these factors are

inappropriate  dietary“intake, infectious diseases, soci&econor_ﬁip factors, lack of

.

mothers’ ‘fAutritional. know: ) D distraction due to other mothers’

activities (Daba et al., 2013 . i

in 2004 to improvel_infant and young child feeding practice. However, the 1YCF

—\
|

practice remains inap.;;.r?ﬁviﬁt_e _agd likely tg be. a"rr:lajor cause of under nutrition
(Disha, Rawat, Subandoré & MMME). According to the 2016 Ethiopian
Demographic and Health Survey (EDHS), infant and young child feeding practices
are not as recommended by the World Health Organization [WHO] (2008). Only 58%
of young children less than six months of age were exclusively breastfed and the
optimal complementary feeding practice was 7%. Contrary to the recommendation

made by WHO (2008) 9% of young children less than six months of age used a bottle
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with a teat, a practice that is discouraged because of the high risk of infection to the

child (Central Statistical Agency, 2016).

In Ghana, 98% of infants are ever breastfed but are fed with prelacteal feed contrary
to World Health Organization recommendation that young infants must be fed only
breast milk for the first six months of life. Therefore, 76% of young children age 6-9
months in Ghana are breastfed and at the same time receive complementary foods.
Again according to the Ghana Demographics and Health Survey (2015), young
children age 0-35 month breastfeed until 20.9 months and are exclusively breastfed
for only 2.5 months instead of six months. Much is done.in Ghana to overcome poor

young child feeding practices that are the roots of malneurishment among children but

some childrenare still wictims (CIA World Fact book, 2048)

Gyampoh, 6too and Aryeetey (2014) also “confirmed that children should be
introduced to complementary. foods at émonths as direeted by WHO and UNICEF
(2003). The food ‘given should be“safe; adequate and appropriate to prevent growth
faltering in under-five children thereby reducing childhood deaths. Some school of
thought has however indicated- that complementary fegding can be introduced at 4
months (Awogobenja &dgwuona, 2010). Moreovekr=a new. Norwegian study showed
a link between vitamin B -deficiency and the. delayed development of young
children’ brains and nervous systems regarding how long young children in Norway
should be fed breast milk exclusively, and when the weaning process should

commence with an introduction to solid foods with immediate effect (Graven, 2013).

Under nutrition is estimated to be associated with 2.7 million child deaths annually or
45% of all child deaths. The first 2 years of a child’s life are particularly important, as

optimal nutrition during this period lowers morbidity and mortality, reduces the risk


http://sciencenordic.com/content/andreas-r-graven
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of chronic disease, and fosters better overall development. Optimal breastfeeding is so
critical that it could save the lives of over 820 000 children under the age of 5 years

each year (WHO/UNICEF/World Bank, 2017).

It is noted clearly that one major cause of malnutrition in young children in
developing countries is poor feeding practices such as: introducing complementary
foods at an early stage, restriction in food selection due to cultural beliefs and giving
children poor quality and insufficient amounts of complementary foods. Therefore, it
is argued that poor feeding practices aré as.a result of poor nutrition knowledge of
mothers (caregivers) and restrictions due to- traditional-beliefs (Central Statistical
Agency, 2016). ‘Also, with poverty, caregivers tend to feed®young children the food
available to the family regardless of the child’s development level (Guldan, Fan, Ma,
Ni, Xiang & Tang, 2000). Improving infant feeding practices espegcially for children
younger than two years of age should therefore be a global priority (UNICEF, 2012).
Therefore, there should be ageritical check into'Childs’ nutrition in the first two years

of life to curb any nutritional disorder in the 'young children through proper structures.

WHO and UNICEF jeintly developed the Global Strategy forInfant and Young Child
Feeding whose aim. is™eo. improve through optimal“feeding the nutritional status,
growth and development, health,"and thus the very survival of young children and
young children (WHO & UNICEF, 2003; Gyampoh, Otoo & Aryeetey, 2014; WHO
& UNICEF, 2017). The strategy recommends: early initiation of breastfeeding within
one (1) hour of birth, exclusive breastfeeding for the first 6 months of life,
introduction of nutritionally-adequate and safe complementary (solid) foods at 6
months together with continued breastfeeding up to 2years of age or beyond. Based
on these recommendations, malnutrition and its consequences are likely to be

ameliorated (WHO, 2010).
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Between 2000 and 2016, the number of stunted children under 5 years worldwide
declined from 198 million to 155 million. At the same time, numbers have increased
at an alarming rate in West and Central Africa - from 23.0 million to 28.1 million
(UNICEF/WHO/World Bank, 2017). Specifically, more than half of young children
death in Ghana happens within the first month of life, and the new-born death rate has
not improved in recent years. Malnutrition is a significant indirect cause of child
mortality, contributing to one-third of all childhood deaths. Although levels of
malnutrition in Ghana have dropped yet, 23% of children are stunted and 57% are

anaemic (UNICEF/WHO/World Bank;2017).

In Ghana, the farmer Director General of Health, Akosa (2016).on CitiFMonline.com
at the 7" Aftica Day for Food and Nutrition Security (ADENS) stated that, “Ghana is
currently facing a nutrition® erisis,. regordingsa double burden, of malnutrition,
according to a new nutrition report}’. The then Health Director in his presentation at
the ‘Scaling Up Nutrition (SUN)'movement in Ghana’, made it clear that although
Ghana has performed creditably well in redtcing the rate of malnutrition, it has to do
more to improve the gains made. According tohim, many ehildren in Ghana have
short attention spans "eecause of malnutrition, and this could be translated to the
academic performance - of most “Ghanaian students. Also, a Professor at the
Department of Nutrition and Food Science of the University of Ghana, Steiner-Asiedu
(2016) also in an interview on citifmonline.com lamented that recent trends suggested
an increasing phenomenon of wrong food choices leading to obesity. She therefore
concluded that all food and nutrition problems are due to wrong food choices and the

quality of food eaten.

A study conducted by Appoh and Krekling (2005) in the Volta Region of Ghana,

found out that mothers’ nutritional knowledge is more important than mothers’
6
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schooling in determining child weight-for-age. This might be due to reasons that,
most well-educated women do not personally have ample time for appropriate feeding
practices of young children due to their professional and work schedules. This means
that, additional knowledge achieved through schooling is not a guarantee for a
complete adherence to nutrition advice from health providers over mothers who do
not have any classroom experience. Resuming work from three months’ maternity
leave for most working mothers is another key reason why a well-educated mother
may skip optimal feeding of the young: childreq. This is likely to force mothers to
either stop exclusive breastfeeding or-enrol babies early.at the creche. Some Ghanaian
mothers are alse _compelled to introduce supplementary foods.based on the available
food to the family, which might not be appropriate at that crucial developmental stage

of the child.

1.2 Statement of the ProRlem

Breastfeeding is widely recognized assthe means of providing young children with the
best source of nutrition during the first six.months of life. Cambining child care and
mothers’ workload have not been an easy task despite the fact that they contribute
income to supplementthat of their partners to. fix=the.home. Grievances of these
mothers have made them fail*optimal young. children feeding. Also, despite numerous
awareness created by various stakeholders, breastfeeding is still low among mothers
at Dadease and Effiduase due to reasons as health issues, notion of maintaining

physical appearance after childbirth, work pressures, and many others.

Interactions with a Community Health Nurse and some mothers at Effiduase and
Dadease revealed that most infants and young children brought to the health centres

are mostly low weighted (post-natal weight) which is a possible sign of malnutrition.
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Revelations from these nurses could be possible signs of young children suffering
from a number of nutritional disorders. Prior to this declaration, malnutrition cases
recorded at the Sekyere-kumawu District Health Directorate revealed hundred (100)
malnutrition cases in 2016 whiles 105 cases out of 393 children were also recorded in
the year 2017 with 38 (9.7%) underweight, 36 (9.2%) stunted and 31 (7.8%) wasted.
There may be the likelihood that, Effiduase in the Sekyere-East District also have
same malnutrition history since it is a sister district to Sekyere-Kumawu district. This

therefore drew my attention;to untlertake this study because the probability of

n

.- | — .
increasing rate of malnutrition can remain-high and Verysalarming in the districts.

]
n —\
|

1.3 Purpose-of the Study i

The study aimed at investigating child feeding practices bjy mothers and the effect on

e-Kumawu and Sekyere-East districts

children at*Dadease and Effidua

respectively.

| | B

1.4 Research Objectives

The study so 0 achieve th c objective !

a. ascertain fetit_jing practices. by mothers for irffants and young children at

| —\

Dadease and E:‘:‘.iaﬂase_;_r - I =
b. determine mothers’nutﬁtiormw'dge on young children feeding;
c. assess the influence of some socio-economic factors on the choice of young
children feeding practices by mothers; and

d. measure the nutritional status of children at Dadease and Effiduase as

influenced by the mothers” infants and young children feeding practices.

1.5 Research Questions

The study sought to answer the following questions:
8
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a. What are the infant and young children feeding practices by mothers at
Dadease and Effiduase?

b. What are mothers’ nutrition knowledge and how does it influence type of
feeding practices adopted for infants and young children feeding?

c. What are the socio-economic factors that influence the selection of infant and
young child feeding practices by mothers?

d. What is the nutritional status of the young children at Dadease and Effiduase

as influenced by mothers’finfdnt and yaung children feeding practices?
.- .T\ — o l. .
Hypotheses L - ',

The study sou’g.ﬁt to test the foll_owing null |hypetheses ;m answering research

| "

questions 2 and'3. = i . =

| u I‘ | = ]

nowledge of mothers and choice of

How. There.ds no relationship

feeding pra.tctices for their i F §

.

Hai. There is a relationship ] nowledge of mothers and choice of

feeding practicel for their in

Hoz. There is no sigr"ﬂ::i:nﬂuence of socio-economic,’factOrs on mothers’ choice of

infant and young children i\djpipractices. 1 o
. w

Haz2.There is a significant influence of socio-economic factors on mothers’ choice of

infant and young children feeding practices.

1.6 Significance of the Study
a. This study’s outcome would build strong insight in mothers’ choice of young

children feeding practices at Dadease and Effiduase.
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b. Also, an effective health education programmes can be drawn with much
considerations of local conditions, including culture and availability of local foods
to be fully implemented.

c. Moreover, outcome of the study would be useful to health, international
organisations (WHO, UNICEF) and Non-Governmental Organisations, Ministry
of Health and District Assemblies who would want to develop a feeding practice
guide for mothers to follow to improve nutritional status of infants and young
children. .

d. Findings of this study would prompifollow up research on nutrition of infants and
young childrén feeding thereby widening mothers’ nutritional knowledge and

practices.

1.7 Delimijtation of the Study

The study was conceptually. delimited to feeding practices of infant and young
children by mothers, mothers’ nutrition knowledge level, the influence of
socioeconomic factors on young children feeding practices, and assessing nutritional
status of young®children at Dadease and Effiduase in the" Sekyere-Kumawu and
Sekyere- East Districts™respectively in the AshantiRegion of Ghana. Mothers and
their 0-24 month old young children were only considered to be part of this study. The

study falls within the quantitative approach underpinned by survey design.

1.8 Limitations to the Study
The study could not capture all mothers in the Ashanti Region of Ghana, so in this
regard, results of the study would be generalised to mothers and young children at

Sekyere-East and Sekyere-Kumawu Districts only.

10
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More so, mothers were emotionally sensitive and reluctant in releasing personal
information about themselves and that of their young children. Again, it was difficult
getting infantometer to measure children’s length due to its shortage but | did achieve
my aim with the use of tailor’s tape measure to measure the length of infants and
young children on a table with no shoes on. It was a difficult task using this means
due to the fact that some of these children were not stable when laid on the table and

can cause some errors in their weight measures that may affect data analysis.

Fortunately, these Iimitat_igns .dia_noql sl'gn'ifiCanﬂy affect the outcome of the study

since data gathered _adeqliately supported achieve_me.nt.othe objectives of the study.

1.9 Definition of Ierms and Abb}eviations

a. Infant: ItTefersta.a baby born on day one to the twelve'(12) menth.

b. Young (_?h.ildren: Itrefersitc onths.eld'in this study.

c. Knowledge: In this studyysknc said to be ideas on good nutritional
practices for healthy divi

d. Feeding Practice: Practic § e ways qﬁ?eans through which
mothers feﬁeiichildren. i "

e. Exclusive breastfeedln A child recelvmg only breasx milk directly from the breast
or expressed breast mllk for S|xms after birth, but the child might be given
vitamins and mineral supplements.

f. Formulae-feeding: Feeding the child with liquid or semi-solid food from a bottle
with a nipple/teat/spoon. This term implies supplementing breast milk with liquid

or semi-solid food at calculated amounts and times.

11
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g. Complementary feeding: Complementary feeding means the introduction of
liquids and semi-solid foods after six months of age when the breast milk is

longer adequate to correct the nutrients needs of the child.

1.10 Organization of the Study

The study is made up of six chapters. The first chapter is the introductory chapter to
the study which consists of background to the study, statement of the problem,
purpose of the study, research objectives, research questions, hypotheses, and

e
significance of the stug!-,;:delhitati!m, Ih-nlf;.ti.{!'q'lﬁthe study, organization of the
E

study and defini_ti'.en_of term 0 deals.with review of related literature, and
l. |
it presents thle::)_@cal ame am rk.'l-;;aapter three, being the
methodology, . incluc o poa;_lation, sample and
- -

analyses of data

findings while cha

12
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CHAPTER TWO

LITERATURE REVIEW

2.0 Overview
This chapter reviews related literature on infant and young children feeding practices
among mothers. The literatures reviewed in this study were structured under the

following sub-headings:

a. 'Young children feedln{Piacltf-eslj-.

b. Nutritional an:e'age and experience of rﬁl't_h'l! _§.

C. I'.:L_

d en feeding
e r
f. |::
g. I
h. Consequences

I. Theor*l fra -_+

j. Conceptual r ;:-

2.1 Young Children Feeding Practices

Appropriate young children feeding practices are fundamental to a child growth,
health and development during the first 2 years of life. In Africa, suboptimal young
children feeding practices and poor nutrient density for key micronutrients are the
major determinants that contribute to the high mortality among young children and

young children (Lartey, 2008; Faber, Laubscher & Berti, 2014). Poverty, insufficient

13
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knowledge on young children feeding and cultural practices may affect the adequacy

of the complementary diet (Du Plessis, Kruger & Sweet, 2013).

2.2 Breastfeeding and Exclusive Feeding

During the stage of 6 months through to 1-2 years of life, it is almost all about the
milk whether it is breast milk, formula (artificial milk), or a combination of the two.
Breast milk or formula will provide practically every nutrient a baby needs for the
first year of life (American Academy of Paediatrics, 2017). A new-born should be
given to the mother immediately=after birth,. and breastfeeding should be initiated
within one hour_(WHO & UNICEF, 2009). These organisations recommend breast
feeding to be‘started immediately following delivery (WHO*& UNICEF, 2009), for

the baby to'get colostrum (Petit, 2008).

The young .ehildren should thereaftersbe exelusively breastfed for the first 4 to 6
months of-life on child’s"demand withi no other fluids including water, and
breastfeeding should continue tegether with-weaning food up to and beyond second
year of life. Children who aresbeen initiated with breastfeeding within the first one
hour are considerably more likely to survive the first two_days of life than those who
started later (Edmond et"al,, 2006). Optimal- breaStfeeding of young children and
young children is a foundation to-good nutrition, and it also supports healthy brain
development, improves cognitive performance and is associated with better
educational achievement at age 6 and beyond (Bhutta, Das, Rizvi, Gaffey, Walker,
Horton & Black, 2013). Exclusive breastfeeding is a cornerstone of child survival and
child health because it provides essential, irreplaceable nutrition for a child’s growth

and development. It serves as a child’s first immunization, providing protection from

14
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respiratory infections, diarrhoeal and other potentially life-threatening ailments (Horta

& Victora, 2013).

A study conducted by Clive and Inas (2010) on the benefits of breastfeeding across
the early years of childhood among mothers of Massachusetts reported that Children
of mothers who have ever breastfed them were 4.7-8.8 percentage points less likely to
be obese, and those of mothers who formula-fed them at birth were 2.8-5.4 percentage
points more likely to be obese. They further concerted that, if there was to be an
increase in breastfeeding from 67% to. 75%;:ih line with Healthy People 2010 goals,
this would imply obesity among two-year-olds to decrease by 0.38-0.70 percentage

points.

2.3 Nutritienal Component of Breast Milk

Breast milkds ultimately the best souree of autrition for.amnew baby due to the many
components found In the human.milk, Which-helps protect babies against infection
and disease. Moreover; proteins. in breastomilk are more easily digested than in
formula or cow’s.milk; as wellvasrecalcium and iron in breastimilk is also more easily
absorbed (Nowak, 2015). Meanwhile, some food nutrient needs of the child are
directly related to the.nothers’ food intake, which*is transferred to the baby through
breastfeeding. This is why it is.essential‘that-mothers get adequate nutrition, including
vitamins, fat-soluble vitamins, including vitamins A, D, E, and K, are vital to the

young children’s health (Rolfes & Whitney, 2006).

2.4 Role Breast Feeding plays in Child Development
Breast-feeding is the standard way of feeding all young children. It also enhances
sensory and cognitive development and is one the most cost-effective ways to reduce

young children morbidity and mortality from diarrhoea disease, respiratory disease

15
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and other infections. Later in life, breastfeeding brings continuing benefits in terms of
lower rates of obesity and reduced risk of chronic diseases. Breast-feeding also offers
health advantages for the breastfeeding mother, including an earlier return to pre-
pregnancy weight (Kramer & Kakuma, 2002), reduced risk of breast cancer and
ovarian cancer and helps to space pregnancies (Hurst, 2011). There are also
significant social, environmental and economic benefits. It is also an environmentally
safe method of feeding. Early initiation of breast-feeding can reduce neonatal
mortality by 22% and therebyfdecrease “the young children Mortality Rate and
contribute to the attainment of the-millennium “development goals (Millennium

Development Godls, Human Rights and World"Ethics;2008),

A study condueted by Wondu (2013) found that educational level.has some amount of
influence _on the attitudes of mothers towards child feeding (colostrum).
Approximately about 72% of mothers accepts colostrums nutritious for young
children, while significant proportion of 41%have,no idea about what colostrum could
provide to their child at all; Moreover, relatively few (21%) mother’s also think that

colostrum is nutritionally useless.

2.4.1 Nutritional Role

Breastfeeding protects against-weight'less due to diarrhoea. Exclusive breastfeeding
often means that babies will breastfeed more, which helps keep up the milk
production so they get more nutrition. Breastfeeding plays a role in reduction of
stunting and infectious diseases in young children. However, breastfed children will
become stunted if they do not receive an adequate quantity and quality of

complementary foods from the age of six months onward (Oddy, 2010).
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2.4.2 Safety Role

There is growing evidence that early initiation of breastfeeding has a significant
impact on reducing overall neonatal mortality. Recent studies from Ghana and Nepal
shows that early initiation of breast-feeding within the first hour of life could prevent
around 20 percent of neonatal deaths (Centers for Disease Control and Prevention,
2010). Breastfeeding protects young children against diarrhoea through three

mechanisms:

a. Reduced risk of Jbacteria from*contaminated formulae, other liquids and
complementary“foods

b. The transfer of maternal antinodiés through breast milk!

c. In emergencies, breastfeeding saves lives among the maost vulnerable young
children under six months by previdingsall required nutrients and sufficient

fluid.to prevent dehydration (Oddy, 2010).

2.4.3 Social Role

Breast feeding.plays the social'role of enhaneing the bond between the mother and the
child most often giving the child the feeling of love and security. Most often during
breast feeding, the child T1S=kept close to the.mother®after birth and offered the breast
frequently on demand (WHO.& UNICEF,“2009). Frequent sucking also stimulates

milk production and ensures that the child has enough.

2.5 Benefits of Exclusive Breastfeeding (EBF)

Exclusive Breastfeeding (EBF) is known to be most effective preventive intervention
to reduce early-childhood mortality. Breastfeeding has profound benefits for young
children that extend beyond childhood, numerous benefits for mothers and benefits

for the family. Beyond these well-documented positive aspects for long-term health
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and wellbeing, breastfeeding has a beneficial impact on the workplace, the health care
system and the larger society, as described by categories below according to (Oddy,

2010).

2.5.1 Reducing Risk of Chronic Conditions

Breastfeeding lowers young children’ risk of chronic conditions later in life compared
with formula-fed young children, including asthma, overweight and obesity, diabetes,
heart disease and cardiac risk factors such as hypertension and high cholesterol levels,

and cancers such as childhood leukaemia and breast gancer later in life.

2.5.2 Infant and.Young Child Intellectual,;Motor. and Emotional Development

Many studies iconfirm that children who are breastfed do better en tests of cognitive
and motor development, as well as academic_outcomes_than children who are not
breastfed, and young children who are fed breast milk tend to have higher Intelligent
Quotients (1Q) scores. Young children who are breastfed for more than six months
have a lower risk of mental health problems as they enter their teenage years. Other
aspects of exclusive breastfeeding are harderto quantify but profoundly beneficial.
These include the additional opportunities for bonding-of mother and young children

through more time together, With. skin-to-skin_contact.

2.5.3 Maternal Health

Initiation of breastfeeding immediately after delivery helps to contract the uterus,
expel the placenta and reduce bleeding. Breastfeeding may lead to a more rapid return
to pre-pregnancy weight. Exclusive breastfeeding in the first six months may delay
the return of fertility, thus reducing exposure to the maternal health risks associated
with short birth intervals. In the longer term, mothers who breastfeed tend to be at

lower risk of pre-menopausal breast cancer and ovarian cancer.
18
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2.5.4 Economic and Social Benefits

Breastfeeding is the least expensive method of young children feeding. For many poor
households, the high cost of breast-milk substitutes, feeding and sterilizing equipment
and fuel represents a substantial drain on scarce household resources. Added to this
are the costs of health care for the sick young children exposed to contaminants from
mixed feeding or water in addition to breast milk. When mothers miss job to care for
sick young children, employers and the economy are also affected. Moreover, as
previously stated, breastfeeding fis"a basic*human right, so effective EBF practices
should become available to all young: children. "Breastfeeding can help bridge

economic and social gaps.

2.6 Demersits of Breastfeeding

Despite the jmany benefitsjof Exclusive Breastfeeding (EBF), sound breastfeeding
practices are not the norm In.many countries, and large differences exist in the EBF
rates between regions and among countries. The promotion, support and protection of

optimum breastfeeding takera different type of'engagement from the health system,

because breastfeeding is a social behaviour and not a medical‘practice (Oddy, 2010).

In developing countries, ‘the rate.of exclusive breaStfeeding for young children less
than six months is only 37 percent, and there has been in very little progress since the
early 1990s according to UNICEF (2009). UNICEF (2009) has the following

challenges to be improved:

a. Complacency, which may be one of the biggest threats to optimal young
children feeding.
b. Widespread promotion of breast-milk substitutes.

c. Belief that young children need water in addition to breast milk.
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d. The issue of breastfeeding and HIV transmission.

e. Lack of support for breastfeeding at workplaces (e.g., policies for maternity
leave and worksite facilities for breastfeeding), linked to the perception that
behaviour change is difficult or even impossible.

f. Lack of commitment and resources for behaviour change programmes
needed to support optimum breastfeeding.

g. Poor understanding of the role of breastfeeding in advancing human and

health rights i

2.7 Bottle Feeging

According to ‘Inge-Lise (2013), bottle feeding is'a necessity“to_some parents due to
problems with breast feeding. He said that, all babies need food, comfort and close
contact with jtheir parents especially the mother:"He also complimented breast feeding
method over bottle feeding since the former is given -a worldwide attention as a
valuable methad for feeding the news=born. But'on the contrary, if there are genuine
health problems, however, it may be necessary.to give up breastfeeding for a formula
feeding. Mothers indicated ‘in the Study that complementary liquids were given to
their young children when they went to the gardengreturned to work or went to the
market and had to leave theirehild inthe care of'somebody else. One in four mothers
started giving their child complementary liquids and foods because they perceived

their child was hungry (Proulx, UNICEF & the Ministry of Education and Human

Resource, 2014).

As pointed out in the American Medical Association’s Family Medical Guide, some
people prefer the convenience of bottle-feeding because other people can help out

with feedings. It also gives the father and older siblings the opportunity to participate
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in feedings that form their own attachment to babies (American Medical Association,
2004). Malnutrition remains a pertinent problem among mothers and young children
due to substandard nutritional practices (International Council for Science & ISSC,
2015). This worrying situation occurs because of suboptimal complementary feeding
practices as a result of inappropriate introduction of complementary foods (CFs),
inadequate quantities and quality of diets coupled with inappropriate breastfeeding
practices. To reach goal of the SDG, successful infant and young child feeding

practices are crucial for preventing malnutrrtion.

2.8 Consequences of Bottle'Feeding; Contaminationfand Low Nutrients

A study in Laure by Daba et al. (2013) recorded 36.4% infants. who were bottle-fed
undernourished (Acute and Chronic), and 29.9% of them"Wwere reported over
nourished.=On the other hand, In" mixed fed “infants, 33.3% of the children were
undernourished (severe, moderate and mild cases) and 40% of them over nourished.
Therefore, children who were exclusively breast fed were more undernourished than
those who were mixed fed and the later were.more over nourished than those who
were exclusivelyifed. This could be explained by the fact that the children who were
exclusively breast .fed™were not introduced .to ,cOmplementary feeding at the
appropriate time. On the other_hand, the fact that most mixed fed children were
overweight than exclusively breast-fed children might also be because the former tend
to ingest greater volume of artificial milk or food and since the concentration of some
nutrients are greater in infant formulae than in breast milk (Agostino et al., 2008), and
may tend to gain weight. For most babies, breast milk is easier to digest than
preferring formula feeding using bottle. Formulae feeding your baby might also result

in an increased risk of obesity during infancy. Formulae milk does not contain the
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immunity-boosting elements of breast milk. Formulae-fed babies can develop certain

illnesses such as diarrhoea, or a chest, ear, or urine infection (McCormick, 2017).

2.9 Complementary Feeding

At about six months, most babies are ready to start solid foods like iron-fortified
infant cereal and strained fruits, Vegetables, and pureed meats. Because breast milk
may not provide enough iron and zinc when babies are around six to nine months,
fortified cereals and meats can help breastfed babies in particular (American
Academy of Paediatrics, 2017).. Fhe human b.ody undergoes its most rapid phase of
growth in the firjst year of life. Most healthy infants and toddlers double their birth
weight in the first six.(6) months and also triple inthe first year and at the same time
body compesition'changes dramatically. As the baby gets older, bigger and more
active, howejver, nutritional ‘requirement can no lenger be met by breast milk alone.
This is where special transitional feods knewn as complementary foods must be duly
introduced to meet a particular nutritienal and physiological needs of the child. This
does not mean cessation of breastfeeding due to the fact that complementary foods are

to provide additional energy and nutrients to compliment breastfeeding but not to

displace the breast milk*.the first 12-24 months.(\WHO; 1998).

Complementary foods are required.on the eontinuum of breastfeeding to provide 5-
30% of vitamin A, 20-45% of proteins, 50-80% of thiamine, 50-65% of riboflavin,
60% of calcium, 85% of zinc and almost 100% of iron. The estimates suggest that
almost no vitamin Be, B2, vitamin C or folate should be needed from complementary
foods because human milk has a sufficient content of these micronutrients (O’Connor,
1994). In a study undertaken by Wondu (2013) on Knowledge, Perception and

Practice of Mothers/Care givers and Family’s regarding Child Nutrition (under 5
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years of age) in Nekemte in Ethiopia, about 55.4% of mothers had introduced
additional food within the age duration of 6 to 12 months. Wondu’s (2013) study also
showed that a considerably significant proportion of mothers (42.1%) had introduced
complementary food within 4-6 months and even about 2.1% of mothers did before
4months of baby’s life. This could be the fact that some mothers did not have any
option than to introduce complementary food to their babies because they had to
resume their normal job schedule which do not support young children feeding at
work time therefore proximatelyrabout 62.4% (r=154) of respondents had used cow
milk, porridge and gruel as complementary food for"their children (Wondu, 2013).
Moreover, Wambach and Cohen’s (2009) study have as. well stated that, many
mothers repoited problems that led to their decision to wean, stich as, sore nipples,

problems pumping, and work gisehool demands.

2.10 Nutrition Knowledge of Moihers

The fundamental knowledge @about nutrition can make tremendous contribution to the
level of wellness, as it will help. make appropriate food choices that enhance the
overall wellbeing and vitality (Wardlaw & Smith, 2009).“Nutritional knowledge,
according to Carter. (2002), is the information. ang‘understanding about food and
liquid requirement of human beings and animals for normal physiological function
including energy need, maintenance, growth activity, reproduction and lactation.
Therefore, it can be said that, maternal nutritional knowledge indicates the
information available to a mother/caregiver concerning nutrition and childcare

practices.

Food and nutrition play important role in human life, so it is very vital to attach

importance to knowledge about foods, as well as the varieties, nutritional relevance
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and alternative of staple food (National Nutrition Foods Association, 2012). Also,
Wardlaw and Kessel (2004) found out that there is greater association between
parental knowledge on nutrition and its prevalence effects on children nutritional
status. A survey in England found men to have poorer knowledge than women, and
knowledge declining with lower educational level and socio-economic status. In the
same survey, 41% were unaware of a link between low intake and health problems.
Only 42% correctly thought that eating more fruits and Vegetables can help reduce
the risk of cancer and 47% knew that it could also reduce the chances of heart disease

(Fowles, 2008).

|

There is evidence suggesting that families of parents with*high level of education
stand a bettel chance of having good nutrition as a result of how diet is utilised for
proper functioning of the bedy by providingsthe family with nutritious food as
reported by.lvanovie, Castr@ and Ivanovic (2004). The implication here is that parents
can teach children at home to eat'a well-balanced diet which can help them to live a
longer healthy life. Cheung, Dart, \Kalin, and Gortmaker (2007) also assured that
when childrenare taught the.difference between nutritiE)naI food and junk food, they

are more likely to makeshealthy choices as they grow older.

Fowles (2008) in comparing-pregnant women'snutritional knowledge to their actual
dietary intake, found that most women had inadequate general nutritional knowledge,
and their dietary intake did not meet all the nutritional requirements of pregnancy. A
study conducted in La pal and Bolivia made it clear that considerably more than half
of the deaths in children occurring in the community could be ascribed to inadequate

knowledge, or incorrect behaviour or both (Claeson & Waldman, 2000).
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The African Nutrition Chart Books (2005) states that, in urban Ghanaian children
whose mothers had poor child care practices were up to three times more likely to be
stunted (indicating malnutrition) compared to those whose mothers had good care
practices. Optimal feeding practices during the first six months contribute to the
prevention of growth faltering among infants and young children in Accra and the
benefits may linger beyond the first year of life. According to the African Nutrition
Chart Books (2005), education was found to be the factor most strongly associated
with good childcare practices. It is expected. that when women are knowledgeable
about nutrition, it will*translate to better.childcare practices. Positive food habit has a

link with knowledge acquired in nutrition (Asbridge, Veugelers & Florence, 2008).

A study conducted on mothers’ nutritional knowledge and childien’s dietary intakes
by Variyam et al. (1999),gexamined if childien’s diets arc influenced by their
mothers’ stock of nutritional knowledge and dict health awareness. According to the
study, relatively little was identified about the relationship between a child’s diet and
the nutritional literacy of the person respensible for meal planning and preparations,
often the mother. This may be especiallysignificant for pre-sehoolers since their diets
are largely dependent'en foods supplied by parents and other adults and can have a
negative effect on their nutritional statisST™Among the potential determinants of child’s
health, the mother’s education has been a major component. The effect of maternal
nutritional knowledge therefore is wide spread as studies show that good nutritional
knowledge of a mother often translates into appropriate good health for both the child
and the family at large. This is because more educated mothers could have healthier
behaviours and provide more sanitary and safe environments for themselves and their

children (Vijayalakshmi, Amirthaveni & Devadas, 2001).
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In another study by Christiansen and Alderman (2001), household resources, parental
education, food prices and maternal nutritional knowledge are key determinants of
growth faltering. This study however suggested that, to reduce child growth faltering
in Ethiopia in a significant and timely manner, targeted child growth monitoring and
maternal nutritional education programs will be needed to promote growth. Since
dietary behaviours and life choices are developed while the child is with the mother, a
mother’s nutritional knowledge therefore, is a very important determinant of child’s

nutritional status at this young@ng erucial age{Carter, 2002).

The relationship between maternal nutritional_knowledge, maternal education and
child nutritional’status (weight-for-age) was also investigated in.Ghana by Appoh and
Krekling (2005), who stated a significant association between child nutritional status
and the maternal knowledge on scolostrum, Sinitiation of breasifeeding, age of
introduction. of complementary foods and mother’s knowledge on kwashiorkor.
Appoh and Krekling (2005) therefore concluded that, the results entailed maternal
practical knowledge about nutrition to .be more important; than formal maternal
education for child’s nutritional outeome. According to the African Nutrition Chart
Book (2005), 40% of all child deaths that occur in.Ghana before age five are related
to malnutrition (including- severe “and“moderate- malnutrition). Most studies have
found a significant association between low maternal literacy and poor nutrition status

of young children in many developing countries.

However, Wahl and Richard (1999) were quick to acknowledge that knowledge alone
does not necessarily translate into healthful eating behaviours. Knowledge may
provide the information to implement a behaviour change, but it is the individual’s
attitude or belief that ultimately determines whether or not this knowledge will be

translated into actual behaviour.
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2.11 Nutritional Requirements during Infancy

Nutrition can be defined as all the processes used by the adult or child to take in food
and to digest, absorb, transport, utilize and excrete food substances (Cordou & Hampl,
2011). The Food is essential for life; what children and adults eat affects their
nutritional status and health. Food supplies essential nutrients that the body requires
for: energy, growth and development, resistance to illness and infection as well as

tissue repair.

Lynn (1989) and Claeson.and Waldman"(2000), neted that a daily intake of essential
nutrients depends ion eating a variety of foods in adequate amounts. However, the
availability of-food is often determined by one’s environmcnt the availability of
money, geagraphi¢ location, cultural preferences and censumer-knowledge of good
nutrition. Good nutrition, ‘agcording. to MWennberg (1988), simply; means having a
nutritional _status that enables us to grow well and enjoy good health. Nutritional
balance is something that is bullt'up day by day right from the very first minute of life
or from the point where the embryo starts to form in'the mother’s womb. Moreover,
Al-Salem (2014) proposed carbohydrates; proteins, Fats and ofls, Minerals, Vitamins
and Water needs of"young children and young children, a vital aspect in caring and

providing for healthful diet-for growthrand deyvelopment.

Ekpo (1982) cited in Claeson and Waldman (2000), posits that nutrition is influenced
by such factors as culture, economy, education, and religion. He noted that the
cultural food pattern of any community depends on two factors: (a) The success of its
agricultural system measured by the extent to which it provides full and balanced diet
for physical fitness and greater productivity and (b) Marketable products for exchange
economy. This is of great concern to Nigeria where available medical evidence points

to widespread incidence of protein calorie malnutrition. Ekpo (1982) attributed the
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nutritional problems of rural communities to ignorance in the choice of foods or
individual poverty in wage earning. It is important to supply children with food that
meet their nutritional needs. This can be done by providing children with the nutrients
their bodies need to grow and are just able to develop them and also help them reach
their physical and mental potential. Alternatively, poor food choices and unhealthy
eating habits adopted during childhood can lead to a range of diseases and health

related problems in later life.

2.11.1 Protein Requirement

The International-Food Infermation Counctl Feundation [IFICF] (2016) explained
that When it becomes ‘a struggle to just get your little one to eat, sometimes serving a
nutritious meal is not the highest priority but adding protein throughout the day,
including snacks, IS a great,way to' make stre your kids eat enough while enjoying a
nutritious diet. According to the Foed Foundation, protein is thesonly nutrient that
supplies body cells with what'they needto grow, build muscle and stay healthy foods
high in protein also provide ether essential vitamins and minerals that can support
strong bones, a ‘healthy immune system, and help gain energy from food. By eating
protein-rich foods throughout the day, your kids wil“feel fuller between meals; this
could result in less snacking-(lnternational *Food -Information Council Foundation,

2016).

High quality proteins (milk) in complementary, supplementary and rehabilitation food
products have been found to be effective for good growth. Also, Individual amino
acids such as lysine and arginine have been found to be factors linked to growth
hormone release in young children (Uauy, Kurpad, Tano-Debrah, Otoo, Aaron,

Toride & Ghosh, 2015).
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2.11.2 Carbohydrate Requirement

Szalay (2017) describes carbohydrate as the sugars, starches and fibres found in fruits,
grains, Vegetables and milk products. Though often maligned in trendy diets,
carbohydrate remains one of the basic food groups that are important to a healthy life.
The American Diabetes Association notes that carbohydrates are the body's main
source of energy. They are called carbohydrates because, at the chemical level, they

contain carbon, hydrogen and oxygeni(Szalay,z2017).

According to Coleman«2016), digestible carbohydratesare one of the main sources of
dietary energy“in infancy and childhood and are essemtial for growth and
development“Coleman explained that carbohydrates are @n infant’s main fuel source,
and essential for proper growth and: development. He further convinced mothers and
care givers to offer considerable amount of ealoric foods to their children due to the
fact that, offering your young children with a healthy, nutrient-dense carbohydrates
will help optimize his growth and maintain a healthy body weight. Carbohydrates are
present in a variety of young children-foeds, including breastimilk and young children
formulas (Coleman; 2016). Meanwhile, the Academy of Nutrition and Dietetics
recommends young children exclusively=breastfeed for the first six months of life.
Carbohydrate Recommended Daily Allowance (RDAS) has not been established for
young children. However, according to the Institute of Medicine, adequate intake
levels equal 60 grams of carbohydrates per day for infants aged 0 to 6 months and 95

grams per day for 7 to 12 months old infants (Alles, Stephen & Gil, 2012).

Sources of carbohydrates for young children older than 6 months of age include
strained or soft fruits, strained or cooked Vegetables, young children cereals, milk,

whole-milk yogurt, cooked or strained legumes, cooked pasta, crackers, oats, fresh
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and dried fruits such as apples, stone fruits, banana, and starchy Vegetables like

squash, sweet potato and peas and toast (Rolfes & Whitney, 2006)

2.11.3 Mineral and Vitamin Requirements

According to Burcher and Loewenfeld (2000) Vitamins and minerals are the micro-
nutrients that must form part of our diet to prevent their deficiencies especially in
children’s diet. Anaemia in young children is a serious concern, because it can result
in increased morbidity from infectious diseases and impairments. They further
asserted that minerals and.vitamins needs are.responsible for cognitive performance,
behavioural and Enotor development, coordination, language development, and school
achievement. "Vitamin A Is essential for a well-functioning” immune system; its
deficiency increases the risk of mortality. When Vitamin A'is supplemented twice in a
year, it reducjes the risk of blindness, infectton, under nutrition and death as a result of
vitamin A deficiency, particularly among children. lodized salt consumed as Table
salt also (used in food processing) Improves brain development; prevents motor and

hearing deficits. Zinc given as part.of Oral Rehydration Therapy for the treatments for

diarrhoea reduces duration and severity of diarrhoea and,subsequent episodes.

2.11.4 Water

The National Health and Medical Research Council (NHMRC) recommends that
plenty water be drunk throughout the day and make water the preferred drink or
refreshment. Choice of snacks must also be done appropriately for healthy snacks to
help maintain their energy level (Owen, 2008). According to the American Academy
of Paediatrics (2017), water makes up more than half of kids' body weight and is

needed to keep all parts of the body functioning properly. They stated that there is no
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specific amount of water recommended for toddlers and children, but it is a good idea

to give them water throughout the day not just when they are thirsty.

Meanwhile, it is confirmed by Rolfes and Whitney (2006) that, children aged 1-3
need 1.3 litres/day (US fluid ounces) of water coming from water itself, the water in
milk, and the water contained in food. However, the American Academy of
Paediatrics (2017) has confirmed that babies generally do not need water during the
first at (6) six months of life. Fruits and Vegetables are very good sources of water
when the child starts to eat (American Academy of Paediatrics, 2017). According to
The Child and Adolescent Health Services (2014), babies must be given plenty of
fluid in hot weather to‘prevent dehydration. By their view;*the mother may need to
breastfeed or offer;infant formulae more often in order for. the child to receive more

water.

2.11.5 Fibre (Fruits, Legumes.and \egetables)

Fibre is another important focuss Toddlers start to say."no™ more and pre-schoolers
can be especially. opinionated about what they eat. Young children are noted sticking
to a lot of junk starchy diet such as nodules, macaroni; and snack dishes (turn-over,
biscuits, etc.) but this is really the.time to encourag€ fruits, VVegetables, whole grains,
and beans, which all provide fibre."Not only-does fibre prevent heart disease and other
conditions, but it also helps aid digestion and prevents constipation, something you
and your child will be thankful for. Fibre is an important nutrient that most children
(and parents) are not getting enough of each day. Parents need to do the best to feed
their family with healthy foods, but they also need help with choosing good sources of
fibre (American Academy of Paediatrics, 2017). Fibre helps make us full and keeps

things moving in the digestive tract. A diet that includes good sources of fibre may
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help prevent constipation. These foods also are good sources of nutrients and vitamins
that may help reduce the risk of heart disease, certain types of cancer, and obesity.
Good sources of fibre include: Vegetables, Fruit, Beans, Peas, Nuts and Fibre-rich

whole-grain breads and cereals (American Academy of Paediatrics, 2017).

The role of fruits and Vegetables in infants and young children diet is functional, and
they are recommended as ideal first foods. Introducing fruits and Vegetables in the
young children” diet facilitates dietary balance as well as diversification. A similar
trend in the introduction of fruits and.\VVegetables, ,earlier than the recommended age
has been reported in studies of IMexican-American and African - American mothers

(American Academy of Paediatrics, 2017).

2.12 Socig-Econamic Factors that Influence Children” Feeding

Socio-econeimic factors as defiped’ by the Business Dictionary (2018) is a known
characteristic that examine "soeial' and economic factors to better understand how
combination of both influences. something.: Socio-economic factors are lifestyle
components and measurements:of both financial viability and.social privilege and
levels of financial independence (McLeod, 2017). Mclzeod (2017) suggested factors
such as education, healthi=tncome and environment as socio-economic factors that
affect human behaviour and circumstances: Some external factors influence the length
of time a mother is able to breastfeed and care efficiently for her child. Among these
is the maternity leave and breastfeeding rights of a working (employed) mother are
the great setbacks to optimal breastfeeding. Women represent a significant number of
the workforce in most European countries. For many women economic constraints
will mean they must return to work whiles still breastfeeding. On the contrary, their

return to workplaces forces both the mother and the child to conform to schedules that
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are likely to constrain the flexibility required for breastfeeding on demand (WHO,

1993).

According to Szwajcer, Hiddink, Koelen and Woerkum (2008), individuals have
relatively stable lifestyle patterns. These are shaped and formed over time from
infants and young children and are influenced by many factors such as cultural factors
(for example, gender and race), contextual factors (for example, socio-economic
status and living conditions) and social factors (for example, being a member of a
church or being married)..Chen, Wen, Fleming, Dernissie, Rhoads and Walker (2007)
stated that the socio-demographic risk factors known to'be more prevalent in pregnant
teenagers were p.overty, low education level, inadequate prenatal care and unmarried

status. Some Investigators believed that the adverse outcomes observed in teenage

pregnancies might have beenattributable to theseisocio-demographic factors.

Cultural practices including.nutritional taboos result «in° pregnant women being
deprived of essential nutrients, and as asresult they.tend to suffer from iron and protein
deficiencies. Poor health could be improved by a more balanced diet. The choice of
food for consumption. is determined by a number of factors‘including availability of
natural resources, econemics, religious beliefs, social 'status and traditional taboos.
Because these factors place™ limits in one Wway or another on the intake of food,
communities and individuals are deprived of essential nutrients and as a result,

physical and mental development is impaired (Chen et al., 2007).

McCloskey and Chee (2006) identified various factors that affect the nutritional
practices of pregnant women as poverty rates, high levels of unemployment, single

motherhood and extended family residence patterns.
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Caulfield (2005) asserted that, barriers based on beliefs, knowledge, attitudes,
lifestyles, pregnancy unplanned or when viewed negatively or both, unmarried and
less-than-high-school education affects women’s food choices when they become
pregnant. More-over, paying reference plays a role in the choice of young children
feeding practices among mothers. ‘Reference groups’ are social groups, with which
people identify themselves, that are capable of influencing them. Family, friends,
peers, neighbourhood and workplace groups might become such reference groups for

expectant mothers (Scott & Mesty,;2009).

Laurel, Christelle,” Bilkha, -Desire and Julius. (2014) further investigated into the
effects of educational prospects of women and found out that mothers with a primary
education had children who were the most undernourished; followed by those who
had secondary education, then mothers,who had been*to the university and lastly
illiterate mothers who had the "hrghest prevalence of over nourished male children.
This could be explained by the fact that illiterate mothers do not go to school and thus
have time to take care of their children., These results were; contrary to studies in
Libya (Popkin'& Bisgrove,;1988) and Uganda (Statistics Department of Uganda &
Macro International®Ine,, 1996) which showed a decreased incidence of malnutrition

among young children with-an increasgtinthe leyel of mother’s education.

In the same study, Laurel et al. (2014) found that children having parents who were
both civil servants and those who had one parent being a civil servant and the other
unemployed were the most undernourished followed by children with both parents
doing odd jobs and lastly, children with one parent doing an odd job and the other a
civil servant. The highest prevalence of over nutrition (55%) was observed among
children who had one parent as civil servant and the other unemployed. The reason

could probably be because those who are civil servants though have enough income to
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raise their children, devote little or no time to child care. In the case of one parent
doing an odd job and the other being a civil servant, the children had the lowest
percentage of being undernourished. This might surely be because those who did odd
jobs, created time for their babies. Moreover, some women feel discomfort when
breastfeeding in public (Boyer & Geographies of Care, 2011) while according to Wolf

(2008), others may object to the practice.

Poor understanding of local practices and existing myths is also another issue with
cultures that interferes duging breastfeeding (Wolf,,2008). Sometimes the challenge is
simply giving women accurate information abeut how to position the baby and how to
breastfeed effectively. For example, Ghana identified a problem in “breastfeeding on
the run” a common situation in which mothers gave aflittle bit of milk from both
breasts, so.children were not;sueking enoughto get the rich hind milk. Because of this
practice, mothers thought their*babies were“hungry and were tempted to feed these
young children other foods. Fhe standard message to give the breast at least 10 times
a day was thus inappropriate for Ghana, because mothers were already giving the
breast as often as 20 times a.day (Ghana Health Report, 2013). The reasons or myths
obtained from mothers, for disregarding colostrum are outlined below by (Lahori,

2013). They reported that:

a. Colostrum is dirty.

b. It should be discarded.

c. Colostrum is yellow because it has been in the breast for long and has gone
bad.

d. A baby should not be suckled until the “white milk” comes in.

e. Breast milk is too thin.

f. Breast milk is not enough and therefore babies need other foods and milk.
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0. Babies need water because they seem to have dry mouths (thirsty).

h. A mother who is pregnant should not breastfeed.

Social and environmental factors such as work demands also determines the mothers’
choice of effective breastfeeding as manifested in a study by Wondu (2013) who
found 36.2% and 28.5% of mothers who claimed job and insufficient breast milk as
their main reason for not following EBF practices respectively during the early life of
the baby. Moreover, the highest proportions of mothers (50.0%) had low
breastfeeding frequency and duration,.and this was, associated with work place where
babies not allowed or*fio privacy for breastfecding. In.effect, Wondu’s study has
indicated about 44.2% of mothers who had introduced additional foods to their infants
before 6 months (Wondu, 2013). It is more likely for educated.women to breastfeed
their infants but are always heen'struck tgrdiscontinue breastfeeding.at a point in time
which might be due to work situations. Although return to work is associated with
early discontinuation of breastfeeding, a supportive work environment may encourage
mothers to continue (Breastfeeding Legisiation in the United, States, 2005). Wondu
also stressed on the fact that 39.0%-0f health and feeding Information had reached
mothers through outlets such as Television, Radio, Jfriends and culturally through
experience from their family. About™416% of information on the importance of

breastfeeding had been obtained from Hospital Health Workers (Wondu, 2013).

2.13 Nutritional Status of Young Children

Nutritional status of a person is the condition of the body in those respects influenced
by the diet: the levels of nutrients in the body and the ability of those levels (Wardlaw
& Smith, 2009). Nutritional status is the current body status, of a person or a

population group, related to their state of nourishment (the consumption and
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utilization of nutrients). Wardlaw and Smith (2009) continued to state that nutritional
status can be determined by a complex interaction between internal/constitutional
factors and external environmental factors: Internal or constitutional factors like: age,
sex, nutrition, behaviour, physical activity and diseases. External factors like: food
safety, cultural, social and economic circumstances. They also proposed an ideal
nutritional status can be built when the supply of nutrients conforms to the nutritional

requirements or needs.

Early nutritional status has.been shown to have amn effect on child and adult health and
development. Obtainingthe necessary micronutrients and-macronutrients essential for
optimal health-and development may depend on the methadof feeding practice to

which the young children is exposed to (Agostini et al., 2008).

In judging=the nutritional status of'a child, Lynn (1989) believes that there are many
factors to look for. Besides a steady o0ain in height and weight in conformity with
individual patterns, there should be'geed bone and tooth development, good posture,
shiny hair, firm muscle turgor, clear skin.and eyes, plus alertness and curiosity all
indications of goeod health and- proper nutrition. \Well-nourished children are more
alert and attentive and are better able to benefit from physical activity and learning
experiences (Lynn, 1989). Poerly-nodrished chitdren may be quiet and withdrawn, or

hyperactive and disruptive during class activities.

Guthrie (1986) opines that children’s resistance to infection and illness is also
definitely influenced by their nutritional status. Children who are well-nourished are
less likely to become ill; they also recover more quickly when they are sick. Poorly-

nourished children are more susceptible to infections and illness. Similarly, it has
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been demonstrated that socio-economic factors are more significant causes of poor

growth than ethnic or geographical differences.

2.13.1 Nutritional Status of Young Children in Ghana

One of the major issues the world is facing today is malnutrition. This problem is
especially acute as well as chronic in the developing countries, especially among
young children world-wide and it is estimated that one in six children are born
underweight reported by Takyi (1999) in a study conducted in Saboba in the Northern
Region of Ghana. Generally, he feund a poor. nutrients status in children in this age
bracket. Stuntingj was found.to be 27%, wasting 4.4% and a combination of stunting
and wasting to-be 1.9%. Though mast children (90%) met their RDA for iron. A total
of about 92% were found to be anaemic while only 26.5% of children met their total
daily caloricj intake.. Intake of ‘most other nutrients assessed were" inadequate. This

study however did not cover the ywhole of Ghana butsmay be representative of a

typical poor Ghanaian setting.

The Ghana Demographic and"Health Survey [GDHS] (2008):0n.nutrition also carried
out a study to assess levels of malnutrition in the 10 regions of Ghana. The findings
showed that 28% of ehildrea less.than 5 years were-stunted, 9% were wasted and 14%
are overweight. According 0~ Ayaya, ‘Esamai, Rotich & Olwambula (2004),
malnutrition is one of the leading causes of morbidity and mortality in the preschool
age. Since the feeding practices and care of mothers or caregivers come into play as
young children generally do not have the ability to choose a balanced nutritious diet.
Thus, parents, caregivers and other adults are responsible for offering them a variety
of nutritious and developmentally appropriate foods and emphasis must be placed on

development of good eating and care practices.
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According to Przyrembel (2008), the young children and pre-school children are most
vulnerable to retardation in growth as a result of malnutrition particularly under-
nutrition. The age range 1-12 years includes different phases of development that is
also very important. With increasing motor skills in toddlers, some of them are still
partly breastfed and an increasing variety of foods. Food preferences developed in the
first year of life continue to persist but are modified under the influence of parents,

siblings and playmates.

According to Christiansen and Alderman (2001),.nutritional status of children is a
manifestation of a host of faetors Including household access to food and the
distribution of-this food within the household, availabkility*and utilization of health
services, apd the care provided to the child. This mastly restzon the mothers or
caregivers.._Under nutritions“encompasses stunting, wasting, and deficiencies of
essential minerals (collectively referred to as micronutrients) as one form of the
condition known as malnutrition, with obesity. or over-consumption of specific

nutrients as another form (Whitney & Rolfes, 2005).

Christiansen and*Alderman (2001) explained that, the health'and wellbeing of a child
is mostly regulated by nutkition. They further reportedthat malnutrition is particularly
prevalent in developing countries, where it affects one out of every three preschool-
age children although it cannot be totally true to say that malnutrition always arises as
a result of inadequate food intake or poor maternal care as superstitions, beliefs taboos
and poor maternal nutritional knowledge also come into play. The most prevalent type
of malnutrition worldwide is Protein-Energy Malnutrition [PEM] (Wennberg, 1988).
One out of every three children under five in developing countries is malnourished
(Gulati, 2010). Malnutrition is one of the major killers of children in developing

countries.
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According to Amar-Klemensu, Ruel, Morris, & Ahiadeke (2000), malnourished
children are mainly found in sub-Saharan Africa. Data reported clearly shows that the
worst affected region is not Africa but South Asia where 46% of children under five
are moderately or severely underweight, whereas in sub-Saharan Africa it is 28%

(Gulati, 2010).

2.14 Nutritional Assessment

The nutritional status of an individual can only be known by carrying out a nutritional
assessment. This was defined. by Smolin ;;md Grgsvenor (2003) as process of
determining thejnutritional status of an individual for'the purpose of identifying
nutritional needs, and. planning strategies to meet these needs.” Nutritional status of
children can.be assessed by using both direct and indirect methods. The assessment of
nutritional stjatus IS the evaluatton of the-outcome.of nutrient intake; requirement and

utilization. The ‘direct metheds deal"with the Individual and measure objectives

criteria, while indirect methods use heaith indices that reflect nutritional influences.

The definition, of a nutritionalyassessment s an evaluation of.nutritional status of
individuals or populations through measurements of food and nutrient intake as well
as evaluation of nutrition™related. health indicators®(Lee & Nieman, 1996). Growth
assessment, does not only serve as ameans for evaluating the health and nutritional
status of children but also provides an indirect measurement of the quality of life of an
entire population (WHO, 2003). Assessment of nutritional status in the paediatric
population is useful to estimate growth patterns and identify signs and symptoms
associated with malnutrition or excessive nutritional intake. Nutritional status is

determined from a nutritional assessment of anthropometric, biochemical, clinical,
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dietary, socioeconomic, and drug-nutrient interaction effects (Amar-Klemensu, Ruel,

Morris & Ahiadeke, 2000).

To get a measure of malnutrition in a population, young children can be weighed and
measured and the results compared to those of the ‘reference population’ known to
have grown well. Measuring weight and height is the most common way of assessing

malnutrition in populations (Graham, 2000).

2.14.1 Components of Nutritional Assessment

According to Latham (2997), the methods for assessing nutritional status of a person

include the anthropometrybiochemical, clinical and dietary methods.

Anthropometry-methods: Anthropometry is the measurement of the body parameters
of weight, height or length usually relative to.age to indicate nutritional status (Young

& Jasper, 2006). The following.are some of the indices:

a. Wasting which is determined by Weight=for-Height. This is weight of a child
compared to median weight of reference (healthy) children of the same height
(UNICEE, 2009)."A. child withdow weight-for height*is wasted or too thin.
Wasting is a“result of serious underfeeding an:i for illness (United State of
Food and Agricultural Organisatien-[FAO] (2004).

b. Stunting which is determined by Height-for-Age. This is the height (length) of
a child compared to the median height of a reference (healthy) child of the
same age. A child with a low height-for-age is stunted. Stunting is as a result
of poor growth over a period of several months and is usually caused by
chronic underfeeding and ill health (Nokuthula, 2009).

c. Underweight which is determined by weight-for-age. Weight-for-age is the

weight of a child compared to the median weight of reference (healthy)
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children of the same age. A child with a low weight- for-age is underweight.
An underweight child may be wasted, stunted, or both (FAO, 2004). Weight
and skin fold thickness reflect present nutritional status and are used to assess
energy reserves both as fat and as protein (FAO, 2004). Weight in children is a
sensitive measure of growth which gives immediate nutritional history and can
be an early clue to growth problems and nutritional inadequacy (Nokuthula,

2009).

2.15 Child Malnutrition

Malnutrition is a general term that encompasses under=nutrition, over-nutrition and
micronutrient “deficiency diseases, such as vitamin A deficiency, iron deficiency
anaemia, iodine deficiency disorders, and vitamin C deficiency or scurvy (Young &
Jasper, 2006). Malnutrition gs'a term that usually refers to a number of diseases, each
with a specific ‘cause related to ene or more nutrients (WHO,;2003). The term
malnutrition generally refers both tosunder nutrition and over nutrition, but in this

work the term refers solely to a deficiency ef nutrients.

2.16 Classificatiomkof Malnutrition

2.16.1 Acute (Severe) Malnutrition

It is generally associated with failure to gain weight or loss of weight (thinness or
wasting). Two indicators can measure this issue of low weight for height or weight for
age. Children whose weight for height or weight for age below three standard
deviation (-3 SD) from the median of the reference population are considered to have

acute malnutrition (WHO, 1986).
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2.16.2 Chronic (Moderate) Malnutrition

Low height for age is considered as an indicator of chronic malnutrition (shortness or
stunting) which is frequently associated with a poor overall economic condition and/
or repeated exposure to adverse conditions. Children whose height for age is below (-
2 SD) from the median of the reference population are considered to have chronic

malnutrition (WHO, 1986).

2.16.3 Under Nutrition

Under-nutrition is an imbalance between-the body:s, supply of nutrients, vitamins,
minerals, as well-as energy and the body’s demand for them. From the above
discussion, it ‘can be concluded that under nutrition is failing to eat adequate foods
that contain the correct dietary nutrients that the body requires at a particular period of
life and at*the stages of growth. Children aged™6 to 36 months receiving four or less
meal per day were more likely to have acuie under-nutrition than children of the same
age receiving five or more meals per day (Young & Jasper, 2006). Usually from birth
to 1 year of age, young children reguire roughly 100-200 kcal/kg body weight per day
and this requirement decreases by about 10-15 keal/kg/year for the next two years as

indicated by WHO (2003).

2.17 Nutritional Diseases

2.17.1 Obesity
It refers to the accumulation of excess fat tissue relative to lean body mass. For
measurement of body fatness is difficult and complex, anthropometry is readily used

as a proxy for body fatness (WHO, 1995).
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2.17.2 Protein Energy Malnutrition (PEM)

Protein energy malnutrition is a broad term that encompasses “kwashiorkor” and
marasmus together with milder stages of these social diseases. Inadequate calories in
a child’s diet results PEM. According to studies conducted by Young and Jasper
(2006) on millions of young children and young children reported high victims of
malnutrition in Asia, Africa, Central America, the West Indies and South America,
Protein-energy malnutrition (PEM) is by far the most lethal form of malnutrition.

Children are the most visible victims.

2.17.3 Kwashiorker

Kwashiorkor has increased risk of mortality and 1S more severe than marasmus and
appears amaong young children who are still breast-fed (Cheung & Dart, Kalin &
Gortmaker;2007), but such.chtidren have probably been receiving only a little breast
milk in recent weeks. Breast milk acts'as a nuiritional source for young infants less
than one year of age. Choosing how and what to,feed a baby is a personal decision
that involves the socioeconomic status of the mother (WHO, 2003). Kwashiorkor is a
Ghanaian word,"'which means the illness that an older Qaby eontracts when he or she
is weaned as a result"ef, the mother falling pregnant.again (Williams, 2005). A
paediatrician who observed this syndrome_in‘young children and pre-school children
introduced this term. Children who were weaned and fed on a diet high in
carbohydrates, but low in protein typical of a diet of staple food such as maize, were
usually the victims of kwashiorkor. Kwashiorkor is far more common among poor
communities and the depressed social classes than among privileged people. No one
has recorded a contrary view (Nall, 2018). Even those who have doubted whether

kwashiorkor is a nutritional disease have not found cases in wealthy families, unless
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the feeding was exceptionally poor. In all rural areas the incidence of kwashiorkor

depends mostly on the type of foods grown than on the amount of monetary income.

2.17.4 Marasmus

Marasmus is the other form of malnutrition in which the child is a low-birth weight
baby who remains chronically malnourished. As a result, fat and muscle tissues are
depleted and the skin hangs in loose folds with the bones clearly visible beneath.
Hyper-alert and ravenously hungry, the child’s severe wasting makes him look like a

wrinkled old man long befare his teme (WHO,2003).

Marasmus usually “occurs: in infancy, characterized by severe weight reduction,
grossly wasting-of muscle and subcutaneous tissue, and no detectable oedema. It is
both inadeqUate energy and inadequate protein intake: It oceurs from prolonged
starvation-ofien associated withsehronic Infections. Its presents together with severe

wasting of-fat and muscle, making:ithe child-appear very thin (Young & Jasper, 2006).

b

Although people still refer to growth failure as “Protein-Energy- Malnutrition’
(PEM), it is mow recognized that poor growth in children results not only from a
deficiency of proteimsand energy but also from an inadequate intake of vital minerals
such as iron, zinc and lodine).as well-as_vitamins such as vitamin A, and often
essential fatty acid as well. These minerals are needed in tiny quantities, in the order

of a few thousand of a gram or less each day (Graham, 2000).

2.17.5 Vitamin A Deficiency
A significant problem in Ghana is Vitamin A deficiency, which affects about 7 in 10
children under 5 years of age. Estimates show that Vitamin A deficiency contributes

to 1 in 13 deaths of children 6-59 months of age. This means that between 2011 and
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2020, the number of deaths attributable to vitamin A deficiency will total 110,000. If

nothing is done (Ghana Demographic and Health Survey, 2008).

Vitamin A deficiency can cause night blindness and reduces the body's resistance to
disease. In children, Vitamin A deficiency can also cause growth retardation. Between
100 and 140 million children are vitamins A deficient. An estimated 250,000 to 500
000 vitamin A-deficient children develop poor vision (xerophthalmia) or become
blind every year and half of them dying within 12 months of losing their sight (World
Health Organization, 1998). Clinically, mild"to moderate Vitamin A deficiency is

recognized as a criticalfactor in.child healthvand survival,

The implication of vitamin A deficiency, however, varies with _the group at risk. In
pre-school ‘children vitamin A deficiency can lead to increased risk of morbidity or
mortality ancji to blindness in pregnant and factating women. It can ‘also lead to night
blindness and appears to have tmphcations for maternal mortality and morbidity,
while the immediate health eonsequenees for school children and adolescents are not
completely known; they are not probably less. dramatic (Schefield, 1979). It usually

affects young children and 1s ofien combined with kwashiorker and marasmus.

2.17.6 Vitamin D Defitgiency
A deficiency of vitamin D leads to inadequate absorption of calcium and phosphorus
from the intestine tract and to faulty mineralization of bone and tooth structure. In
South Africa rickets is commonly found among African young children under the age
of one year (Pollit, 1993). Delayed dentition and dental caries may also be due to a

deficiency of vitamin D.
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2.17.7 Iron Deficiency

Iron deficiency is a principal cause of anaemia. Two billion people over 30 percent of
the world’s population are anaemic, mainly due to iron deficiency, and, in developing
countries, frequently exacerbated by malaria and worm infections. For children,
health consequences include premature birth, low birth weight, infections, and
elevated risk of death. Later, physical and cognitive developments are impaired,
resulting in lower school performance. For pregnant women, anaemia contributes to

twenty percent (20%) of all matemal deaths (WHO, 1998).

.- r- N _Em
n

A national survey gmonb school children showgd .that'about 4 in 10 children were
anaemic (GHS; 2007). These rates are high by any standard;“greatly reducing the cost

effectiveness of in\;estment in education and the contribution :)f these children to
Ghana’s economy.

2.17.8 lodine Deficiency . !
lodine is essential forsthe i rain during the foetal and young
infancy stage ildren who odi IENcy are pr mental retardation.

lodine Deficiency l?_lsorders [IDD] jeopardize children’s mental health often their

]
I

very lives. Serious To-al'ﬁ@ldeflmency dunng p.reg‘nancy may result in stillbirths,
abortions and congenital abnoanah;l_h as cretinism, a grave, irreversible form of
mental retardation that affects people living in iodine-deficient areas of Africa and
Asia. IDD also causes mental impairment that lowers intellectual prowess at home, at
school, and at work. IDD affects over 740 million people, thirteen percent (13%) of
the world’s population. Fifty million people have some degree of mental impairment

caused by IDD (WHO, 1998).
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Cluston, Dunn, Stanbery and Hetzel (1987) indicated that 3% of all babies born to
iodine deficient mothers will have cretinism; 10% will be severely mentally disabled
and 87% will present some degree of intellectual deficit — all permanent yet
preventable disabilities. lodine deficiency accounts for an average loss of about 13.5
intelligent quotient [1Q] points in communities (Cluston, et al., 1987). If investment
in nutrition is not made now, almost 1.5 million children will be affected by mild to
severe irreversible brain damage due to iodine deficiency. The mental impairment
resulting from iodine deficiengy  iS permament, having considerable impact on

children’s ability to learnrand on scheekdropout rates-(Cluston, et al., 1987).

2.18 Theoretical Framework

This study ‘is underpinned by the Social theory of practice and feeding by Bourdieu
(1999) as eited by Mir (2011) which states that,imeanings and experiences influenced
by the social circumstances‘in.which people live, 1s considered a mere useful concept
than ‘attitudes’ or ‘beliefs’j/as it acknewledges that individuals exist within a social
environment (Coveney, 2005;.pp..290-297). This theory relates people’s actions and
behaviours to what exist among them socially-in the environment. More importantly,
the trend a mother is expesed to in the environment.where she lives drives her to take
that unconscious decision. Boukdieu proposedthree core theoretical concepts: habitus,
capital, and field disposition, in explaining social practices. These theoretical concepts

are discussed below.

2.18.1 Concept of Habitus
This concept indicates that dialectic relationships among habitus, fields, and capitals
produce an agent known as social practices as Bourdieu illustrated mathematically in

an equation: (Habitus x Capital) + Field = Practice. In view of Bourdieu (1999), an
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individual’s mental framework is shaped by his or her past experiences and social

environment.

2.18.2 Concept of Disposition

Bourdieu’s concept of disposition shows that most of our daily lives are accomplished
in a practical, unreflective fashion. This relates to preferences, the tendency to take up
a collective way of behaving or knowing. Cultural norms are passed on to the next

generation through unconscious memories of attitudes and practices.

The theory of social pragtite and feeding Is strongly grounded in this study because
mothers strongly_influenced the diet of their babies and families base on a lot of
factors experienced in the environment. The reason been that she is the family’s food
preparer and: most of her likes and dislikes-in food“affect theswhole family. For
instance, herintake of fruit'and.\egetables predicts family members’ fruit/Vegetable
intake. Moreover, most womensknow broastfeeding is “better’” for the baby; however,
knowledge does not translateinto actionsin Bourdieu’s concept of habitus and
disposition. Again, if women-have grown upin communities where formula feeding is
the norm, according”to Bourdieu these norms of "attitude and practices form
unconscious memories anewill be characterized ‘by anti-breastfeeding discourses
hence they are likely to abandon-breastfeeding and adopt formulae feeding to protect
their physical, social and emotional wellbeing. Hence, social theory of practice and
feeding is adopted due to its useful principles for grounded in the study of feeding

practices adopted by mothers for children of 0-24 months old.

2.19 Conceptual Framework
Figure 2.1 shows the description of the conceptual framework adapted to underpin

this study. The diagram suggests that maternal nutritional knowledge and the socio-
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economic factors influence each other. These factors include income (availability of
food, food choice), job situation (employment status), family/friends, culture, and
mothers’ experience (Age and number of births). These factors are likely to influence
a mother’s knowledge acquired to play a role by influencing the choice of Feeding
Practices (FP) for the child. This influence between nutritional knowledge of mothers
and the socio-economic factors lead mothers to choose a particular young children
feeding practice. The type of FP a mother or care giver chooses depends on the types

of foods or milk she decides ta feed the ehitd with, based on her past experiences and
.- .r — ‘"\. .
the practices of the people around her(family and friends, and culture). This would in

effect influence.the child’s nutritional status'that is manifested through health and
Wk 3 3
growth of the child, either positive or negative. The'conecept designed is a replica of

the disposition of a practical hion that happens-‘among mothers and

care givers: in.the environme ry of habitus and disposition.

Nuirition

Pracpess Child’s

—Ereas,tfaecfip,gn nutritional
Socio-economic facters- i _-Bcﬁtle feeding Status
_Income (Food availability) SR incutary *| Under
-Job situation (Employment ' Feeding nutrition
status) —Stlmt!'_ug
- Mothers™ experience (Age, -Wasting
Number of births)
-Family/friends
-Culture

Figure 2.1: Conceptual Framework
Source: Researcher’s own construction (2017)
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2.20 Empirical Framework

The empirical framework was structured according to the themes in the various
research objectives of the study. It comprises the feeding practices of mothers for the
infants and young children, the effects of mothers’ nutritional knowledge on feeding
practices for their 0-24 months old young children, the influence of some socio-
economic factors on young children feeding practices by mothers their 0-24 months
old, and the nutritional status of infant and young children in investigating their

nutritional status.
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CHAPTER THREE

METHODOLOGY

3.0 Overview

This chapter covers an overview of the methodology used for data collection in this
study. The discussions in this chapter is structured around the research design, study
setting, population of the study, sample and sampling procedure, instrument for data
collection, validity and reliability of the instruments, data collection procedures, data

analysis and ethical consideration.

3.1 Setting

The study was conducted in two (2) towns: Dadease and Effiduase in the Sekyere-
Kumawu and"Sekyere-East district respectively.-Sekyere-Kumawu District had a total
population“of 77,710 while Sekyere-East had 66,023 populations (2010 Population
Census). Both districts are within‘the Ashanti-Region of Ghana. Natives of both towns
do more of crop farming to feed the family and ialso add up to national productivity.
Meanwhile, Effiduase is a busy town.in-.commercial activities and also have high rate

of ‘white collar’ jobs @s_compared to Dadease in the Sekyere-Kumawu district.

3.2 Research Design

This study is a survey design, which used the quantitative research approach.
Specifically, the study adopted cross-sectional survey design. This design has the
advantage of measuring current attitudes or practices. It is also capable to receive data
in a short period of time. Cross sectional survey design fits well with this study
because the researcher obtained data from a section of mothers whose children were

within the ages of 0-24 months old at the time of data collection.
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3.3 Population of the study

Population for the study comprised mothers who had 0-24 months old children in the
two towns. Target population was 1220 mothers who had 0-24 months old young
children at Dadease and Effiduase in the Sekyere-Kumawu and Sekyere-East Districts
respectively. This represented 717 mothers from Effiduase and 503 mothers from
Dadease. This figure comprised the list of mothers with 0-24 months old young
children and have attended Post-Natal Clinic and also had their names in the

attendants register for the past two years i(February, 2016 to February, 2018).
e e Lo
Accessible population‘was made up-ef-mothers whe-had children aged 0-24 months

]

old and attended*Post-Natal Clinic .at. Dadease and Effigulase in the months of

February and:March, 2018. Accessible population of'thisstudy-was realistic because

it mvolved |iesearch partlmp SV e available at the time-of data collection.

young children (Annual Dis

3.4 Sampl:aﬁi Sampling Technlques ™ i
F

Sample size used for t.ﬁ'ls-.s;udy consisted of 122 mqtl‘fb?s with 72 from Effiduase and

- | |}

50 from Dadease. The sample-of IWesunted 10% of the target population. The
choice of 10% of the target population is based on Dornyei’s (2007) assertion that
between 1-10% of a study population gives a magic sampling fraction. Multistage
sampling procedure that combined both probability and non- probability sampling
techniques was used to arrive at the sample size of 122 mothers and their young

children.
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3.4.1 Stage One of Sampling Procedure

One thousand, two hundred and twenty (1220) mothers and their 0-24 month old
babies were sampled purposively during Post-Natal clinic (PNC) attendance;
popularly known as weighing at four Child Care (CC) centres at Dadease and
Effiduase from the attendant register. Mothers having 0-24-month old infants and
children were only selected purposively because such children possessed
characteristics identified useful for this study. Though, this technique may breed
biases and may not lead to getting the right repiesentation of the population, it was
considered very useful_since in-depth-information was derived from mothers who

were in the positijon to provide the required data.

3.4.2 Stage ITwoof'Sampling Procedure

Centres visit;d were categorised into four clusters.(C) in order to sample respondents
fairly across the towns; Clusters were Effiduase Government Hospital being cluster
one (C1) which had 60 respondents, Bivine Grace Medical Centre being cluster two

(C2) which alsa:had 40 respongdents, both at Effiduase In the Sekyere-East District.

Dadease central”was "cluster three (C3) which had 32 respondents and Dadease
Akotosu was cluster fours(C4) also had 30 respondents at Dadease also in the
Sekyere-Kumawu District. In-alt,” 162 ‘mothers. having 0-24-month old infants and
young children were used in the four clusters who happened to have their names
registered in the PNC attendants register and still attend PNC. This is because some

mothers had their names in the register, but do not more visit the centres again.

3.4.3 Stage Three of Sampling Procedure
Mothers were then regrouped into sixteen (16) strata from the clusters according to

their level of formal education: (No school at all, basic, Senior High School (SHS),
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and tertiary education). Breakdown of samples from individual stratum is illustrated
on Table 3.1. Twenty-two (22) mothers and their young children were selected from
Stratum one (S1) as mothers whose education level was at the basic school, seven (7)
mothers whose education level was at SHS from Stratum two (S2) and tertiary level
for Stratum three (S3) respectively. Only one (1) mother who had no education at all
was selected for Stratum four (S4). Therefore 37 mothers and their babies were

selected from cluster one at Effiduase government hospital.

Twenty-two (22) mothers were'selected for Stratum five (S5) as mothers whose
educational level was at the basic school, six (6) mothers whose level of education
was at SHS and tertiary respectively for Strata six and seven{S6, S7) and only one (1)
mother who. "had ;no education at all with her child. for ;Stratum eight (S8).
Stratification from Dtvine Grace Medical*Centre.which was cluster, two (C2) had 35

samples also at Effiduase.

From cluster 'three (C3), /Dadease geentral, 16, mothers and their babies were
conveniently selected as mothers with basic school education for Stratum nine (S9),
seven (7) mothers who had Senior High School education for Stratum ten (S10) and
only one (1) mother. withutertiary education for stratum-eleven (S11). Also, only one
mother who had no classroom ‘education_was" conveniently selected for Stratum
twelve (S12). A sample of 25 mothers with their young children was selected from
Dadease central (C3). Same number of respondents were selected from cluster four
(C4) being Dadease Akotosu which consisted of strata (13, 14, 15 and 16). Total
sample from Dadease was 50 mothers and their young children. In a nutshell, 122
mothers representing 10% of the target population of the study based on the rule of
thumb that between 1-10% of a study population gives a magic sampling fraction as

asserted by Donyei (2007).
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3.4.4 Stage Four of Sampling Procedure

Finally, convenience sampling was employed to select sample size for this study.
Conveniently, 72 mothers and their children were sampled from Effiduase in the
Sekyere-East District whiles 50 mothers and babies were also sampled from Dadease
in the Sekyere-Kumawu District. Convenience sampling is a non-probability sampling
technique where subjects are selected because of their convenience, accessibility and
proximity to the researcher (Saunders, Lewis & Thornhill, 2012). This procedure
relies on data collection from the characters that were conveniently available to
participate in the study. Convenience.sampling was‘eonsidered because only mothers
who were available and:willing to provide information about their choice of feeding
practices fortheir young children were accessed. It'was also convenient to reach the

mothers because of proximity.ofithe towns.testhe researcher.

Table 3.1: Distribution of the Study Population

Clusters Target : Sample
©) Population Accessible Educ. level

Basic 22

i : SHS 7

C1. Effiduase Govi. hospital 602 60 Tertiary 7
No Education 1

Basic 22

.. SHS 6

C2. Divine Grace Med. Centre 115 40 Tertiary 6
No Education 1

Basic 16

C3. Dadease Central 320 32 SI_.'S !
Tertiary 1

No Education 1

Basic 16

SHS 7

C4. Dadease Akotosu 183 30 Tertiary 1
No Education 1

Total 1220 162 122

Key: Educ. Level = Educational level
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3.5 Data Collection Instruments

Instruments employed for this study were questionnaire, weighing scale, weighing
cards and infantometre or tape measure which enhanced triangulation and close gaps
in collected data where false and misleading information can be detected (Greeff,

2002).

3.5.1 Questionnaire

Structured questionnaire was used to aid data collection from mothers in line with the
research objectives for this study. It includ.ed close ended questions with list of
options for respgndents to.choose from as a means of creating an atmosphere of
uniformity in‘responses to aid easy analysis. Some of the guestions for this survey
contained five point Likert scale items: strongly agree (SA '="4), agree (A = 3),
Neutral (N : 5), Disagree (D= 2)and strongly disagree (D =1); statistics was made
easy by combining strongly disagree and disagree responses together to represent
disagree for point 1(D+SD), strongly agree and agree responses were also put together
to represent agree for point'2, (SA+A), and neutral was on its own to represent no
point (0). A 6-point. rating scale and yes (Y) or (No) ‘questions (dichotomous

questions) were also uSed. - ltems were structured o' reflect the key themes in the

research questions. It consisted«of'sections: Ay B;"C, D and E.

Section ‘A’ had 8 closed-ended questions on demographic characteristics of the
mothers and children. The demographic attributes of the mothers included:
community of residence, age, marital status, level of education, employment status,
and income level, as well as baby’s birth order and child’s age in months. Section ‘B’
had 6 questions comprising 5 closed-ended items and one (1) open-ended item on the

opinion of mothers feeding practices choice adopted for their children. Section ‘C’

57



University of Education,Winneba http://ir.uew.edu.gh

contained 23 closed-ended items to review nutritional knowledge level of the mothers
in relation to choice of feeding practices for their young children (questions 14 to 36).
Section ‘C’ had two multiple responses questions (Question 14 and 15) where
mothers source of nutrition and feeding information was captured and also the
frequency of their hand washing practices (personal hygiene) in feeding their babies.
Again, a dietary practice of mothers for babies was captured through a dietary recall
in questions 28 to 36 in measuring their nutritional knowledge. Section ‘D’, had 6
closed-ended questions on sociofeconomic-factors that are likely to influence young
children feeding practices of mothers:: The last section ‘E’ had 4 items on the
nutritional status Of the child. It contained information on sex, age/month, weight (kg)
and length (cm) of the children. In all; the questionnaire had 39items. Questionnaire is
widely usedas a very useful instrument foreellecting survey infermation, providing
structuredroutline and it is'being able to be'administered without the presence of the

researcher if respondents can read and write.

In order to collect data efficientlyiand eonveniently, two research assistants were
trained to help administer the questionnaire. to coliect data. Therr help made it possible
for the research data callection to be done within the Jast week of February and first

two weeks of March, 201.8.

3.5.2 Hospital Records

Documentary data on nutritional status of the young children were further obtained
from the weighing cards of young children. These documents provided the following
information: weight (kg) of the young children, which were used by nurses to reflect

immediate nutritional status of young children’. The data was to further crosscheck
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responses from the questionnaire. It also shows the validity and reliability of growth

and nutritional records on the children.

3.5.3 Anthropometry

Anthropometry measures of young children used to assess their nutritional status
included weight and length or height. A hanging weighing scale and the fitness scale
were used to measure weights of 0-15-month old children and 18.1-24 months old

children respectively. An infantometre was used to measure children’s length without

T

their shoes in a laying down meod: Ata peintiin time.nfantometre was not available,

so the young children were laid down ‘straight.on a table with no shoes on and

—\

measured with-tailor’s tape measure. Young children’s weight-for-age was used to

assess undemwveight, length-for-age-for stunting, weighf—for-len_gt_h for wasting and

Body Mass Index (BMI).

Face validity was done b nts to colleagues of Masters’ of

Philosophy, Fli!e i i s University#ﬁ'Education, Winneba

(UEW) for scrutin“-qu.d-j)eer review. Indeed; their cc;mments were considered for

review of the questions. | " i e

R I ',
Content validity of the instruments was also granted by means of review from the
research supervisor who scrutinized the items for their suitability before pre-test. All
the necessary corrections in the items were made and declared valid by the supervisor.

Construct validity was ensured by employing accepted definitions and constructions

of concepts and terms; operationalizing the research and its measures.
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3.7 Reliability of Instrument

To ensure reliability of the questionnaire used, a pilot test was conducted on 20
mothers conveniently sampled at Oyoko, a nearby town in between the two towns
where the study was conducted. Validity and reliability of the study’s questionnaire
was tested using Cronbach alpha of the Statistical Package for Social Sciences (SPSS)
version 20. This yielded a reliability coefficient (r) of 0.879, which was deemed an
acceptable measure of reliability because it was above 0.70 threshold value of
acceptability as a measure -of freliability by -Dornyei and Taguchi (2010). All

corrections were made in‘the questionnaire before the-main study was done.

3.8 Data Collection Procedure

An introductory letter was obtained from the Head of Department of Home
Economics éducation in the University, of Education, \WWinneba. This letter provided
the details of the study and issues/of confidentiality and anonymity. The letter was
used to obtain permission from the Bistrict Assemblies, Ghana Health Service and
relevant stakeholders in the two districts. An approval/ request letter was then issued
from the districts before data collection commenced. The questionnaires were hand-
delivered by the researeher and two research. assiStants to the respondents. For
respondents who could not read "and write, the"researcher read and interpreted the
questions to them using Asante Twi as the medium of communication, and their
responses were recorded. Questionnaire was completed within 25 minutes. Completed
questionnaires were collected on the same day to be coded for analysis. Each
questionnaire was identified with counting numbers on top which served as a

reminder on the total sample to gather data from.
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The two research assistants were taken through a two days training sections. |
organized a meeting with them on the first day where we | read and explained the
main themes in the questions to their understanding. They were also made to know
what exactly was accepted of each question so they can assist mothers who may need
assistance. | went to the field with them on the second day to collect data from some
mothers at Oyoko between Effiduase and Dadease for my pilot study. This gave the

two research assistants a thorough understanding of the data collection procedure.

3.9 Data Analysis

Responses from respondents were tallied in order to' formulate frequencies and
percentages presented on tables with the use of the Statistical Package for Social
Sciences (SPSS) wversion 20 software.Independent wvariables such as nutritional
knowledge=of mothers, soglo-economic¢ factors (mother’s age, job situation, total
income, culture, etc.) and dependent variable such as infants’ and young children
feeding practices was used;for inferential statistics. Spearman’s correlation analysis
was used to analyse hypothesis of " relationship between mothers’ nutritional
knowledge and the choice of young children feeding practices because data gathered
were nominal data'whiteJlinear regression analysisswas.also used to determine the
hypothesis of influence between socio-economic factors and young children feeding
practices at 0.05 significance level with a confidence interval (CI) of 95. Regression
analysis was adopted to predict the influence of young children feeding practice,
exclusive breastfeeding precisely and some selected independent variables (mothers’
level of education, age, Post Natal Clinic Services, Culture, household income, etc.).
Interpretation of correlation coefficients of inferential statistics was based on Cohen,

Cohen, West and Aikens’ (2003) interpretations. EPI INFO version 7 (anthropometric
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calculator) was used to analyse babies weight (kg) and height (cm) in assessing their

nutritional status.

3.10 Ethical Considerations

As a way of dealing with ethical issues in this study, ethical clearance for this research
was obtained from the Department of Home Economics Education, University of
Education, Winneba. This letter was used to obtain clearance and permission from the

two District Assemblies and District Health Directorates. Mothers were allowed to
g S
choose to participate or net.in thesresearch. Confidentiality was one of the obligations

of the researcher; motﬁers .were assured of using their data for solely academic

.I
|

purpose. Hencey they were asked not'to indicate their names of that of their children in

. | | - u
||

order to meet the principle of anonymity. Mothers were.énl;ghtéﬂeg about the need to

[}

their ijn\zolvemen't, indulgence and

participate=in the programim

assistance would provide for the study. The mothers were

made to understand the ng € entify young children’ nutritional

disorders, which are rooted in : 6 g.'Again, others would improve
their nutritional .nowledge level to meet the nutrifional_needi of their young children

in the selection, preparatign-and the adoption of propef f)attern of feeding their infants

and young children. They would alsq q,nder;and the need to change their primitive

myths in connected to breastfeeding babies.
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CHAPTER FOUR

RESULTS

4.0 Overview

This study investigated the feeding practices adopted by mothers for 0-24 months old
young children at Dadease and Effiduase. The results were organized under three
main sections: demographic data of respondents and their children, the research

questions and two null research hypotheses:
1Rl

a. What are the mfa‘f'lts Jnd young children Teédlng practices by mothers at

-
u

Dadease-and*Effiduase?

:I

b. What=nutrition “knowledge 'of mothers’ influénce t)'/pe_ of young children

feedihg practices? m—

influence the, §ellection of young

ﬂ _ﬂ and young children at Dadease and
Efﬁd“iii‘s mﬂuenc d ! ng children fi’mg practices?

4.1 Demographiclbh,grhacteristiEs of Respondents ="

C. Whrai- are the socio

children feeding pra

d. What is the nutritio

Table 4.1 shows the dembg;gﬁﬁw'oharmiﬁlc's of respondents in the study. Majority
of mothers, 72 (59%) in this study Were.from Effiduase, which was more than half of
the study sample, while the remaining 50 (41%) came from Dadease. It was noted
from Table 4.1 that, majority of mothers, 96 (79%) were within the age range of 20-
35. Only 16 (13%) were above 35 years. However, the study captured 10 (8%)
teenage mothers who were within the age range of 15-19 years. Again, 81 (60%) of
the mothers were married, with 40 (33%) single mothers and only one (1%) was a

widow.
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Findings from Table 4.1 shows that, almost every mother had an education except 4
(3%) of them who had no formal education. Results from Table 4.1 revealed that 76
(62%) had basic education, 27 (22%) mothers also had Senior High School
(SHS)/Vocational/Technical education. Moreover, 15 (12%) mothers only, had
tertiary level education. Employment status of mothers from Table 4.1 reveals that,
more than half of the mothers 65 (52%) were self-employed and 28 (23%) were
housewives with no job outside the home. Again, about 16 (13%) of the respondents
were government workers, 8 (7%) were apprentices while 5 (4%) were apprentices

and at the same time employee with.a:;ene-man business;establishment.

Most respondents 45 (37%) received no monthly salary, 31 _(25%) mothers were
received mojnthly salary below GHC 200, 29 (24%) mothers, also received salary
between GHC 200-GHC 6005 4(3%). moithers received monthly salary between GHC
601-GHC 1600 and more than GHC 2000 respectively, 8.(7%) received GHC 1001-

GHC( 1500 while anly one respondent | (1%)reeeived GHC 1501- GHC 2000.

Young children’s’ demographic characteristics presented in Table 4.2 shows infants
and young children age in months, gender and their order of'birth. It was found from
Table 4.2 that 49% of thesinfants fell within the age yange.of 0-6 months, 24% infants
were within the age range 0f6:1-12 months old:"Meanwhile, 15% fell within the age
range of 12.1-18 and 18.1-24 months old respectively. Female young children were
55% and male young children were 45%. As much as 27% young children were found
to be first born, 25.4% were second born, 18.9 were third born. Also, 11.5% young
children were fourth born, 6.6% were firth born, 4.9% were sixth born, and least of

2.4% were seventh and eighth born respectively in Table 4.2.
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Table 4.1: Demographic Characteristics of Mothers

Variable Variable category F %
Community Dadease 50 41
Effiduase 72 59

15-19 10 8

20-24 25 21

Age range 25-29 31 25
30-35 40 33

Above 35 16 13

Married : 81 66

Marital status DI'IVO@(L:I - - "i i 2
33

3.3

62.3

22.1

12.3

13

53

23

4

7

37

25

24

Level of Income GH(C601-GHC1000 3
GHC1,001-GHC1,500 7

GHC1,501- GHC2000 1

>GHC2000 3

Key: F= Frequency; %= Percentages, Lev. Of Educ. = level of education; (n=122) = sample size
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Table 4.2: Age, Gender and Birth Order of Respondents’ Infants and Young

Children
Variable Variable category F %
0-6 60 49
) 6.1-12 29 24
Age in months
12.1-18 18 15
18.1-24 15 12
Female 67 55
Gender
Male 55 45
1% 34 27.9
o U 4w, 3 25.4
g
£l 30, 18.9
g ! L 11.5
Baby birth ordgn‘_'- Iy '
e - 6.6
-
= 4.9
e 2.5
n 2.5

4.2 Mothers

Exclus*re -

mothers had Senior High School education at Dadease and 13(18%) from Effiduase.

Table 4.3 found 2 (4%) mothers who had tertiary education at Dadease and 13 (18%)

mothers also had tertiary education at Effiduase.
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Table 4.3: Level of Education of Mothers in Dadease and Effiduase

Education level Dadease Effiduase

F % F %
No education 2 4 2 3
Basic 32 64 44 61
SHS 14 28 13 18
Tertiary 2 4 13 18
Total 50 100 72 100

Key: F = Frequency; % = Percentage; n = Sample size (n=122)
Source: Field data (2018)

n

.- | — .
status, time of introducing supplementary foods and exclusive breastfeeding. This

]

analysis revealed™that mothers’ marital status, time. of infroducing supplementary

Table 4.4, describes a cross tabulationl analyses of mother’s educational levels, marital

foods and eaucational level did not: statistically influence ‘them to do exclusive

followed by 75% mothers 0 ed t all while 25% of these categories

of mothers di'*t. Sixty=four_percent.mothers with basic ol level of education

reported that they did_exclusive breastfeeding and 36% did not. Also 63% Senior

High School leavers (momét'éhepo;mfmag they didexclusive while 37% did not.
i el

Mothers’ marital status did not statistically influence exclusive breastfeeding (p =
1.000, p > 0.05) as 67.5% single mothers testified that they did exclusive
breastfeeding while 32.5% did not, a close percentage of 67 married mothers agreed
they did exclusive breastfeeding and 33% of the same category did not practice

exclusive breastfeeding.
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Table 4.4: Influence of Mothers’ Educational Level and Marital Status on
Exclusive Breastfeeding

EBF No
Formal Basic SHS Tertiary r p
Education
Level of Education
No 1(25) 27 (36) 10(37) 3(20) 0.065 0.474
Yes 3 (75) 49 (64) 17 (63) 12 (80)
Total 4 (100) 76 (100) 27 (100) 15 (100)

Marital Status
No

Yes

Total

Young children
Month

No

Yes

Total

TS
<3

3

4-6
7-9
10-12
Total

Married  Widow Single

27 (33) 4 K0T 213(32.5) 0.000 1.000
54,(67) = 00 27 (67.5)

81.(100) 1%(00) 40-(100)

0-6 6:1-12 12.1-18" 148.1-24

21 (35) 94(31) " 6483) 5(33)" 10594 0.000
39 (65) 201(69) "12(67) _10(67)
60 (L00)JR29 (10088 (100) @15 (100)

12%80) = - il - T (g 3 (20)

17 (28)=0TET 2 (11)_ k= (o7

284D, 19 (66)— 1160).="6(40) -0.123 0.178
23) 3{10) .. %3117 0(.00)

1(2) 0(00) 1(6) 2 (13)

60 (100) 29 (100) 18 (100) 15 (100)

Keys: r= Correlation coefficient; p= alpha value; EBF= Exclusive Breastfeeding; SHS= Senior High
School; TS= Time of introducing other foods/supplementary foods.

Source: SPSS Data Analysis of field data (2018)

Note: All figures in brackets are percentages

In cross tabulation of young children’ age and exclusive breastfeeding, result reported

in Table 4.4 shows that only 39 (65%) young children’ aged 0-6 months were

exclusively breastfed, 69% young children who were 6.1-12 months old were also
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exclusively breastfed than 67% young children aged 12.1-18 and 18.1-24 months old
respectively were exclusively breastfed. Moreover, young children’s’ age in months
was highly significant (p = 0.000) with exclusive breastfeeding when mothers were

asked whether they did exclusive breastfeeding.

Report on mothers’ time of introducing other foods/water apart from the breast milk
revealed that 95% of the mothers had introduced other foods/water to their 0-6 month
old infants while only 3% of the 0-6 months old infants were exclusively breastfed
after the sixth month recommended by WHQO and UNICEF (2009). There was also no
statistical relationship between mothers’ time of introducing supplementary foods and

|

exclusive breastfeeding’(p=0.178).

4.3 Reseat;ch Question 1: What are the infants ‘and:young children feeding
practiees by mothers at Dadease and:Effiduase?
Results obtained on the type offeeding practices mothers adopted for their infants and
young children (0-24 months cld) are presented in Tables 4.5, 4.6, 4.7, 4.8 and 4.9.
Table 4.5 shows, that' 53% “mothers used three feeding practices (breast feeding,
formulae feeding and water) at the same time trrespective of the age (month) of the
child (0-24 months)- Only=22% mothers used breaStfeeding only when their babies
were below the age of 6 months; 14% fed their-young children with household food
available and 9% used breastfeeding and water at the same time. It was also noticed
that 2% of the mothers had introduced complementary foods. Table 4.5 revealed only

one mother who used artificial feeding.

Responses on whether mothers did exclusive breastfeeding or not indicated that, as
much as 66% mothers did exclusive breastfeeding and the remaining 34% claim they

did not do exclusive breast feeding (Table 4.5).

69



University of Education,Winneba http://ir.uew.edu.gh

Frequency of feeding infants and young children with other foods in a day depicted
that 30% and 26% mothers fed their young children 4-6 times and 10-12 times
respectively in a day, 21% fed their young children 7-9 times and 17% mothers also
fed their young children 3 times a day. However, only 6% fed their young children

less than three times in a day (Table 4.5).

Mother’s responses on the month they introduced other foods to their infants and
young children apart from breast milk revealed that, 53% mothers introduced other
foods to their infants in their 4" to 6% months. /Also, 37% mothers had given other
foods to infants below 4 months while 24% ef mothers and 13% mothers also gave
other foods to thjeir young children when they were three months and less than three
months old. Table 4.5 recorded 7% of the mothers who gave .other foods to their
young children in the seventh month, which is.immediately after the sixth month
preferred to.be the.month to feed any young children other foods to supplement the

breast milk. Few respondents(3%) fed theiryoung children with other foods at 10-12

months. Only 1% of the mothers'did not respond.to the question.

When mothers were asked when they stopped complete_breastfeeding, their responses
in Table 4.5 indicated™that, 49% and 37% mothers had stopped complete breast
feeding at 24 and 18 months-kespectively, 8% mothers also indicated they stopped
complete breastfeeding at 10-12 month. Meanwhile, 3%, 2% and 1%mothers ceased
complete breastfeeding within 7-9 months, 4-6 months and less than three months

respectively.

Table 4.6 shows mothers’ reasons why they did exclusive breastfeeding. From Table
4.6, 45 (55.5%) mothers indicated that they did exclusive breast feeding because

“they knew the health benefits of exclusively breast feeding”, 36 (44.4%) mothers
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also indicated that they did exclusive breast feeding due to the fact that they had

teachings from their nurses.

Table 4.5: Mothers’ feeding practices for Infants and young children

Variable Variable category F %
Breastfeeding only 27 22
Breastfeeding and water 11
Artificial milk feeding 1

Feeding practices Breastfeeding, formulae feeding 64 53
and water

: EOFPJ‘ITW_V,;EWIHQ 2 2
!:I.; Household foods' * ! |'__ 17 14

7 6
Frequency of f ¥ i“ng ".:l. 21 17
infants and young ch '_'lr.éz 30
with suppleémentary foods ‘ 21
in a day *@_ 26
2 n 0
Responses-of wh 41 34
mother did Exclu 81 66
i 1 1
'* 6 13
Age/month to g|V| 29 24
other foods apart fr
breast milk 64 53
8 7
4 3
<3months 1 1
3 months 0 0
Month to stop complete 4-6 months 2 2
breastfeeding of young 7-9 months 4 3
children 10-12 times 10 8
18 months 45 37
24 months 60 49

Key: F= Frequency; %= Percentage
Source: Field Data (2018)
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However, 17 (41.4%) mothers did not do exclusive breastfeeding with the reason that,
“they did not have enough breast milk to satisfy infants”. Again, 7 (17%) of the
mothers also did not do exclusive breastfeeding due to the fact that, “infants had dry
mouths, cried a lot, did not get enough breast milk to suck and medical issues”
respectively. Few mothers, 3 (2%) also indicated work demands as a barrier to do

exclusive breastfeeding. These are presented on Table 4.7.

Table 4.6: Mothers’ Reasons for doing exclusive breastfeeding

Response F (%)

Teachings from nurses 36 44 4

Child grows well and protects child against
infections/diseases 45 55.5

Total 81 100

Key: F = Frequency; % = Percentage,.i=.Sample size
Source: Fieldwork data (2018)

Table 4.7: Mothers’ Reasaons for not doingexclusive breastfeeding

Response F (%)
Not enough breast milk to satisty them 17 41.4
Child cries much and does not suck enough breast milk 7 17.0
Medical condition I 17.0
Child had dry mouth 7 17.0
Work/job demands 3 7.3
Total 41 100

Key: F = Frequency; % = Percentage, n= Sample size
Source: Fieldwork data (2018)

Table 4.8 compares young children feeding practices mothers adopted in the two
studied communities. About 29.1% and 12% of respondents from Effiduase and
Dadease respectively breastfed their babies without water nor food while 10%
mothers from Dadease and 8.3% mothers from Effiduase gave water in addition to
breastfeeding before the sixth month. Only 2% mothers from Dadease did artificial

feeding while none did artificial feeding at Effiduase, 2.7% respondents from
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Effiduase fed their young children with complementary foods while none did
complementary feeding at Dadease. Meanwhile, 44% mothers from both Effiduase
and Dadease did mixed feeding, that is, breastfeeding, supplementary feeding and

water.

Table 4.7: Feeding practices adopted by Mothers in Effiduase and Dadease

BF BF, S
Com BF only & & AF CF HF Total
w W

Dadease 6 (12) 5 (10) 3;2 (64) 1(2) 0()  6(12) 50 (100)
[ | ! L} =

Effiduase 21 (29.1) . 6x(8.3) =32 (442) 1 0i(0y 2(27) 11(152) 72 (100)

Total 27 (22) 11 (9.0) 64(52.4) 1 (0.8) ' [2(16) 17 (13.9) 122 (100)
Key: n= Sample size;. BF= Breastfeeding, S= Supplementary feeding, W= Water, AF= Artificial milk
Feeding, CF= Complementary Feeding, HF= Household Food i i'

Source: Field data (2018). ] o .

Note: Figures insbrackets are in percentages B ]

Table 4.9 eompares: mothe hey did or did-not do exclusive

(20.8%) and 'ﬂi‘y : : clusive breastfeeding

due to the same alim___-.owever'16 (32%) mothers at Dadease and 27 (38%) at
Effiduase did not do exchjsﬁrhma;ﬂfgmggﬁue to msuffluent breast milk that made

the child cry a lot, medical issues, child had dry mouth and work demands/ pressures.
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Table 4.8: Comparing Mothers Reasons for doing or not doing exclusive
breastfeeding within both Communities.

a. Reasons why mothers did Exclusive breastfeeding

Reasons Communities
Dadease Effiduase
F % F %
Teachings from Nurses 21 42 15 20.8
Knew health benefits 15 30 30 41.6

b. Reasons mothers did not do Exclusive breastfeeding

Not enough breast milk 5 10 12 16.6
Child cries a lot 1 2 6 8.3
Medical reasons 5 10 2 2.7
Child had dry mouth 3.4 6 4 5.5
Work demands/pressure 0 0.0 3 4.1
Total 50 100 72 100

|

Keys: %= Percentages; F=Frequency; n= sample size

4.4 Research Question 2: What nutrition knowledge of mothers’ influence type
of infajnts and young.ghifdrenseeding practices?

Mothers’ nutrition knowledge Was assessed based on .their sources of nutritional

information, knowledge on lreast milk;.type of feeding practices adopted for feeding

their infants and young children, as'well as dietary practices of the infants and young

children offerediby mothers through a dietary recall. Thesetare presented in Tables

4.10,4.11, 4.12 and 4.18s

Table 4.10 depicts sources of nutrition information for mothers to care for their young
children. From Table 4.10, it was reported that, 116 (42%) mothers had nutrition
information from Hospitals/clinics, 73 (26%) of the mothers had nutrition information
from family and friends, 57 (21%) and 31 (11%) mothers had their nutrition
information from the electronic media (radio, television and newsprint) and

organisations (clubs, churches etc.) respectively.
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Table 4.9: Sources of Nutrition Information for Mothers (Multiple Responses)

Source Multiple Response
F % Rank

Clinic/Hospital 116 42 1%
Friends and relations 73 26 2nd
Electronic & print media (TV, Radio, Newsprint, d
Magazine) S7 21 3
Organisations (Clubs, Associations, Churches, etc.) 31 11 4t
Total 277 100

Key: F = Frequency; % = Percentage; n = sample
Source: Fieldwork data (2018).

T

Table 4.11 shows mothers’ frDequEncy of hand Wéshivng before feeding their infants
and young children:.lt was,revealed that, 79 (29%), 73 (26%), and 70 (25%) mothers

washed their_hands before handling food,jwashed hands onl.y'.before and after eating

and washed“hands only after visiting toilet respectively."More 50,436 (13%) mothers

. s

disclosed they observed perso 2Ne 'ng their hands whenever they were

dirty. Again, 15 (5%) mother y also washed their hands whenever

they felt like doing so. Ho

(never) Washepi\.eir hands when i ung Chl|dl’%

Table 4.10: Frequehey of hands washing before feedipg'young children

mothers disclosed that they hardly

Hand washing practice e, "Multiple response
e T e % Rank

Wash hands before handling food i : 79 29 1%
Wash hands only before and after eating 73 26 2nd
Wash hands after toilet 70 25 31
Wash hands whenever they are dirty 36 13 4t
Wash hands when | feel like doing so 15 5 5th
Never 4 1 Bt
Total 277 100

Key: %= Percentages, n= sample
Source: Fieldwork data (2018)
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Response of mothers on some facts about breast milk presented in Table 4.12 clearly
shows that almost all the mothers 120 (98%) agreed on the statement, “Breast milk is
the best for babies of 0-6 months old”, one (1%) was neutral and disagreed
respectively. Majority of mothers 86 (70%) agreed to the fact that, “porridges are
appropriate for a 0-6 month’s old young children”, with 33 (27%) mothers who
disagreed and 3 (2%) ended up to be neutral on the statement. “First breast milk
secretion after birth is best for babies”, was agreed by 81 (66%) mothers with 40
(33%) mothers who neither agreed nor disagreeds Only one (1%) mother disagreed on
the statement (Table 4.12). Meanwhile 93 (76%) methers disagreed that “First breast
milk is yellowisﬁ in colour”, while 25(20%) were neutral and.only 4 (3%) agreed on
the stated statement. 87 (71%) were neutral and 31°(25%) of-them disagreed on the
statement, “Back of growth relatesito inadequaey of food nutrients'in the child’s diet”,
but nine (8%) agreed. The statement, “Protein foods build the ‘child’s body” was
disagreed by 25 (20%) mothers, agreed by three.(2%) mothers and 94 (77%) mothers
neither agreed nor disagreed. Again nine (7%) mothers agreed that, “Carbohydrate
foods providetbulk in. the child’s diet?, 17(14%) disagreed, meanwhile, 96 (79%)

neither agreed nor.disagreed on the statement (Table 4.12).

A hundred and twelve mothers (92%)yagteed that“Fats and oils prolong hunger”, six
(5%) disagreed, 4 (3%) were neutral. Moreover, 116 (96%) agreed that “minerals and
vitamins protect the body”, three (2%) were neutral and the remaining three (2%)
disagreed to the stated statement. Majority of mothers 118 (97%) agreed that, “the
child’s diet should contain two or more food nutrients in their required proportions”,
four (3%) mothers were neutral and none disagreed on this statement. More so, 110

(90%) mothers agreed on the statement that, “Fruits and Vegetables provide more
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water in the child’s diet”, eight (7%) decided on neutral while four (3%) mothers

disagreed (Table 4.12).

Table 4.11: Nutritional knowledge of mothers’ on positive nutritional statements

Agree  Neutral Disagree

Statement F % F % F %

Breast milk is the best for babies of 0-6 months old. 120 98 1 1 1

1

Porridges are appropriate for 0-6 month’s old babies. 8 70 3 2 33 27

1

5
2

First breast milk after birth is best for babies. 81 66 40 33 1
First breast milk is yellowish in colour. 4 3 25 20 93 76
Lack of growth relates to inadequate nutrients in gigt. 4 3 87 71 31 25
Protein foods build thé cliild’s body.(growth). 3 2 94 77 25 20
Carbohydrate foedsprovide bulkin the child’s diet: 9 7 9 79 17 14
Fats and oil prolongs hunger. 112 892 4 3 6
Minerals and"Vitamins protect the body. 116 "% 3 2 3
A child’s diet.should contain twe.or more food 128 98= 4 3 O

nutrients listed abovein their right proportions:

Fruits and Vegetablesiprovidéywatedmachild’sdiet 120 90, 8 7 4

Key: F = Frequency; % = Percentage; (n=122) = sample
Source: Field data (2018)

With young children”dietary recall, mothets’ .tesponses presented in Table 4.13 on
types of foods they fed theirinfants and young children in‘the last 24 hours before
data collection shows thatsa number of 34 of the infants-between 0-6 months old were
fed with carbohydrate foods like bread, yam and-rice while 26 infants in that same age
category were not fed with carbohydrate foods in the last 24 hours. Twenty-one young
children within the age group of 6.1-12 months were also fed with carbohydrate foods
while eight (8) were not fed with carbohydrate foods. Again, (31) of the young
children found within the ages of 12.1-24months old were fed with carbohydrate
foods while only two (2) were not. Infants and young children of 53 within 0-6
months, 15 within the ages of 6.1-12 months and ten (10) within the ages of 12.1-24

months old were fed with animals and animal products such as meat, fish, milk and
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offals in the previous 24 hours. Young children of about seven (7), (14), and (23)
were also not fed with animals and animal products. Legumes such as beans and
groundnut was given to 53 infants within ages of 0-6 months, 22 within the ages of
6.1-12 months and 14 within the ages of 12.1-24 months old to eat in the last 24
hours. On the other hand, 31 infants and young children were not fed with legumes in

the last 24 hours.

Table 4.12: Dietary Practices of Infants and Young children (Dietary Recall)

Responses Ages
Food types 0-6 6.1-12 12-24
F F F
Bread, Rice, Maizeoods; Yes 34 21 2
cassava foods, Plantain,Yam etc. No 26 8 31
Animals andanimal preducts
(Meat, Fish,‘Milk, Offals, 48 2 st 10
No 7 12 23
Yoghurt ete.
22 14
Legumes (Beans, Soya beans, \N(gs 573 7 17
Groundnut, “Agushie’, ‘Ner1” gtc. 0 2
INever 0
Fruits and VVegetables (Banana, Yes 56 15 14
Watermelon, Orange, Cabbage, No 4 14 19
carrot etc. Never 0 0 0
Oily foods: Palmyoil, Shear Yes 55 13 27
butter, Vegetable oiletc. No 4 16 6
Sugary foods and fizzy drinks: Yes 58 19 15.5
Biscuits, pancakes, cakes, coke; . ..NO g 10 175
sobolo drink etc. Never 0 0 0

Key: F = Frequency; % = Percentage; n = sample
Source: Field data (2018).

It is also clear from Table 4.13 that 56, 15 and 14 infants and young children within
the age range of 0-24 months old were fed with fruits and vegetables in the last 24
hours while four (4), 14 and 19 infants and young children were not fed with fruits
and vegetables. Moreover, 55, 13 and 27 infants and young children found within the

ages of 0-24 months old were fed with oily foods while four (4), 16 and 6 of them
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within the same age range were not fed with oily foods in the last 24 hours. Table
4.13 also have the report of 58, 19 and 16 infants and young children within the age
range of 0-24 months were fed with sugary foods and fizzy drinks and two (2), 10 and

18 of the children were not fed with sugary foods in the last 24 hours.

4.5 Research Question 3: What are the socio-economic factors that influence
the selection of infants and young children feeding practices by mothers?
Item 35 of the questionnaire rated selected social and economic factors from the score
of 1-6, where 1 was interpgeted.as-an excellent.influence, 2 was a very good influence,
3 was a good infljuence, 4.was an average influence, 5 was a fair influence and 6 was a
poor influence.~To make analysis easy, 1 and 2 (excellent and“very good) scores were
combined to. form Highly Influence (HI), scores 3 and 4 were also put together to
form Moder;tely Influence (MY) and 5and 6 ere put together for Not Influential (NI)
as presented on Table 4.14 From fable 4.14, about 75% of the methers were highly
influenced by post-natal services offered by health providers, 11% mothers were
moderately influenced by post-natal services and 13% were not influenced by post-
natal services. N significant association was found betyveen post-natal clinic services

and exclusive breastfeedtng (r = 0.062, p = 0.496) at,8.05.significant level.

A record of 30% mothers were highly influenced by family and friends on their
choice of infants and young children feeding practices, 49% mothers also were
moderately influenced by family and friends, while 21% mothers found family and
friends not influential at all in Table 4.14. It was again observed in Table 4.13 that
mother’s age highly influenced 13.1% mothers, moderately influenced 25.4%
mothers’ while 61.4% mothers were not influential by their age. Mothers age had no

statistical significant influence on exclusive breastfeeding (r = -0.059, p = 0.519).
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Table 4.14 also clearly reported 11% mothers who were highly influenced by work
demands, 23% moderately influenced, and 66% mothers were not influenced by work
demands/situations. But the table reported work demands/situations, statistically

significant (r = -0.202, p = 0.026).

Table 4.14 also reported 3% and 6% mothers who were highly influenced by income
and culture respectively, 15% and 51% mothers were also moderately influenced by
income and culture respectively. Again, majority of mothers (79%) and 46% were not
influenced by income angl_ cultjur'e_ regpebtiaew. Cul_tu_re, work demands and income
were statistically signific%mt with exclusive breastfe.edi.ng'J [(r=0.338, p=0.000), (r=

-0.202, p = 0.026), andur = 0.225, p =10.013)]. i

Table 4.13: "Influence of selected socio-economic factors on=infants’ and young
~ Children feeding [ -

Factor - Total R p

g2 . 9050 0.519
100

Mother’s age Freq
%

Family and Freq 1 0.101

8 22 149
friends % » / 1 10
Cultural .!il%req 4 62 56 1% .338 0.000
© 4100

practices %. 3 51 46 1
-

Work/job/ Freq - = r14 28 80" "=122 -.202 0.026
demands % i Yl e el 65 100

Post-natal Freq 92 14 16 122 .062 0.496
clinic services % 75 11 13 100

Household Freq 7 18 79 122 225 0.013
Income % 6 15 97 100

Key: HI= highly influential; MI= moderately influential; NI= Not influential; n= Sample;
Freq= Frequency; % = Percentage; r= Correlation coefficient; p= alpha value
Source: Fieldwork data (2018)
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4.6 Research Question 4: What is the nutritional status of the infants and
young children at Dadease and Effiduase as influenced by mothers’ infants
and young children feeding practices?

Results on infants and young children’ anthropometric measurements are presented in

Tables 4.15, 4.16, 4.17, 4.18 and 4.19.

Table 4.15 gives report on infants and young children weight (kg). Four (3%) young
children weighed between 2 and 4 kilograms, 33 (27%) weighed 4.1-6kg, and 58
(48%) weighed 6.1-8kg. Again, 22 (18%) yeung-children weighed 8.1-10kg while 5

(4%) weighed 10.1-13kg.

Table 4.14: Weights of Infants and young Children

Weight (cm) Freq (%)
2-4 4 3
4.1-6 38 27
6.1-8 54 48
8.1-10 22 18
10.1-13 5 4
Total 122 100

Key: Freq= Frequency; Kg = Kilogram
Source: SPSS Analysis of field data (2018)

Table 4.16 reported 6 (5%)-0f thesyoung.children who were 41-50cm long, 43 (35%)
were 51-60cm long, 46 (38%) were 61-70cm long, 18 (15%) were 71-80 cm long, and

9 (7%) were 81-90 cm long.

Table 4.17 gives report on the nutritional status of young children. It is clearly seen
from this table that, 52 (42.6%) were severely wasted. More than quarter of the
infants and young children 45 (36.9%) were moderately wasted and 25 (20.5%) were

normal without any risk of wasting (weight-for-height).
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Table 4.17 also reported 60 (49.2%) of the young children who were moderately at
risk of weight-for-age (Underweight), 31 (25.4%) were severely underweight and

normal respectively.

Table 4.15: Length of Infants and young Children

Height (cm) Freq (%)
31-40 0 0
41-50 6 5
51-60 43 35
61-70 " s L3 s 38
71-80 ! ol ¥ F 15
81-90 "y o N - 7
Total j o, K} 100

Key; Cm= Centimetre, Freq= Frequency, %= Percentage d
Source: Field Data (2018)

Report from Table 4.17 cle
stunted (Height-for-age), agai e moder'ately stunted, while less than

a quarter young children

al without risk (Height-for-age).
These categoﬁ*neasured the length.at which young chlldre%‘ere malnourished.

- .

Table 4.16: Nutritional Status of the Infants and ybung Children

Categories \Wasti n,gﬁ(— e = - (%) Stunting (%)
(FI= Weight (F) (F)

<+0.50 25 20.5 31 254 19 15.6

(Normal)

<%2 45 36.9 60 49.2 38 31.1

(Moderate)

>+2 52 42.6 31 25.4 65 53.3

(Severe)

Total 122 100 122 100 122 100

Key: %= percentage, F= Frequency
Source: Field Data (2018)
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Table 4.18 recorded Body Mass Index of the young children. It was reported that 61
(50%) of them were underweight with BMI <18.5 and an average score of 3.34, 33
(27%) were overweight with BMI between 25.0-29.9 and an average score of 3.52,
six (5%) and three (3%) young children were obese at first and second phase of
obesity with mean scores 3.00 and 2.33 respectively. However, only 19 (16%) of the

young children with mean score of 3.95 were normal with BMI range (18.5-24.9).

Table 4.17: Body mass indexes (BMI) of Infants and young children

BMI R % Mean
<185 61 50 3.34
18.5-24.9 19 16 3.95
25-29.9 33 27 3.52
30-34.9 6 5 3.00
35-40 3 2 2.33
Total 122 100 2.44

Key; F= Frequency, %= Percentages
Source: Field Data (2018)

Table 4.19 presented severity of malautrition amoeng young children at Dadease and
Effiduase. In Effiduase, 29% of the young children were severely malnourished, 43%
moderately malnourished and.28% were within the normalweight-for-age. On the
other hand, in Dadease®20% of them were severely=malnourished, 58% moderately
malnourished and 22% -were.within the normal weight-for-age. However, when
height-for-age was used to measure malnutrition level of the children, 84% and 85%
were either severely or moderately malnourished in Dadease and Effiduase
respectively. Also when weight-for-age was used to measure malnutrition among the
children, it was found that (78 and 72%) were moderately and severely at risk of

Underweight.
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Table 4.18: Comparison of malnutrition Cases among Infants and young
children in Dadease and Effiduase

Communities

Weight-for-Age  Dadease Effiduase

F % F %
>+ 2 (Severe) 10 20 21 29
<t 2 (Moderate) 29 58 31 43
<+ 0.5 (Normal) 11 22 20 28
Height-for-Age
>+ 2 (Severe) 25 50 40 56
<+ 2 (Moderate) 17 34 21 29
<+ 0.50 (Normal) 8 16 11 15

Key: F= Frequency; %= Percentage
Source: Field Data (2018)

4.7 Testing.of Hypotheses

4.7.1 Hypothesis One
Hoa: There ts no relationship between nutritional knowledge of mothers and choice of

feeding practices for their young childien.

Hai1: There is.a relationship between nutritional knowledge of mothers and choice of

feeding practices for their young children.

Table 4.20 shows the=correlation-that existed between infants and young children’s
feeding practices and nutritional knowleédge of ' mothers. The correlation is presented
in block matrix form. Each matrix entry is made up of a correlated value and its
significant value in brackets. From Table 4.20, the study recorded a negative
insignificant relationship between mothers’ nutritional knowledge and choice of
young children feeding practices (r = -0.141; p = 0.120). The negative correlated
value implies that, when nutritional knowledge of mothers improved, their choice of

young children feeding practices did not. Also, the significant value implies that
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mother’s level of education was an insignificant factor on young children feeding
practices hence, null hypothesis which states that “there is no significant relationship
between nutritional knowledge level of mothers and choice of infants and young

children feeding practices,”” was not rejected.

Table 4.19: Spearman’s Correlation Matrix for Relationship between nutritional
knowledge of Mothers and choice of young children feeding practices

Spearman’s Correlation Feeding Practices  Nutrition Knowledge
Feeding Practices 1.00 -0.141 (0.120)
Sig. (2 tailed)

Nutrition Knowledge -.141 (05120) 1.00

Sig= Significant level (P'values)
Source: SPSS Data Analysis (2018)

4.7.2 Hypathesis Two
Ho2: There=is no.significant tnfluence of selected socio-economic factors on

mothers’ choice of young children feeding practices.

Haz: There is a significant influence of seleeted socie-economic factors on mothers’

choice of young children feeding practices.

This hypothesis mage .use of linear regression analysis.shown in Table 4.20. Eight
independent variables“regressed.on young children feeding practices (FP). Result of
the regression analysis is presented in Table 4.20. It is observed that the p-value from
the F-test (0.004), shows that the model is statistically significant (adequate). The R?
indicates that (0.175) 17.5% of the total variability of feeding practices is accounted
for by the model which is above the minimum R?value of (0.08) 8% considered to be
statistically significant (Hair, Black, Babin & Anderson, 2013). Six out of the eight
independent variables had negative correlated values but were significant at a level of

0.05, which was an indication of how each variable contributed significantly to choice
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of feeding practices by mothers for their young children [Availability of food (t = -
2.622, p = 0.01); Family and friends (t = -2.895, p = 0.005); culture (t = -2.888, p =
0.005); work demands (t = -2.879, p = 0.005); Post-natal Clinic services (t = -3.008, p
= 0.003); household income (t = -12.516, p = 0.013)]; and mothers’ choice of feeding
practices for their younger children at 95% confidence interval (CI). Their significant
values were less than 0.05 (p < 0.05), hence, null hypothesis of these socioeconomic
factors was rejected. Mother’s ageand level of education had no significant influence
on choice of young childrenfeeding practicesyadopted by mothers (t = 0.604, p =
0.547, t = -0.862, p >10.05). Hence;-aull hypothesis-of.these socio-economic factors

were not rejected.

Table 4.20::Linear Regression Analysis of selected.Secio-Economic Factors on
Mothers’ choice.ofyoung Children Feeding Practices

Unstandardized Standardized
Coefficients Coefficients ]
Parémeter Std. Error Beta Values 19
Model Estignate
(Constant) 87146 24.440 3.566  0.001
Mother’ Age 0:113 0.186 0.055 0.604  0.547
Availability of food -3.130 1.194 -1.917 -2.622  0.010
Family and friends -3.382 1.168 -2.012 -2.895  0.005
Culture -3.398 1.175 -1.917 -2.888  0.005
Work demands -3.350 1.164 -2.454 -2.879  0.005
PNC services -3.530 1.174 -2.255 -3.008 0.003
Household Income -2.939 1.168 -1.757 -12.516  0.013
Level of Education -0.252 0.293 -0.079 -0.862 0.391

Predictors: (Constant), family & friends, culture, work demand, PNC services, household income,
mothers’ age and mother’s level of education.

F-value = 2.299 (0.004), R 2=0.175

Key: Sig. = Significant value; Std. Error= Standard Error;

Dependant Variable: Young children feeding practices

Source: SPSS Data Analysis (2018)
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CHAPTER FIVE

DISCUSSION OF FINDINGS

5.0 Overview

This chapter discusses the results presented in chapter four, with references made
from reviewed literature that supports and disputes results obtained. The discussion is
done under themes formulated from the research questions and the two research

hypotheses as follows: W
| | ! n ]

.- - B _Em
Demographic data of mothers and infants ang young children;

i

-

b. Infant anfdryz)ung ¢hild feeding practices c;f methers; .=

o
ol n

C. Moth€e’s (maternal) nutritional kndwledge and 1ts influenge on the adoption of

young. children feeding

|

d. The'nhfluence of sel OFEIC actorson the chmce of infants and

e. Nutritional status of

f. Null H';*heses

k. - "

5.1 Demographic Charaetecistics of Motpers,- Iﬁi‘ants and Young Children

Results on demographic cjhara'cterist s of 7rrl10thers shows that, a percentage of 33
mothers were within the age range of 30-35 years and were highly represented group
among mothers in this study and their age was not associated with optimum feeding
practices such as exclusive breastfeeding and timely introduction of supplementary
foods (r = 0.094, p = 0.303). About 54% married mothers did exclusive breastfeeding
more than 27% single mothers. A study of infant feeding practices and nutritional

knowledge of nursing mothers in Apam in the central region of Ghana established that
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single mothers do not exclusively breast feed their infants (Adigbo, 2016). Another
study of infants feeding practices in North Ontario also found single, divorced and
widowed mothers were less likely to do exclusive breastfeeding than married mothers
(Sinclaire, Houston, Shields & Snelling, 2003). There is a clear indication in this
study among mothers in Dadease and Effiduase that married mothers settled in their
homes were more comfortable at exclusive breastfeeding than single mothers with no
husbands. This may also probably mean that husbands of the married mothers might
have interest in breastfeeding.nfants and contributed to champion the breastfeeding

practice among their Wives.

There was ancindication of 80% tertiary mothers who did éxclusive breastfeeding
followed hy 75% mothers who had no formal edueation.but did exclusive
breastfeeding, and 64% "basic™ schools motheis who also practiced exclusive
breastfeeding. In general, the study recorded (97%) high level of education among
mothers in both communitiesswhich ranged fromsbasic (62.3%) to senior high school
(22.1%) education and (12.3%) 'mothers who had tertiary education. This conforms to
Tugwete (2010) study who. reported 90% high level ‘education of mothers in
Zimbabwe that rangedsfrom basic school level, secordary school and tertiary level.
There was also no significant association between mothers’ educational level and
exclusive breastfeeding. These findings from the study contradicted Tugwete’s (2010)
study who reported a negative significant influence between mothers’ education and
exclusive breastfeeding and other optimal young children feeding practices. That is,
the higher the level of education of mothers, the less likely for mothers to follow
WHO (2008) recommended guidelines for optimum young children feeding practices.
Contrary to Tuqwete’s (2010) study but similar to findings from Lawoyin and

Olawuyi’s (2011) study which shows that mothers with greater educational level were
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more likely to be abreast of the overriding benefits of exclusive breastfeeding and will
be more motivated to practice it. There is other evidence suggesting that young
children of parents with high level of education stand a better chance of having good
nutrition (Ivanovic, Castro and lvanovic, 2004). Similarly, a study on maternal
knowledge and attitude towards exclusive breast milk feeding in the first six months
of young children’s life in Mashhad by Hoseini, Vakili, Kiani, Khakshour and Saeidi
(2014), revealed a significant relationship between mothers’ education degree with
exclusive breastfeeding. Thisamplies that*methers with high educational level had

more positive attitude towards exclusivesbreastfeeding:

Few mothers whe had less educational level below basic school had established their
own businesses mastly trade, tailoring or hairdressing which is pet in conformity with
Tugwete’s_ (2010) study’ that™ reported higher educational level with lower

unemployment status.in Zimbabwe.

There was weak ‘but positive insignificant refationship between mother’s level of
education and exclusive breastfeeding (r=0.065, p > 0.05). This observation is not in
conformity to a'study by Wondu (2013) who found that-€ducational level of mothers
had some significant ameunt of influence on the attitude of mothers towards child

feeding.

Appoh and Krekling (2005) reported 81% of uneducated mothers who did more of
breastfeeding than their educated counterpart. Similarly, 75% mothers who had no
formal education but did practiced exclusive breastfeeding than mothers who attained
basic education (64%) and mothers who also attained SHS education (63%) which is
close to Appoh and Krekling (2005) study. On the contrary, the result of mothers who

had no formal education but practiced exclusive breastfeeding contradicts the views
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of Ivanovic, Castro and Ivanovic (2004) who also found that families of parents with

high level of education stand a better chance of having good nutritional practices.

In this study, marital status (Single, married or widowed) did not statistically affect
exclusive breastfeeding. Though, approximately 68% single mothers and 67%
married mothers did exclusive breastfeeding. However, the study of Anon (2003) in
Ethiopia and Zambian Demography and Health survey (2004) in Zambia reported
more exclusive breastfeeding among married mothers than single mothers. According
to Anon (2004), the finding of his study could helinked to married mothers’ family
planning mechanism to delay. pregnancy. There is also a probability that their
husbands encouraged them to engage in exclusive breastfegding or these mothers
might have, paid heed to the breastfeeding lessons offered by health givers at Post-

Natal Clinic.

This study unfolded huge number of mothers. who received low salary income,
comprising those who earned ‘mot;more. than GH(C 600 (49%) and mothers who
received no salary incomeat.all (37%). It is likely that those who were self-employed
and/or were housewives might not experience pressures from work or job demands.
Hence, they might have.time™te=fully- engage in exclusive breastfeeding and
appropriate young children feeding practices. More so, low level of income may
lower their status in the family. According to Smith, Tang and Nutbeam (2006),
women with low status tend to have weaker control over household resources, tighter
time constraints, less access to information and health services, poorer mental health
and lower self-esteem. This may be closely linked to women’s own nutritional status
and the quality of care they give, and in turn, to children’s birth weights and the

quality of care they give. On the other hand, mothers who were engaged by other
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people might experience pressure from work/job demands which might not permit
them to have ample time to engage in exclusive breastfeeding and appropriate young
children feeding practices. A positive and insignificant relationship (r = 0.020, p =
0.829) existed between mother’s employment status and feeding practices adopted for
their young children. Probably, self-employed mothers were not given much pressure
from work since they managed their own businesses. This might give them enough

time from their work to feed their babies well.

All the young children were 0-24 months old with,few toddlers, of which among the
60 (49%) infants within"0-6 months old, 39(65%) were exclusively breastfed as their
mothers said yeS-they did exclusive breastfeeding. This finding.is in line with WHO
(2003) and. Gyampoh, Otoo and Aryeetey (2014) breastfeeding recommendations.
This result_validates the findings of a study by..Boseley (2011) who advocates for
breastfeeding and advises against weaning until six months. According to Boseley’s
report, an effective food .and nutrition promotion programme is capable and
substantially to cut the number of women, who introduced solid foods to their young
children beforefour monthsfrom 85% in:2000 t0s51% in 2005 (Boseley, 2011). This
observation echoes thewviews of Proulx, UNICEF and*Ministry of Education (2014)
that, 48% of young children were“exclusively breastfed during the first 6 months.
Therefore, otheryoung children whose mothers did not do exclusive breastfeeding
contradicted the above prepositions. It is therefore believed that some of these
mothers did not actually understand the concept of exclusive breastfeeding due to the
fact that they thought the little breastfeeding they did for few months less than six
months, can be called exclusive breastfeeding. Most mothers responded yes they did
exclusive breastfeeding but when they were asked when they started supplementary

feeding, their response conflicted the previous response.
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It is also estimated globally that 38 percent of young children are breastfed
exclusively for the first six months, and in the United States alone, that statistic drops
to 13 percent as observed by Vitelli (2018). This study’s findings on breastfeeding is
an indication that, in an era where more alternatives are available, including
commercial formulas advertised everywhere as a substitute of nourishing mother's
milk, many women are encouraged to stop exclusive breastfeeding early, despite
WHO (2003) recommended guidelines. It is clearly noticed that majority of 95%
mothers had introduced semi-solid foods/supplementary foods below the sixth month

of the infants and young.ehtldren in.thisseurrent studys

5.2 Main Research'Questions

5.2.1 Infant andsYoung Children Feeding Practices adopted by Mothers at
Dadease and Effiduase;

Results gathered indicated thatumere than‘half (63%) of the mothers engaged in mixed
feeding practices (breasi feedinggformulae feeding and water). Furthermore, the study
found few methers who did ‘breastfeeding only without supplementary feeding. This
observation is justified by WHO (2018) that children should be breastfed
continuously for the first Six.months while being.sléwly weaned off after one to two
years of age.

Findings from this study revealed more than half of the mothers who fed their young
children with supplementary foods 4-8 times in a day. Few infants and young children
were fed three times or less in a day. This accounted for a drop in exclusive
breastfeeding. These categories of young children were ceased from the breast milk
below two (2) years which contradicted the recommendations of WHO (2003) and

Central Statistical Agency’s (2012) report that one major cause of malnutrition in
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young children in developing countries is poor feeding practices such as: introducing
complementary foods at an early stage, restriction in food selection due to cultural
beliefs and giving children poor quality and insufficient amounts of complementary

foods.

A confirmation from the nurse at the Child Care Unit at Effiduase Government
Hospital explained some possible reasons for the decline in breastfeeding as mothers
being influenced by their grandmothers; elderly women and friends to practise what
they think worked out for them. To.some mother’s pressures from work do not
encourage them to continue breastfeeding exclusively for longer time, not even the
recommended, six months. The health worker also narrated that some mothers also
follow the fashion,of buying canned foods for the young. childien just because she

sees other working mothers buy-andigive theiryoung children.

The observation that one mether ;adopted.young children formulae could be as a
result of health issues, and this IS congruent with the views of Dewey (2003) in a
study done in Ghana ‘'where water and glucose solutions were widely given to young
children, beginning in the first few months of life. A study conducted by Gyasi
(2008) also confirmed this finding that most mothers introduced their children to
some liquids before they turned 6 months. This again confirms Inge-Lise (2013) who
found out that 8% of young children were given young children formulae primarily

for medical reasons.

Few mothers (29%) adopted exclusive breastfeeding because they were taught by
nurses during ante-natal and post-natal clinics. They did so because it promotes
healthy growth and development of the young children as well as child protection

against infections/diseases. Even though mothers at Effiduase engaged in

93



University of Education,Winneba http://ir.uew.edu.gh

breastfeeding young children below 6 months more than mothers at Dadease, mothers
in both communities indulged massively in giving the babies liquid or semi liquid
foods below six (6) months which is also in conformity with Inge-Lise’s (2013) study
who found out that the mothers fed their young children with other foods before they
turned 6 months old.

This study revealed a reasonable number of mothers (37%) who introduced semi solid
foods too early from three months and below. This report is higher than 14% mothers
recorded in a study conducted in the MarnyasKiobo district of Ghana of where the
children at the age of'3months weresreceiving complementary feeds (Nti & Lartey,
2007). Generallyj, majority of mothers(95%) had alse.given.Complementary foods to
their young children‘from less than 3'months to the sixth month-when they were asked
when they started given other feeds apart framiihe breast. milk to-their young children.
This report was not encouraging as compared to Sixty percent (60%) of mothers who
introduced other foods to infants and young children below 6 months in Northern
Senegal in the study of Gupta and Stettler (2007). However, a previous study
conducted in "Mali revealed that many young .children-were not introduced to
complementary feedssuntil they were 6 months, yet al.l of them already been given
water. This practice does neir.make. their style of breastfeeding, exclusive
breastfeeding (Mozambique demographic and health survey, 2002). Moreover, it is a
negative practice that is inconsistent with the strategic recommendations made by
WHO and UNICEF (2003).

Most mothers in this study indicated stopping complete breastfeeding when the child
was 18-24 months old and least of about 18% also indicated of stopping complete

breast feeding which is against the recommendation of Gyampoh, Otoo and Aryeetey
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(2014) to continue breast milk feeding alongside with supplementary/complementary

foods till two years of life or beyond if the mother does not have any constraints.

5.2.2 Mothers’ Nutritional knowledge, Infants and young Children Feeding
Practices and Nutritional Status.
Almost all the mothers had nutrition information from various sources with majority
obtained from hospitals and clinics followed by family and friends. Wondu (2013)
reported about 39% of information that reached mothers through outlets such as
television, radio, friendst.and . cuturally-through"experience from their family as
compared to about 42%of mothers’ who obtained information on the importance of
breastfeeding from haspitals/clinics from this study. Wendu’s (2013) study indicated
a lesser infarmation (39%) obtained from hospital/clinic on bréastfeeding than the
findings ofthis current study (42%) at Dadeaseand Effiduase. Similar to this current
finding, Kabir and Maitrot’s(2017)/study in Dhakar recorded a significant knowledge
of mothers about nutrition, breastfeeding, ‘childcare, and early initiation to
complementary food due to.the fact that these mothers were informed through
community-based interventions (routine counselling visits to'young mothers). This is
also consistent with a“previous study conducted .in"Bangladesh by Afsana et al.,
(2014) who found that nearly '68% of methers had appropriate knowledge of
micronutrients powder (MNP) in Bangladesh because of community-based message

delivery through counselling by community health workers.

According to Coutsoudis (2005), literacy status had little effect on continuation of
breast feeding. With Coutsoudis’s (2005) study, 81.19% mothers had no knowledge
regarding exclusive breast feeding and only 13.36% of these mothers practiced

exclusive breast feeding just up to 4 months, which is a disheartening scenario. This is
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in agreement with the outcome in this current study among mothers in Dadease and
Effiduase where 75% mothers had no classroom education but practiced exclusive
breastfeeding. In another study, Ram (2005) found that, despite health education
messages in Mass media and various interventions launched under child care unit in
the study, nearly 80% mothers told their source of information regarding
breastfeeding practices and influencers for their decision making about exclusive
breastfeeding were Elderly females in the family. This is unlike that of mothers at
Dadease and Effiduase in this.current study where 42% mothers had their first hand
nutrition and feeding information_frem-hospitals/clinics which was ranked first and
highest source =of:nutrition and breastfeeding mformation for mothers in the two

districts while:family and friends was ranked the second source-of information.

Mothers’ nutritional knowledge didmot statistically influence optimal young children
feeding practices at Dadease and Effiduase ‘in the' Ashanti.region (-0.141, p > 0.01).
However, Obwogi (2017) contradicts_this current finding by stating a significant
influence between maternal nutritional’, knowledge and young children feeding
practices adopted by the mothers (r =:0.259, ¢ < 0.05).7In Obwogi’s study, as
knowledge on young children good feeding practices inereases, mothers’ capability to
follow recommended young_ childrenjfeeding practices improves. This was not so in

this current study among mothers at Dadease and Effiduase.

Most mothers had the mind-set that carbohydrate foods such as porridge, sugary and
fizzy drinks are appropriate for 0-6 month old young children due to a belief that they
are good source of energy for their young children. Feeding young children aged, 0-6
months old with porridge is a negative young child feeding practice. Although

Coleman (2016) and Szalay (2017) described digestible carbohydrates as one of the
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main sources of dietary energy essential for growth and development, it is not
appropriate for young children within 0-6 months of age.

Result from this study revealed that some of the mothers did not include fruits and
vegetables in young children’ diet. This can be attributed to mothers not knowing the
nutritional benefits of feeding young children with fruits and vegetables as confirmed
by Gyasi (2008). Again, most mothers practiced mono dieting mainly of porridge and
sugary foods for their young children. This is contrary to Gibson and Holtz’s (2001)
view, who stated that the consumption of a varied diet is associated with increased
intake of energy. Poor young children feeding-"practices can lead to child
malnourishment.as opined by the American Academy.of Paediatrics (2017) that poor
food choices and unhealthy eating habitsadopted during childhood can lead to a range
of diseases and health related preblems in later life. This assertion confirms the high
rate of malnutrition noticed among young children which might be as a result of
mono-dieting. Some mothers also attributed It to lack of income to purchase protein

foods which are most tagged expensive.

There was clear evidence that all the young children fell within the standard z-score
weight for young childken from birth to two years,-which ranges from 2 to 17 kg as
noted by the World Health-Organization®(2011). Similarly, all the children fell within
the standard z-score length for young children from birth to two years, which ranges
from 45 to 95cm as noted by the World Health Organization (2011). Nevertheless,
severity of underweight, stunting and wasting was very high among the children.
Revelation that most of the children had suffered wasting, stunting and underweight
was a clear indication of poor feeding practices. About 64% of mothers claimed to
feed their infant and young children with animal and animal products and legumes in

this study. However, this claim could not justify the quantity/appropriateness of
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protein foods claimed by these mothers to be included in the young children’ diet as
high level of wasting and other nutritional deficiencies were observed within the two
communities. Possibility of mothers failing to provide protein foods for young
children might be due to the fact that most of these mothers were low income earners
who could not afford the high cost of most protein foods. This revelation affirms the
position of International Food Council Foundation (IFICF, 2016) indicating that
protein is the only nutrient that supplies body cells with what they need to grow, build
muscle and stay healthy. Foods high'in protein.also provide other essential vitamins
and minerals that can support strong-benes, a healthy'immune system, and help gain
energy from food. By eating protein-rich foeds threughout the day, kids will feel
fuller betweea meals; this could result in less snacking (IFICE; 2016). The rate of
stunting in this study is relatively.close 10.50% prevalence of $tunting observed in
Malawi (UNICEF, 2008) and 38.7% in Botswana (Mahgoub & Bandeke, 2006).

Gillespie and Kadiyata (2004) have recorded poor nutrition to be the likelihood cause
of malnutrition among children. UNICEF (2008) also has an observation that more
than a quarter of children youngersthan five years in .developing countries are
moderately or severely underweight or stunted. This further supports Nokuthula’s
(2009) view that there are-226"millicn.children under the age of five in developing

countries who suffer from moderate or severe stunting.

Gyasi (2008) also revealed 18.3% children underweight, 17.0% stunted and 6.0%
wasted as a result of suboptimal feeding practices within the Sefwi-Biabiani District.
Furthermore, Adadia, Nartey and Koryo-Debarh (2017) also agree with this finding
due to the fact, they have also recorded risk of stunting, wasting and overweight
(41.5%, 9.4%, 17%) among children in Adabraka within Greater Accra region of

Ghana. There is harmony between Mahgoub and Bandeke, (2006); Gyasi (2008);
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Nokuthula’s (2009); Adadia, Nartey and Koryo-Debarh (2017) and this current
study’s findings on child malnourishment. This is a clear indication that, optimum
breastfeeding is truly in a decrease not only in Dadease and Effiduase but might be
the case of other regions around the world. Therefore, susceptibility of chronic
nutritional disorders such as korshiorkor, marasmus, diarrhoea and many others are
highly possible to be on an increase in both districts which needs critical nutritional
programme since good nutrition is the basic foundation of every child to perform

better in school and also develops'into & healthy adult (Caeteno, Ortiz, da Silva, de
e e Lo
Souza, & Sarni, 2010)._~ St o

Few of the children (7%) were obese. This finding is.in eonsistency with those of

u

James (2001) and’Ogden, Flegal, Carroll and Johnsan (200’2) in studies which

demonstrated that 10-20% of children are considered overweight-or obese in many

developing' countries.. Hig as noted at Effiduase more than

L
n
|

O

Dadease. However, when hei d to measure malnutrition, 84% and

85% of the young childre erely or moderately malnourished in

Dadease and Effiduase respectivel. it can therefore be ::gncl d from these findings
that prevalence ofllrfnj_rptrition IS on an increa_ge. ‘and very alarming in both
communities but a little higﬂe-t m E'T'E:ﬂﬁ%e-lw.hich m.ight be as a result of mothers’
refusing to practice their diet and health lessons taught them by their health providers.
It can also be as a result of nurses using only the child’s weight in assessing young

children nutritional status without comparing young children’ weight with their height

in assessing malnutrition.
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5.2.3 Selected Socio-Economic Factors and their Influence on Feeding Practices
adopted by Mothers’ for Infants and Young children
The result (Table 4.20) obtained from this study shows that food availability, family
and friends, cultural practices, job/work demand, post-natal clinic services and
household income significantly influenced choice of young children feeding practices
by the mothers (p < 0.05). McLeod (2017) had previously observed that factors such
as education, health, income and environment affect feeding practices. Similar to this
study, McLeod (2017) noted thattwomen economic constraints require them to return
to work whiles still breastfeeding. This-practice forees oth the mother and the child
to conform tonschedules that are likely to"constrain the flexibility required for
breastfeeding=on demand as affirmed by WHO (2008). This®observation further
confirms thewiews of Goudet etals;, (2011)study that, income generating occupations
are the main barriers to appropriate child feeding practices when no alternative
childcare support'was available either at home or work, and this combined with other

distinctive factors creates an unfavourable situation for young children feeding.

In another study, socioeconemic and-cultural facters that influenced feeding practices
within different settings were analysed as work, (food stability, environmental

conditions and culture (Afsana et al72012).

These observations confirm the views of Wondu (2013) who cited social and
environmental factors such as mothers” workplace as reasons for no exclusive
breastfeeding practices (EBF) among mothers in Nekemte town. Furthermore, Wondu
(2013) concluded that, the highest proportions of mothers with low breastfeeding
frequency and duration is due to the fact that their work places did not permit them to
breastfeed, and that there was no privacy for breastfeeding. In his view, this

compelled a lot of mothers to introduce additional foods to their children before 6
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months (Wondu, 2013). This is a true manifestation in this current study; where 95%
of the mothers had already introduced other foods and water to their children before

the 61" month.
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CHAPTER SIX

SUMMARY, CONCLUSION AND RECOMMENDATIONS

6.0 Overview
This chapter summarises the research findings to draw conclusions, recommendations

and suggestions for future studies.

6.1 Summary of Findings

The study’s main aim was to.determine; the effectiveness of young children feeding
practices mothers adopt.by using 122 -methers and their 0-24 months old infants and
young childrensInfants and young children were sampled through both probability
and non-probability sampling techniques, specifically multi-stage’ sampling technique
that involved purposive, cluster stratification. based on educational level of the
mothers (basic, SHS, tertiary and mothers who had no formal education) and
convenience sampling. The study was a cross sectional study analysed quantitatively.
Two sister towns by names Dadease and' Effiduase In the Sekyere-Kumawu and

Sekyere-East Districts respectively were.used.

In this study, mothers®were low income earners begcadse most of them were either
housewives, apprentices-or-work inSomeone’s business and received low income rate
below six hundred cedis (GHC 600). It was deduced from the study’s findings that
mothers’ engaged in mixed feeding infants of 0-6 months old. Also mothers at
Effiduase did more breastfeeding than those at Dadease. Again, mothers’ nutritional
knowledge did not influence optimal infant and young child feeding practices. More
s0, selected socio-economic factors such as mothers’ household income, Post-natal
Clinic services, family and friends, availability of food, culture and work demands

influenced infant and young child feeding but mother’s age and level of education did
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not influence infant and young child feeding. There rate of underweight, stunting and
wasting was high among infants and young children in Effiduase and Dadease in the

study.

6.2 Conclusions
In conclusion, most mothers fed their infants with other liquid foods apart from breast
milk below six months despite awareness created by various stakeholders including

nurses and None governmental agencies. A lot of the mothers practised mixed feeding

LT

by combining breastfeeding, "supplementary- feeding and water when the young

children were below six -menths. Also, maternal education level and mother’s age

—\

were insignificant factors on the choices of infants and young children feeding

practices (p&> 0.05)."Again, there‘was a significant ir;fluence_’tzetween Post-Natal

)rk demands, availability of food,

[ ]
Clinic services, family ang
-

household income and opt no children feeding practices (p < 0

05).

High prevale T malnutr and.young en can be attributed

to fact that, nurses pﬁy more attention to infants and young children’s weight without

| —\
|

height in assessing tht;i.F-r'Futii@nal status. It is_hewé'v_en clear that the fallen standard
of infants and young child feeding ng Mothers is as a result of poor nutrition
knowledge of mothers in Dadease and Effiduase in the Sekyere-kumawu and

Sekyere-East respectively.

6.3 Recommendations

The following recommendations were made

a. The educational policy of Ghana should factor nutrition education
programmes right from the basic/Junior High School levels where most
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women reach on the education ladder. This will help build the minds of
women towards optimal infants and young children feeding before they enter
into motherhood. It would be useful to every female and active involvement
can enhance better outcome of mothers-to-be.

Health workers should capitalise on the number of mothers who made the
hospital and clinic their first point of recovering nutrition information as their
first point of spreading nutrition information to more of these mothers, and
making strong impact .@n them. The*Cemmunity Health Nurses should be role
models and duly practicescertain health=fdeologies such as exclusive
breastfeec'iing to motivate lactating mothers follow their.examples.

Health: ~organizations and District Health™ Directorates should reinforce
effec:ive counselling routine and follew-up programmes+offered by qualified
nutrition officers in the €ommunities of Dadease and Effiduase, especially the
rural areas. Mothers might clearly understand the meaning of exclusive
breastfeeding and itS benefits If they are consistently visited and monitored
especially'in their first six months after birth:

. There should alsp be easy access to the necessary health tools and materials
like infantometer. t0 “€nable_nurses facili;ate effective health promotion
programmes for the 0-24 month old infant and young children in Dadease and
Effiduase.

Furthermore, there is the need for an effective infant and young child dieting
guide for all children under five years to be facilitated by mothers and
monitored by health workers in the Sekyere-Kumawu and Sekyere-East
Districts to help eradicate the increase rate of nutrition disorders detected in

both communities especially, Effiduase.
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f. Outcomes in this study can also serve as the bases for further research on

similar topics.

6.4 Suggestions for Further Studies
a. Future research can consider the influence of other independent variables on
young children feeding.
b. Qutcome from this study can prompt further study into young children feeding
practices of mothers with high level of level of education and mothers with no

classroom educati 7 II-:ILic. F
| d I:qu. E | .-ﬂunl_:llr

C. feeoij.g practices used by Nurses
.
-
d. s Eéjldren under one-

C.
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APPENDICES

APPENDIX A: QUESTIONNAIRE FOR MOTHERS HAVING 0-24

MONTHS OLD INFANTS AND YOUNG CHILDREN

Introduction

This research looks into feeding practices adopted by mothers for children under 2
years at Dadease and Effiduase. | seek your concerns and involvement in providing
relevant information on the subject. Your responses will be beneficial for this study
which will impact young Chlldl’eil feedlng practices mothers adopted. Every

information provided is stmtly_confldentlal for atatlemic purposes only.

SECTION A: DEMOGRAPHIC CHARAGTERISTICS OF RESPONDENTS

Instruction: .Please filllin the needed in formation by tlckﬂlg hke this (V) in the

appropriate box [ } pe

I‘ | = ]

[ 1™ i
20-24 T ] 25829 ] 30-35]

1. Commu.nlty: Dadease

2. Mother’;age (yrs.): Bel
JAbove 35 [ |

3. Marital status: Married
mother [ |

B Widow [ ]  Single

4. Level of education:

o S Terttary [ ] None[ ]
5. Employment stap_s;.fivernment worker [ ] Self:.employed (Farmer, Trader,
]

Seamstress etc). f Housewife [ ] ; W'o_rking for somebody [ ]

Apprentice [ ] e _I_ 1 <

6. Income level per month: < GHC200[ | GHC 200-600][ ] GHC601-
GHC1000[ ] GHC1,001-GHC1,500 [ ] GHC1,501- GHC 2000 ] >

GHC2000[ | None[ ]

CHILD DEMOGRAPHIC CHARACTERISTICS
7. What is the position of baby in terms of birth order?  First [ ] Second [ ]
Third [ ] Fourth [ ] Fifth [ ] Sixth [ ] Seventh [ ]

Eighth [ ]
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8. Child’s age in months: 0-6 month [ ]  6.1-12 month [ ] 12.1-18 month [ ]

18.1-24 month [ ]

SECTION B: FEEDING PRACTICES ADOPTED BY MOTHERS FOR THEIR
CHILDREN AGED 0-24 MONTHS

Instruction: Please fill in the needed information by ticking like this (V) in the
appropriate box [ ]

9. Which of the following feeding practices do you currently use for your child?
Breastfeeding alone [1
Breastfeeding and Vlaﬁf |'_ I..' I- I':' -':. al.|' m o L[]
Artificial Milk feeding -

-.
Breast feed i.:_fg..artifi Ci

10. How many ti

3times

4-6 times

7-9 times
10-12 tim.ei'

() 1T Y S, WNY? ..o

(0) 1F NO, WHY 2. eessessseeseeseseeseeseesseeseeseesssssssssssseeees

12. What age do you intend to/did you start to feed your child with other foods
(Supplementary foods) apart from breast milk?

< 3months [ ]
3 months [ ]
4-6 months [ ]
7-9 months [ ]
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10-12 months [ ]

13. Mothers should indicate the time they will stop/stopped complete breastfeeding

the child?

< 3months [ 1]
3 months [ ]
4-6 months [ ]
7-9 months [ ]

10-12 months I'. = A -
I:'i:

> 12 months =4,

o i

% MOTHERS ON
SHILDREN (0-24)
i &

L
] ng!ﬂe this (V) in the
| B

THEIR CHOICE O
MONTHS. ~

Instruction: Ple

responses).
Clinic/Hospital® -

Media (TV, Radio,

o
Organisations (Clubs, A
Friends and relations

15. How often do you wash your hands in handling your child? (Multiple responses).

Whenever they are dirty [ ]
Before handling food [ ]
When | feel like doing so [ ]
After toilet []
Before and after eating [ ]
Never []

119



University of Education,Winneba http://ir.uew.edu.gh

Instruction: Using the scale (Strongly Agree (SA), Agree (A), Neutral (N), Disagree
(D) and Strongly Disagree (SD), Please tick (V) appropriate your perception of the

following statement.

SN STATEMENT SA|A|N D |SD

16. | Breast milk is the best for babies of 0-6 months old.
17. | Porridges are appropriate for 0-6 month old babies.
18. | First breast milk secretion after birth is best for
babies.

19. | First breast milk is yellowish in colour.

20. | Lack of growth in a child relates to inadequacy of
food nutrients in the child’s diet.

21. | Protein foods are, fish, meat; 8gg, groundnut Milk,
Beans etc. - "

22. | Carbohydrate foods are banku “fufu’, ‘ko]EoTsltg’,
‘T.Z, ‘Ampese’ (Yam and Plantam) etc.

23. | Fats and_oil_foodsgare Cookingoil, palm il palm

kennel,'Shea butter etc. g -

24. | Vitamin.Foods: are=found in“Eruits like Oranges, B
Watermelon Pineapple etc. and vegetables like
‘Kontlere Cabbage, en  pepper, "
Tomatoes etc. ol

25 | Minerals are found i ver Shed rice; r

wheat; lodized salt, W
26. | A child’ s diet should COl

27. | Fruits and  vegetables

child’s :1%[.

Instruction: Pleasegindicate the types offood.groups 37ou have fed your child in the
last 24 hours. Tick () %_r Yes, N for No and NE for Never in the spaces provided.

SN [ FOOD TYPES ey ol Yes | No | NE

28. | Bread, rice, noodles, maize products (corn porridge),
cassava and plantain products (fufu, ‘ampesi’), Cerelac
etc.

29. | Animal and animal products (Meat, Fish, Eggs, Offal,
Milk, Yoghurt etc)

30 | Legumes (Beans, soya beans, groundnut, ‘agushie’, ‘neri’
etc.)

31. | Fruits & vegetables (fruit juice, mashed fruits, cut banana,
cut watermelon, oranges, cabbage, etc.)

32. | Carbonated drinks (coke, fanta, malt etc.) and other
beverages: chocolate, ovaltine, milo, ‘sobolo’, Kalypo
etc.)
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33. | Foods with oil (palm oil, shear butter, cooking oil, palm
kennel, Groundnut soup, Palm nut soup etc).

34. | Sugary foods (biscuits, pancakes, cakes, steamed/ baked
custard, Toffee, chocolate etc.)

SECTION D: SOCIO-ECOOMIC FACTORS THAT MAY INFLUENCE
FEEDING PRACTICES OFYOUNG CHILDREN AMONG MOTHERS.

Instruction: Please rate the following factors from (1-6) by writing the numbers in

order of influence on your choice of feeding practices for your child.

35.
L] ™u
e ERUC 4
SN Socio-economig¢iFacters i Rate
v
a. Mothers.age "
P 4
b. Frienbs/relati Ii.;h
c. Culture/food
d. i
=
e.
f.
SECTION E: A
36. CHILD’ NDER ' 39. HEIGHT
: (cm)
lﬁ..“ r-..-.:l
-J-l. e -
THANK YOU
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APPENDIX B: INTRODUTORY LETTER FROM HOME

ECONOMICS EDUCATION DEPARTMENT

UNIVERSITY OF EDUCATION WINNEBA

LEACULTY OFSCIENCE EDUCATION
DEPARTMENT OF HOME ECONOMICS EDUCATION

A homeecons@uew.edu.gh

% P O. Box 25, Winneba, Ghana
+233 (03323) 21177

REF: HEC/L.3/VOL.2/192

11" October, 2017
The Head L1 '
District Health DI tJJ! .4 I'
Sekyere East Di
Effiduase — A h Reglon

J!dam .

Dear

il student with index
iucation, University of
. “Feeding Practices of
ng Mothers in Effiduase”.

ncﬁquired.
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APPENDIX C: GHANA HEALTH SERVICE DATA REQUEST FORM

APPENDIX 6 — DATA REQUEST FORM

ko B 'S g7 i *
i < PGIHIANA HEALTH SIERVICE § < F
"y g IDATA REFQUIEST FORM Nng o8

e W O S B

s MACTHY  Trexin A e =y
msTITeTION: LN VER ST oF B0 UuTw o oo, Mhin ey
TELNO: DAD ELTKD) C = DATE OF REQUEST: _© (:7 ’ o= ? L&

QUIRED:

e = g@ T — DT A N UTR20I0 ™

v & © LTS B

EMAIL,

SIGNAT UR%

VO < DWala Mrossu
e eS|
F & ‘ : =
REMARKS IE g oA _[I”-' QD c/ S‘ﬁ/\ ol
L Pt -A v uf'" 2o/l A ef
¥ a2 ’\/\/}J\(’) S__"[j "’ £ ULQV %/.,'.7 WW
f&lm\kd Ce Qi = e of Q%\ CW,M-Wm/./

APPROVED H

DATE ASSIGNE')
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APPENDIX D: ANTHROPOMETRIC MEASUREMENTS OF INFANTS

AND YOUNG CHILDREN

chitd | comm. | sex Weight | Height | Weight- | Weight-for- | Height- for- BMI
(kg) (cm) | for-height Age Age

1 Dadease F 7 61 1.42 0.26 -1.15 28
2 Dadease M 6.5 59 1.52 -1.13 -3.04 18.7
3 Dadease F 55 50 5.44 3.26 -0.71 22
4 Dadease F 5 53 2.27 -1.34 -3.36 17.8
5 Dadease F 6.5 57 2.57 1.15 -0.93 20
6 Dadease M 6 56 244 -0.63 -2.81 191
7 Dadease M 8.5 65 1.85 0.06 -2.21 20.1
8 Dadease M 6 54 3.79 =1.58 -5.07 20.6
9 Dadeaseg [*%F 5 56 0.39 -3.14 -4.11 15.9
10 Dadease F 6 59 0.72 -0.4 -1.22 17.2
11 Dadease F 5.5 50 5.44 0.42 -3.61 22
12 Dadease F 11 83 0.1 -0.33 -0.81 15.7
13 Dadgase | M 11.9 84 0.49 -0.17 -0.99 16.6
14 Dadease F 9 69 0:89 -0.67 -2.61 18.5
15 Dadease F 57 63 -1.6 -0.95 0.44 14.4
16 Dadease F 5.1 53 247 -1.18 -3.36 18.2
17 Dadease | M 6.5 63 =0.83 -2.95 -3.88 16
18 Dadease M 7 56 4.22 0.87 -2.56 22.3
19 Dadease F 8 62 2.38 2.57 1.14 20.8
20 Dadease M v/ 59 2.35 ®.1.05 -3.9 20.1
21 Dadease =i CRERY! 53.1 -0.16 1.08 1.2 14.2
22 Dadease M 65 64 -1.26 -2.59 -2.74 155
23 Dadease M 558 58 0:18 -2.53 -3.43 16.3
24 Dadease F 4 55 -1.45 -1.45 -0.52 13.2
25 Dadease F 7.5 70 -1.15 -0.92 -0.12 15
26 Dadease M 6 60 0.02 -2.21 -3.11 16.7
27 Dadease M 6.7 69 -2.879 -1.04 -6.17 22.9
28 Dadease F 9 69 331 -1.04 -3.76 18.5
29 Dadease | M 8 62 2.08 -2.78 -7.22 20.3
30 Dadease F 8.5 64 2.27 1.85 0.24 20.8
31 Dadease F 7.5 64 0.98 0.86 0.27 18.3
32 Dadease M 10.5 64 4381 1.49 -3.62 25.6
33 Dadease F 8 54 6.59 -0.26 -6.45 26.7
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34 Dadease F 10.5 80 0.29 -0.16 -0.75 16.1
35 Dadease F 12 81 1.51 0.23 -1.68 18.3
36 Dadease F 7.5 67 -0.04 -0.67 -1.12 16.7
37 Dadease M 10 69 241 2.07 0.53 21

38 Dadease F 8.5 62 2.98 1.51 -1.21 22.1
39 Dadease M 6 65 -1.88 -1.34 0.13 142
40 Dadease F 10 83 -0.99 -0.59 0.17 143
41 Dadease M 10 67 2.76 -0.14 -4.4 21.8
42 Dadease F 7.5 69 -0.86 -0.85 -0.37 154
43 Dadease F 55 57 0.85 -0.7 -1.61 16.9
44 Dadease M 5 49 5 0.51 -3.21 20.8
45 Dadease F 4 52 058 -1.16 -1.7 14.8
46 Dadease F 7 64 0.24 3.12 431 17.1
47 Dadease F 12.5 76 2.94 10.61 -3.12 21.6
48 DadeaseJ M 10.5 68 2.98 0.62 -3.27 22.2
49 Dadease F 11 85 -0.4 -0.37 -0.27 15.2
50 Dad.ease F 8 59 347, 1.7 -1.53 23

51 Effiduase [ M 6 54 6.11 -1.61 -6.53 23.1
52 Effiduase = 8.6 71.5 -0.01 -2.48 -4.47 16.8
53 Effiduase F 9.2 588 5:88 08 -6.78 27.2
54 Effiduase | M U 52 15.48 0.78 -10.24 39.6
55 Effiduase 5 5.6 62 -2.25 -4.74 -5.75 14.2
56 Effiduase 5 7 60 W55 -0.1 -1.84 19

57 Effiduases| M 6.9 /%) 1.81 =2.54 -5.92 194
58 Effiduaset| = F 8 3 1.84 =1.66~ -4.68 194
59 Effiduase |- ‘M 54 50 5.46 -1.22 -5.37 21.6
60 Effiduase | M 10.5 66 3.69 =133 -6.96 24.1
61 Effiduase F 8 64 1.41 -3.05 -6.71 191
62 Effiduase | M 9.6 52 12.48 -1.09 -10.89 34.6
63 Effiduase F 5.1 53.3 2.28 2.81 121 18

64 Effiduase | M 6.3 55 3.65 -0.21 -3.3 20.8
65 Effiduase | M 7 56 4.22 -0.67 -4.74 22.3
66 Effiduase | M 7 55 4.97 0.23 -3.94 23.1
67 Effiduase | M 9 66 1.9 -2.33 -6.56 20.2
68 Effiduase F 11.8 85.5 0.27 0.95 1.46 15.9
69 Effiduase | M 43 55 -0.66 0.18 0.61 14.2
70 Effiduase | M 7.5 75 -3.16 -2.23 0.12 13.1
71 Effiduase | F 7.9 77 -2.31 -0.56 2.59 131
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72 Effiduase F 4.6 57 -11.12 -0.07 0.86 14.2
73 Effiduase F 7 52 7.06 543 0.26 25.9
74 Effiduase | M 9 64 2.62 -0.69 -4.75 215
75 Effiduase | M 10.5 81 -0.31 -1.18 -1.83 15.7
76 Effiduase F 8 73 -1.21 -0.44 0.98 147
77 Effiduase | M 10 71 1.51 0.09 -2.2 195
78 Effiduase | M 8 50 11.88 1.73 -5.93 32
79 Effiduase | M 6 58 1.19 -3.02 -5.32 17.8
80 Effiduase | M 7 65 -0.74 -3.86 -6.08 16.2
81 Effiduase | M 8 59 3.89 2.87 0.07 23
82 Effiduase | M 7.8 70 -0.48 -0.52 -0.18 16.5
83 Effiduase F 7.9 VE -1.35 -1.58 -1.31 14.5
84 Effiduase F 10.1 78 0.3 -0.12 -0.72 16.3
85 Effiduase | M Lt 47 147 1-3.92 -3.94 11.3
86 Effiduase | F 12.5 88 0.32 1.19 1.8 15.9
87 Effiduase F 5 60 -1.82 -0.28 1.33 13.9
88 Effi(iuase F 7.8 69 -0.42 0.38 E -0.07 16.1
89 Effiduase F 5 74.5 -2.17 -0.8 B 1.72 13.5
90 Effiduase | M 8.2 78 2.1 Ol 3.09 13.2
91 Effiduase F 9.8 73 £21 3= 4.65 18.4
92 Effiduase E 6.4 63 -0.36 0.7 1.49 16.1
93 Effiduase |~ M 8 65 -3.95 -2.49 0.42 125
94 Effiduase 5 9.5 76 0:04 1.03 2.37 16.1
95 Effiduase F 4.2 60 -3.82 -2.68 -0.01 11.7
96 Effiduaset| M 4.1 56 -1:.99 =3.918 -3.12 131
97 Effiduase | My, | . 6.2 65 -1.99 -~-1.02 0.6 147
98 Effiduase F 7.3 66 -0.0% 1l 2.92 16.8
99 Effiduase | M 54 54 2.61 -2.08 -4.53 18.5
100 Effiduase | M 6.5 62.5 -0.28 -1.36 -1.72 16.6
101 Effiduase F 6.6 65 -0.78 0.97 2.48 15.6
102 Effiduase | M 7 67 -1.24 0.31 1.98 15.6
103 Effiduase F 53 62.6 -2.36 1 3.67 135
104 | Effiduase | M 4.6 57 -1.3 0.69 1.64 14.2
105 Effiduase | M 8.1 69.7 -0.38 0.37 1.27 16.7
106 Effiduase F 10 85.3 -1.58 -0.18 1.85 135
107 | Effiduase | M 6.6 69.3 -2.85 0.2 3.09 13.7
108 Effiduase F 42 58 -3.15 0.25 2.25 125
109 Effiduase F 8.8 80 -1.74 -1.22 0.05 135
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110 | Effiduase | M 8 73 -1.58 -0.92 0.58 15

111 | Effiduase | F 48 60 -2.3 0.97 3.19 13.3
112 Effiduase | M 7 67 -1.5 -3.1 -3.79 15.3
113 Effiduase F 10.6 75 1.44 1.14 0.13 185
114 Effiduase | M 7.3 53.2 7.1 4.68 -0.17 25.8
115 Effiduase F 4.5 59 -2.53 2.06 451 12.9
116 | Effiduase | F 8.9 735 -0.12 -1.07 -2.09 16.2
117 Effiduase | M -1.93 174
118 | Effiduase | F -3.37 17.6
119 Effiduase F -1.91 16.6
120 | Effiduase | M -2.59 18.4
121 | Effiduase | F -0.68 18.2
122 | Effiduase | F -2.19 19.6
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