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Abstract 
Background: The World Health Organization (WHO) recommends exclusive breastfeeding (EBF) for 

the first six months of life with early initiation and continuation of breastfeeding for two years or more 

which provides young infants with the nutrients they need for healthy growth and development, together 

with the nutritionally-adequate, safe, the age-appropriate complementary feeding starting from six 

months. 

Materials and Methods: A cross-sectional study was conducted at Al-Hadbaa Training Primary Health 

Care Center (PHCC) of the family medicine, in the right sector of Nineveh Health Directorate in 

Mosul/Iraq. The data collecting period extend from 1st of June to 31th of November 2013.  

Results: 473 mothers with their child are record in the first visit, after the assessment, all the necessary 

advices and counseling according to IMNCH guidelines, are given with a follow up visit arrange 10 days 

after, 390 mothers are assessing again.  

Conclusions: The counseling and health education regarding the breastfeeding technique in the IMNCH 

guidelines, encouraging the EBF to be continue correctly and to minimize the early weaning due to 

improper positioning, poor attachment and loss the effective suckling. 
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Introduction 

The World Health Organization (WHO) recommends exclusive breastfeeding (EBF) for the 

first six months of life with early initiation and continuation of breastfeeding for two years or 

more which provides young infants with the nutrients they need for healthy growth and 

development, together with the nutritionally-adequate, safe, the age-appropriate 

complementary feeding starting from six months [1-3]. Early and EBF helps children not only to 

survive, but it also supports healthy brain maturity, improves cognitive performance and is 

associated with better educational achievement at age 5. Breastfeeding is the basis of good 

nutrition and protects children against disease. In this way, breastfeeding allows all children to 

thrive and develop to their full potential [4]. Despite WHO’s recommendations on EBF, the 

global picture falls short of the standards, only 35% of infants worldwide are EBF [1-5]. The 

WHO and United Nations Children Fund (UNICEF) have articulated a global strategy for 

infant and young child feeding (IYCF). Based on these guiding principles, the culturally 

acceptable IYCF guidelines has adopted, which were incorporated in the Integrated 

Management of Neonatal and Childhood Health (IMNCH) Program and guidelines [6]. This 

guideline has made possible through support provided by the U.S. Agency for International 

Development (USAID) under Primary Health Care Project in Iraq (PHCPI) implemented by 

University Research Co. LLC. And has been developed in Iraq in close collaboration with the 

Ministry of Health (MoH) [7]. The (UNICEF) recommends that 90% of infants less than 6 

months of age in developing countries should be exclusively breastfed [8]. For our locality in 

Iraq to meet these recommendations, an understanding of the factors associated with reduced 

EBF rates is important for solutions addressing these factors to be proffered. The United 

Nations Millennium Development Goal (MDG) 4 aims to reduce infant mortality from about 

100 deaths per 1000 live births to a target of 35 deaths per 1000 live births by the year 2015. 

Studies have shown an inverse relationship between EBF and infant mortality rates in 

developing countries [9, 10]. The Committee on the Rights of the Child (CRC) review in 1998 

(session 19), in its Concluding Observations,  
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the Committee referred explicitly to breastfeeding. In 

paragraph 22, the Committee noted that “the deteriorating 

health situation of children, particularly the high and 

increasing infant and child mortality rates and serious long-

term malnutrition, aggravated by poor breastfeeding practices 

and common childhood diseases”. Therefore, it urged Iraq “to 

develop comprehensive policies and programs to promote and 

improve breastfeeding practices” and “to prevent and combat 

malnutrition, especially in vulnerable and disadvantaged 

groups of children” (paragraph 12) [11]. So an appropriate 

infant feeding practices are required [8]. The EBF is a function 

of the proper positioning of mother and baby and attachment 

of child to the mother's breast [12]. 

It is estimated that 1.5 million lives could be saved each year 

if infants were fed according to recommended breastfeeding 

practices [13]. According to UNICEF, Iraq launched a national 

nutrition strategy in 2012, which set a 10- year plan and 

aimed at reviewing and updating relevant national policies 

and legislation. Its development started in 2009 and was led 

by the National Food and Nutrition Committee within the 

Ministry of Health. Importantly, the strategy includes the 

promotion of breastfeeding [14]. In 2011, only 2 children out of 

10 were exclusively breastfed during the first six months of 

their life (20%). This low rate can be mainly explained by a 

lack of appropriate knowledge about optimal infant and young 

child feeding practices [15].  

 

Aim of study 

To study the to which extent, the IMNCH program affect the 

breastfeed practicing.  

 

Material and Method 

This observational, cross-sectional study was conducted at Al-

Hadbaa Training Primary Health Care Center (PHCC) of the 

family medicine, in the right sector of Nineveh Health 

Directorate in Mosul/Iraq. The data collecting period extend 

from 1st of June to 31th of November 2013. Three female’s 

health care employees who work in the Maternity Care Unit 

(MCU) were trained by the researchers about how to assess 

the process of breastfeeding, while the other data obtained 

from the mothers directly during the interview with the 

researchers after taking formal consent. During the study 

period 473 mother-child who reports difficulty with 

breastfeeding were recorded by the following inclusion and  

 

Exclusion criteria, the inclusion were 

 The mother was initiated or intended to breastfeed and 

experience difficulty with breastfeeding. 

 The child age less than 6 months old.  

 

While the exclusion were 

 Bottle-fed child. 

 Sick child needs urgent referral. 

 Mothers refuse the study assessment. 

 

The questionnaire designed, supervised, conducted by the 

researchers and included demographic information (maternal 

age, parity, level of education of both parents, residence, 

occupation of both parents, and the size of the family), place 

of delivery (home/hospital), mode of delivery (vaginal 

delivery, caesarean delivery), and medical disorders such 

hypertension, diabetes, obesity, musculoskeletal disorders, 

asthma, delivery details; infant information (age in months, 

gender, child order, weight/age, number of day remained in 

Neonate Unit at hospital). Breastfeeding assessment done 

individually by using IMNCH guidelines that include 

assessment of positioning, attachment, and effective suckling 

starting by greeting the mother and asking the mother sit 

down comfortably, in relax and to put her infant to the breast, 

if the infant had not been fed in the previous hour. If the 

infant had been fed during the last 1 hour, then the mother 

was asked when the infant would have the next feed and the 

observation assessment was planned accordingly, the health 

worker observed the breastfeeding process for 4 minutes and 

recorded the findings. 

 

The four key points for positioning are 

 Body of the child is straight and the head may be slightly 

backward. 

 The face facing to the breast, and his nose opposite her 

nipple. 

 The child’s body in close contact to mother’s body. 

 Supporting the bottom of child. 

 If all presented, so there were good positioning, but if any 

point missed there would be bad positioning. 

 

The four key points for attachment are 

 The baby's chin touches the breast. 

 His mouth is wide open. 

 His lower lip is turned outwards. 

 You can see more of the areola above his mouth and less 

below.  

 

If all presented, then the attachment were good, if all absent, 

so there were no attachment, whereas if one point was absent, 

the attachment were poor.  

After the findings were recorded, then praising the mother for 

the good practices and the necessary notes given to her by 

using photos, video clips, and model play to correct the points 

that did wrongly. The all recorded mothers requested to 

returned back for the next assessment with interval of 10 

days. The breastfeed assessed again and the findings recorded. 

390 out of the 473 women assessed at the first interview, have 

been attended at the time of follow up assessment. The data 

were managed by using SPSS version 18. This software 

installed in a personal mini laptop. The percentages, Mac-

Nemar and p-value were measured. 

 

Results 

Characteristic of study population  

Demographic maternal data 

Figure (1) displays the demographic factors related to mothers 

enrolled in the study, in which (71.3%) are at the age below 

the 25 years, being para 1 represents (46.4%). The (12.3%) 

and (87.7%) of the study population are living in rural and 

urban areas respectively. Concerning the educational levels, 

the finding is (15.4%) of the mothers are illiterate and 

(84.6%) are literate of different levels. (47.4%) of them are 

house wives. Most of the deliveries (72.1%) occur in hospital 

while rest take place in home. The normal vaginal mode 

shows the higher ratio (70.8%) in comparison with the 

caesarean section (29.2%). History of medical diseases 

presents only in (6.1%) of the study population.  

 



 

~ 950 ~ 

The Pharma Innovation Journal 

 
 

Fig 1: Demographic maternal data of the study population. 

 

Infant data: The age of the child in months, gender, and birth 

weight (˂2500g; 2500-3500g; 3500-4500g; ˃4500g), number 

of day the child remained in Neonate Unit at hospital (˂1 

hour; 12-24 hours; ˃24 hours), all these are illustrating in the 

figure (2); whereas the highest ratio (26.4%) are in the age of 

one month, the female gender is (56.9%). The infants with 

birth weight ˂2500g represent (26.2%) and those with ˃4500g 

birth weight correspond 3.3% only. Being the 3rd child in the 

family appears to be (33.9%) of the infants in the current 

study. While (65.9%) of the infants remain for less than one 

hour in the Neonate Unit at hospital, (9.0%) stay for more 

than 24 hours. 

 

 
 

Fig 2: Infant data of the study population. 
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Family data 

These include educational level of the husbands and their 

occupations, in addition to the size of the family and the 

figure (3) reveals that just (9.7%) of the husbands are 

illiterate. Regarding the occupation; (0.5%) are students, 

(3.6%) unemployed, (23.1%) unskilled worker, (61.8%) 

skilled worker, and (11.0%) professional. Mothers live in 

nuclear family represent (17.7%) of the study population, 

while those with extended family have ratio of (82.3%). 

 

 
 

Fig 3: Family data of the study population. 

 

Table (1) expresses the four keys for the assessment of 

positioning, and reveals a very high significant difference (p= 

0.000) considering the all four points (body of the child and 

the head are straight; child’s body is turned towards the 

mother; child’s body is close to the mother and child’s whole 

body is supported) between the first assessment and the 

follow up assessment.  

 
Table 1: the association of positioning between first visit and follow up visit 

 

Positioning First assessment Follow up assessment McNemar’s Test p-value 

Body of the child and the head are straight 223 (57.2%) 367(94.1%) 74.2 0.000 

Child’s body is turned towards the mother 270 (69.2%) 378 (96.9%) 132.6 0.000 

Child’s body is close to the mother 184 (47.2%) 343 (87.9%) 33.7 0.000 

Child’s whole body is supported 294 (75.4%) 364 (93.3%) 155.0 0.000 

Attachment First assessment Follow up assessment Mc Nemar’s Test p-value 

The baby's chin touches the breast 193 (49.5%) 351(90.0%) 42.7 0.000 

Child’s mouth is wide 224 (57.4%) 355 (93.0%) 86.5 0.000 

Child’s lower lip is turned outwards 201 (51.5%) 349 (89.5%) 47.0 0.000 

You can see more of the areola above his mouth and less below 157(40.3%) 371 (95.1%) 31.1 0.000 
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Table (2) shows the difference in the attachment of the child 

to the breast during the first assessment and follow up 

assessment, and illustrates a high-significant relation 

(p=0.000) in all elements. 
 

Table 2: the association of attachment between first visit and follow up visit 
 

Attachment First assessment Follow up assessment McNemar’s Test p-value 
The baby's chin touches the breast 193 (49.5%) 351 (90.0%) 42.7 0.000 

Child’s mouth is wide 224 (57.4%) 355 (93.0%) 86.5 0.000 

Child’s lower lip is turned outwards 201 (51.5%) 349 (89.5%) 47.0 0.000 

You can see more of the areola above his mouth and less below 157 (40.3%) 371 (95.1%) 31.1 0.000 

 

Figure (4) show the association of effective suckling between 

first visit assessment and the follow up, the proportion of 

children who have deep and slow sucking with temporarily 

pause in the first visit is 69.2%, and increase in the follow up 

assessment to reach up to92.5%.  

 

 
 

Fig 4: the association of effective suckling between first visit and follow up visit 
 

Discussion  

Exclusive breastfeeding means that the infant receives only 

breast milk from his or her mother or a wet nurse, or 

expressed breast milk, and no other liquids or solids, not even 

water, with the exception of oral rehydration solution, drops 

or syrups consisting of vitamins, minerals supplements or 

medicines [16]. After review of literature it was found that, 

there is no documented study conducted in our locality 

assessing the correct position, attachment and effective 

suckling in infant breastfeeding. The current study involved 

the socio-cultural factors of the mothers, child and their 

family were reviewed among the mothers attending Al-

Hadbaa center; as shown in table (1) 71.3% were 25 years and 

below, this a little bit higher than the finding in a descriptive 

study on mothers in Kirkuk in 2011 [17], which was 58.3%, 

while in a study done in Kerbala, the analysis of data revealed 

that the highest rate was among age group 30-34 years 

(95.2%) and the lowest rate was (62.3 %) in age group 20-24 

years [18], moreover 40% of mothers were between the ages of 

25-35 years in a cross sectional study done in Thi-Qar [19]. 

Ogunlesi was found in a study done in Nigeria that the 

maternal age and parity did not confer any advantage on 

breastfeeding practices [20], another study in Libya showed 

that the multipara have ratio of 74.0% of mothers [21], while 

the present work express a contrary finding that the primi-

para (para 1) mothers represented 46.4% of the study sample 

and this may be due to psychological pressure of the 

pregnancy on these women who didn’t have experience and 

visit the health center more frequently.  

The residence evaluated in the current study and found that 

most of the study population were lived in urban areas, which 

was similar to the finding of a cross sectional study done on a 

random sample of 200 mothers selected from Al-Zahraa 

teaching hospital & primary health care centers in Najaf city 

from 2009-2011 [22], where the rural residence represented 

15%. Several studies [23-26] have shown significant association 

between EBF and education of the parents, in this study, the 

result runs parallel; 84.6% of mothers were literate, and this 

may be due to the influencing role of education on the 

individual’s attitude and opportunities in life, a contradicted 

finding found in a study done at Bahir Dar [27] the practice of 

EBF where mothers who are unable to read and write are 3 

times more likely to practice EBF than those with different 

levels of education. Regarding the maternal employment, it 

was found in our work, that 47.4% of the mothers were house 

wife which was opposed to the finding of a cross sectional 

study was conducted between October 2oo6 and November 

2007 in four primary health care centers in Thi-Qar [28], as 

62.4% of working mothers were breast feeding, moreover it 

was ascertain that 95% of the employed mothers were 

working while they were pregnant during a study done in 

2000, at Baghdad city/AL-Risafa [29]. Whereas a study of 

Johnston and Esposito in 2007, found that mothers who work 

full time have similar initiation rates for breast feeding as 

those who do not work [30], while in other studies [31-33], it was 

found that mothers who work full-time are less likely to 

initiate and negatively affects breastfeeding behavior, 

compared to mothers who do not work or who work part-

time. In our work, 27.9% of the mothers delivered their baby 

at home, and 70.8% of the population sample had normal 

vaginal rather than CS, while in a study in Thi-Qar, the 

mothers who delivered at home nursed had a significantly 
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(p<0.01) longer time than those who delivered in hospital and 

the majority of the mothers (90%) stated that they had normal 

delivery, they breastfed for a longer time (11.7 ±2.1 months), 

than those who had CS delivery (9.8±3.4 months) [19], 

Similarly a study in Ghana reported that delivery at a 

hospital/polyclinic was associated with a two times higher 

likelihood of EBF (OR=1.96; 95% CI, 1.08–3.54) [34]. 

Moreover, the rate of bottle-feeding practice was much higher 

among mothers who delivered by CS than those who 

delivered vaginally [28]. Although the result was statistically 

not significant as p-value was >0.05, a study showed that 

mothers who were delivered by normal and caesarean had 

almost the same rate of breast feeding [18]. The finding of the 

present study showed that only 6.1% of the mothers had 

history of medical diseases since that the mothers with 

chronic illnesses are often discouraged from breastfeeding 

either by the health care providers or their families. Other 

studies showed beneficial effects of breastfeeding during 

infancy on chronic diseases in adulthood, particularly on 

hypertension, obesity, diabetes, hypercholesterolemia, and 

cardiovascular diseases. History of lactation was associated 

with a reduced risk of type 2 diabetes, breast, and ovarian 

cancer [35]. In our work, the infant data include age in months, 

gender, weight, order of the child and days of hospitalization. 

The child attending Al-Hadbaa PHCC were distributed 

according to age per month and 26.4% representing the first 

month which was the largest proportion. Several papers show 

that in the settings with son-preference, a mother that had a 

son is more likely to stop having children or wait longer to 

have the next child [36-38]. Hemochandra, Singh, and Singh (39) 

in a study done in India at 2010, show that birth intervals are 

shorter if parents have not reached their self-reported ideal 

number of sons, so the female child was breastfed less than 

the male child. Our result showed different view, the female 

proportion of the breastfed child was more than that of male. 

Although the son-preference setting was dominant in our 

locality, but the families provide equal care for their babies of 

both gender and sometime more to the female child. The 

children of the third order in the family appear to be the most 

frequent 33.9%. More than the half of children had normal 

weight and stay less than one hour in the hospital. The 

paternal educational level affects the relations and the support 

inside the family and considerably associated with intention 

and continuation of EBF [40]. A woman’s close relationships 

are important in her decision and behavior toward the feeding 

of her child. Moreover, the mother attitude depends on the 

type of relationship and the amount of support [41]. In the 

present study, the majority of fathers were literate, this result 

was similar to a cross-sectional study [42] conducted at Al-

Batool Teaching Hospital for Maternity and Children in 

Diayla in Iraq from 1st of September 2011-1st of March 2012, 

fathers of babies on breastfeeding were more educated than 

those on of bottle fed children and this was statistically 

significant (p= 0.011) and only 2.5% were illiterates, in our 

study, the result was close; 90.3% were literates. Another 

studies [43, 44] displayed the analogous pattern and showed 

strong association between the educational level of father and 

EBF. A longitudinal study [45] of infant feeding patterns 

among women in Kuwait was conducted over the period of 

October 2007 to October 2008 showed that most of father 

occupation was unskilled work, while the result in our work 

was 61.8% of father had skilled work Breastfeeding is 

promoted also by the support of the family members other 

than the husband in the extended families, this is clearly seen 

in the studies [46-48]. Our result displayed that the extended 

family associated with breastfeeding more than the nuclear 

one. Contrarily, a descriptive study was conducted in [13] 

PHCC which contain Child Growth Monitoring Units, in 

Erbil City in Iraq [15], and showed that 56.6% of the families 

were nuclear and 43% were extended families. This 

discrepancy may related to the differences in social, financial 

aspect of life and the attitude of local population to live in a 

large family setting. Based on IMCI guidelines [49], it is 

recognized that breastfeeding is most likely to be successful 

and trouble free if the infant’s attachment and positioning 

fulfill the four keys for each, that is the child should be held 

with close contact and directly facing the breast and ensure 

that baby’s head, neck and back are well supported and 

straight when infant’s hold in mouth is widely opens, taking 

the nipple and much of the areola and underlying tissues to 

become inside the mouth especially the lower areola, and 

when the infant's chin is touching the breast with lower lip 

turned outwards [50-51]. It become obvious that the milk passes 

from the breast to the infant as a result of the oxytocin reflex 

and the peristaltic movement of infant's tongue, and the milk 

is not removed from the breast by suction only. Suction helps 

to protract the breast tissue into the baby's mouth to ensure the 

effective suckling in which, child several slow deeps sucks, 

one to two per second, swallowing between sucks and then 

pauses, waiting for the oxytocin reflex to refill the lactiferous 

sinuses with milk. The baby may then suck quickly a few 

times without swallowing, to start the milk flow, then takes 

more slow deep sucks. These slow deep sucks and swallows 

show that breast milk is definitely flowing into the baby's 

mouth [52]. The present study revealed a high significant 

difference (p=0.000) between the first assessment and the 

follow up assessment of breastfeeding techniques regarding 

positioning, attachment and effective suckling, this result 

proved the effective role of IMCI guideline in promoting EBF 

through simple advices and counseling that raise the 

awareness of mother to the importance of breastfeeding and 

the correct positioning and attachment, thus ensuring that the 

breastfeeding to be continue with problem free. In the same 

manner, studies conducted in North India [53] reveal that there 

was “good attachment” in 42% mother-infant pairs and 

infants were held in “correct position” by 60% mothers. 

Another study in Bangladesh [54] reported that correct 

breastfeeding position (74%) and good attachment (72.3%) as 

assessed by CHWs at late visits (67 days after delivery) were 

practiced by mothers. Many studies [55, 58], indicate a 

statistically significant association between position and 

attachment and nipple lesions, because the improper suction 

causing trauma which if corrected can become a protective 

factor as shown in a study conducted in Brazil [59] that showed 

a greater proportion of primigests (first time pregnant) 

displayed nipple lesion (57.4%) followed by 54.9% of 

primipara (with one live birth) and 45.1% of multipara. While 

in a study in Ethiopia done by Tamiru et al [60]. Found that 

mothers had poor positioning and poor attachment in ratio of 

64.08% and 51.15% respectively. Unlike our study, in which 

the effective suckling represented 92.5% % in the follow up 

assessment with a high significant, it was noted in a study [61] 

conducted in West Bengal that 46.4% of the baby’s cheek 

were full and not hollow or retracting during sucking and they 

suckled slowly and paused in between to swallow. The high 

proportion of mothers to be above 25years, literate, lived in 

extended family with literate husband may be the responsible 

for the significant differences in practicing breastfeeding and 
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the improvement between the first and the follow up 

assessment. 

 

Conclusion 

The counseling and health education regarding the 

breastfeeding technique in the IMNCH guidelines, 

encouraging the EBF to be continue correctly and to minimize 

the early weaning due to improper positioning, poor 

attachment and loss the effective suckling.  
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