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ABSTRACT
Background: Feeding of premature babies is a challenge and swi® teenage mothers. The
challenges experienced by teenage mothers in rdgasdccessful breastfeeding of premature
babies are uniguely associated with their age lamdtrrounding environment (Smith, 2012).
Objective: To determine the challenges faced by teenage nsothvben feeding premature
babies during the first six months of life.
Methods: A cross-sectional descriptive survey involving l&énage mothers whose babies
were born prematurely and were within the age grfugix weeks to six months was conducted
among the teenage mothers attending Maternal CHadlth (MCH) clinic at Pumwani
Maternity Hospital, Nairobi. Both quantitative agdalitative data was collected using a semi-
structured questionnaire and a focus group disocanggiide respectively. Quantitative data was
analyzed using SPSS version 20 while the qualéatiata was categorized and analyzed and
references made based on the study themes. Déserigtatistics was used to examine
quantitative variables. Person’s Correlation Coeffit was used to test the association and
significance between the variables. Confidencevatevas set at 95%, p value at <0.05.
Results: Results were presented in form of frequency tabtdsirts, graphs and narrative
explanation. Majority (68%, n=115) of the mothersed breastfeeding method to feed their
babies. Teenage mothers aged 18 to 19 years Wefg 10 exclusively breastfeed compared to
those within the age bracket of 15 to 17 years.okiky] (82.6%, n = 138) of the mothers fed the
babies on demand. Feeding options of the babies imfluenced by the health care providers,
family members and peers. More than half (52%,87)of the respondents reported insufficient
breast milk supply as a challenge they faced wheradtfeeding the baby among other
challenges.
Conclusion: Not all the babies were exclusively breastfed fer first six months of life. The
babies were introduced to other feeds before attpithe age of six months. This is because
teenage mothers perceive they have insufficierddirmilk supply for the babies. The mothers’
decision on feeding options during illness depetglen advice they get from family members
among other people around them.
Recommendations: Creation of awareness among the teenage mothershendignificant
members of their families on importance of breastiieg exclusively before six months of age is
necessary. Initiation of interventions that will prove lactation among teenage mothers is
necessary. There is need for technical and posfawelly support to improve the feeding

practices among teenage mothers at home.

XV



CHAPTER ONE

1.1 Introduction
Premature baby is defined as a baby born beforeletion of 37 weeks of gestational period

while teenage mother refers to a female betweeragies of 13 to 19 years who has become
pregnant and is a parent to her child (WHO, 20TRe birth of a premature baby can bring
considerable emotional stress to the mother and the families (Shaikh, 2013). A teenage
mother’s challenges in regard to successful breedihg are uniquely attributed to her age and
the prevailing circumstances (Smith, 2012). Studiese have associated premature births to
teenage pregnancy (Birungi, 2011). Premature baisesl adequate nutrition for survival and
proper development (Price and Groh-Wargo, 2013)es&hbabies therefore require special
attention because of their vulnerability (WHO, 2p12

1.2 Background of the Study

Approximately more than fifteen million live birth§10%) of preterm babies occur each year
while their mortality rate is approximated to besamillion world-wide (Wood, 2013). Africa
and Asia have the highest preterm birth rates & ahd 54% respectively totaling to 85% as
reported by (WHO, 2012). Approximately thirteen It (10% world total) teenage
pregnancies are reported every year (Ugboma, 2@802png the developed world, United States
of America (USA), leads in the rates of teenagehmst while in the developing countries, the
Sub-Saharan Africa has the highest numbers (538apte mothers (Achoka, 2012).

It was projected 18.1 million girls will give birtefore age 15 and 18 in Sub-Saharan Africa by
the year 2020 (UN, 2013). The United Nations Pagara Division (UNPD) world prospects
revealed Kenya's teenage birth rate in 2009 waS2Births among 1000 women aged 15 to 19
years.

Preterm delivery is one of the adverse child ouhe®s in teenage pregnancy (Birungi, 2011).
The chances of survival for the preterm babiesdificross the world (Law, 2013). More than

1



half of the global neonatal death complicationsratated to prematurity and are from the Sub-
Saharan Africa (WHO, 2012).

The Millennium Development Goal (MDG) number 4 readocus on reducing child mortality
rate by two thirds between 1990 and 2015 (WHO, 2@&l1&tudy done in East Africa by Tanya,
2012, revealed there was persistent high neonatghiity rate within the Sub-Saharan Africa at
41 per 1000 live births. According to Gladsone,1(P) babies who are born prematurely have
higher chances of dying compared to the term badiwsthe infants are at a greater risk of
getting malnutrition and developmental delay coradap term babies. Children born of teenage
mothers are at a greater risk for educational diseb and mental disorders (Dawn, 2012 and
Gladsone, 2011). The Kenyan Demographic and Healttveys (KDHS) of 2008 / 2009),
revealed Kenya was among the forty seven countrigsn the Sub-Saharan Africa contributing
to more than 90% maternal and child mortality. Ki2HS 2008/09 revealed deaths of infants
within the neonatal period was about 60%.Many chitdwho survive the neonatal period in
Kenya are still at risk of dying within infancy ped(UNICEF, 2011).The infant mortality rate in
Kenya was 48% by 2011 (UNICEF, 2011). Hence, impnognt of the survival chances for
preterm babies will help the countries within théoSSaharan region achieve the United Nations

(UN) MDG number 4, a reduction in young child desaltly two thirds (WHO, 2012).

1.3 Statement of the Problem

The KDHS, 2008/09 reported almost half of the papah in Kenya is below the age of 18
years. While the National Coordinating Agency favelopment (NCAPD) report reveals about
32% of uneducated teenage girls start child begh©APD), 2011, and 26% of teenagers give
birth by the age of 18 years (UNICEF, 2011) in Ka&nyt Pumwani Maternity Hospital,
approximately 2400 deliveries are recorded everytmoout of these deliveries, about 420 are
preterm deliveries. According to Birungi, (2011)yeferm delivery is associated with teenage

mothers. Teenage mothers are young girls who alie gsbwing and are not prepared



physiologically, social economically, as well asyg@®logically for demands of motherhood
(Achoka, 2012). Hence, the teenage mother whadllisistlergoing developmental challenges of
adolescence, require attention of another persothd event that these mothers give birth, this
compounds the problem since she is expected tovd#almultiple issues while caring for the
baby. Feeding is an essential aspect in the cateegiremature baby. Therefore there is demand
for much effort from the teenage mother to meetekgected feeding requirements associated
with prematurely born baby. The teenage mothékedy to face some challenges in the course

of feeding her baby when born prematurely.

1.4 Justification of the Study

Teenagers are a population faced with many chalen@oping with the responsibility of
appropriate feeding of the vulnerable prematuresntbabies, could be quite challenging to the
teenage mother. Among other challenges the teemambers experience in the course of
feeding their babies includes potential social emasament of breastfeeding in public, lack of
technical support about breastfeeding while at hobmeastfeeding that transgress their own
social norms, and lack of own freedom to assoocidth peers at the expense of feeding the
baby. With such challenges, the teenage mothernobgive her baby the appropriate amount of
feeds, at the required frequencies and using tipeoppate feeding methods. The premature
babies have special needs to be taken care of.eHdinere is need for appropriate feeding.
Appropriate feeding in the first six months of lifer a prematurely born baby is important to
help the babies grow up and develop well. It isessary to identify supportive mechanisms to
help the teenage mothers adopt appropriate fequiactices while caring for their premature

babies at home to help reduce deaths associategreitnaturity.



1.5 OBJECTIVES

1.5.1 Broad Objective

To determine the challenges of feeding prematubgessexperienced by teenage mothers during

the first six months of life.

1.5.2 Specific Objectives

i.  To determine the types of feeds given to premaialees in the first six months of age.
ii. To determine the methods used by teen motherstbgeemature babies within the first
six months of age.
iii. To establish the frequency of feeding prematuredsaby teenage mothers within the
first six months of age.
iv.  To identify factors that influence feeding of praoraly born babies by their teenage

mothers during the first six months of age.

1.6 Research Questions

l. What types of feeds are given to the prematureeisdy their teenage mothers at home?
Il What feeding methods are practiced by the teenaygkears post discharge?
[l How often are the premature babies fed by theirage mothers after discharge?
V. What factors influence teenage mothers’ feedinghefr prematurely born babies at

home?

1.7 Research Hypothesis

Teenage mothers are least likely to exclusivelgabtfeed their premature born babies on

demand up to six months of age.



1.8 Benefits of the Study
The findings of the study are helpful for designedycational and support programs focused on
teenage mothers of prematurely born babies belownenths of age to enable them effectively

feed the babies at home.

1.9 Theoretical Framework

Callista Roy’s Adaptation model was utilized in tstedy. Adaptation is the central feature and
core concept of the model. Problems in adaptatiise avhen the human adaptive system is
unable to cope with or respond to stimuli from gém¥ironment so as to maintain integrity of the
system. The adherence to prescribed feeding regifioera premature baby by a teenage mother
was subject to many factors, some within her cérdaral others are out of her control. The
adapted feeding practices were dependent on betliednage mother’'s ability to sustain the
feeding practices and the prematurely born bahyiliyato feed as was dictated by the existing
circumstances. Such circumstances were maternal exlyecation, marital status, the baby’s

degree of prematurity by gestation and birth weight

Teenage mothers within the age bracket of eighteenineteen years were more likely to
exclusively breastfeed their babies compared tartbthers within the age bracket of fifteen to
seventeen years. Maternal marital status and edoehtevel were not statistically related to the
feeding method the mothers used. There was amedtip and a statistical significance between
the birth weight and the current weight of the lealir = -1) and (p = 0.00) respectively. Despite

the low weight at birth, the current weight of thebies had increased.



1.10 Conceptual Framework

Figure 1.1 Conceptual Frame Work

Independent variables Dependent Variables
Teenage mother’s Feeding practices:
Education,Age,Ma > Types of feeds,
rital frequency of feeding,
status,Occupation, methods of feeding
Religion x

The premature
baby’'s: Degree of
prematurity,Birth
weight

Confounders

Factors influencing feeding
practices

Family, attitude of the teenage
mother, Social responsibilities,
culture, peers, Professional
support.




CHAPTER TWO: LITERATURE REVIEW

2.1Introduction

It was a projected18.1 million girls will give Hirtbefore age 18 and 15 years in sub-Saharan
Africa by the year 2020 (UN, 2013). Preterm delvés one of the outcomes in teenage
pregnancy (Birungi, 2011). Approximately, fifteerillan preterm live births occur every year
across the world, Law, (2013) and an approximatenaf million die each year (Wood, 2013).
The chances of survival of these babies are vaa@dss the world. Babies who are born
prematurely are at high risk of dying comparedh® term babies and the infants are more likely

to have malnutrition and delayed milestones comptreéerm babies (Gladsone, 2011).

2.2 Types of Feeds

Breast milk is the preferred feed for the pretembibs because it has the essential nutrients for
the baby and easy for the baby to tolerate (LaW32MBreast milk provides several benefits to a
baby born prematurely such as protection againfdction (Lawson, 2012). Breast milk
enhances the baby’s neurological development asaseteducing the chances of nosocomial
infections minimizing complications during hospitation through to discharge (Pinkerton and
Wilkinston, 2012).

A study done in South Africa by ljumba, (2012) ralesl teenage mothers gave their babies other
feeds besides breast milk as early as at one mdhth.mothers reported they had insufficient
breast milk and some feeds served as medicinesstlidg revealed babies were fed on formula
milk, commercial baby foods, porridge, water, sugeater, tea and local brew by their
grandmothers. Porridge and formula milk were redplgiven to infants at the age of one month
(Nor, 2012). A another study done among teenag&en®tin United States of America revealed
teenage mothers gave their babies formula feedsusef influence from their families(Smith,

2012). However, some teenagers had intentionsdaskieed their babies even before delivery



(Condon, 2012). These group of teenage mothers lz@dst milk was cheap compared to
formula milk. In addition, teenage mothers did hké waking up at night to prepare formula

milk. In his study, Dawn, (2012) established tha2%0 of teenagers had the intentions to
exclusively breastfeed compared to 75.9% adult®e Plotein content in formula feeds is

reduced because of sterilizing the formula (Pricel &roh-Wargo, 2013). This has an

implication that the teenage mothers as much asale well informed of the types of feeds to

give to their babies technical support to giveappropriate feeds is necessary.

In the current error of HIV/AIDS, some teenage neoshin Kenya would prefer formula feeds

for their baby (MOH, 2013). As per Ministry of H&&MOH, (2013) guidelines, these mothers
can give breast milk exclusively for the first shonths then add complementary feeds without

abruptly stopping the breast milk and such an optin be discussed prior delivery.

2.3 Feeding Methods of Premature Babies by the Teage Mothers

Breastfeeding method is considered by some teesdgeibe easier than formula feeding
(Condon, 2012). Some teenagers perceive formutirfigeo be an expensive and labor intensive
method (Condon, 2012). However, Kate, (2014) idiextisome mothers preferred bottle feeding
method because it is less restrictive and theybeaassisted to feed the baby by other people.
Continued breastfeeding after discharge can bevateti by the health care professional while
in the New Born Care Unit (NBCU) (McGrath, 2013pn$times teenagers are well aware of
the benefits of breastfeeding method, but they sbdmottle feeding method because it is the
accepted norm among their peers (Condon, 2013)erAurban South African community study
by ljumba, (2012), revealed teenage mothers didchobse to breastfeed their babies because
they perceived constraints, embarrassment, logeeflom, sagging breasts, and peer influence
among other reasons. The mothers thought they woskl their beauty and eventually not be

attractive to their boyfriends (ljumba, 2012). Ténés need to intervene appropriately in terms of



policy making and implementation to help the lapggulation of teenage mothers breast feed
their babies according to the WHO’s recommendations

Smith, (2012), identified many reasons to unsudoébsseastfeeding among teenage mothers to
include: lack of skills and knowledge for succekdfteastfeeding while attending to other

responsibilities such being a student or employeghleasant moments of pain and leaking and
inadequate health care support. In the United StateAmerica, many teenage mothers lack
social support to breastfeed due to the fact thetfamily members advocated for use of other
feeding methods such as bottle feeding. Accordingucker, (2011), teenage mothers would
prefer to initiate breastfeeding but it is not daxelusively because they opt to bottle feed when

outside their homes.

2.4 Frequency of Feeds for a Preterm Baby

Owing to the vulnerability of the prematurely bdraby, the teenage mother who is the primary
care giver to the baby should be well acquaintdtl thie frequency of feeding her baby while at
home (WHO, 2012).

The need for optimal amount of nutrition that canrbet with proper feeding frequencies for
preterm babies is very critical (Price and Groh-yéar2013). This is because hyperglyceamia
especially in the very young premature babies mengly associated with morbidity and
mortality (Arsenault, 2012). On the other handydglyceamia has bad outcomes like impaired
neurological development (Arsenault, 2012). Inceglafsequency of feeds to the babies has been
viewed to be an inconvenience to the mothers (Kdi&4).

Smith, (2012) identified teenage mothers initiateeastfeeding but the duration was short.
According to WHO, (2011), reported by Renfrew, (2Qlinitiation of breast feeding and its

continuation is practiced at different rates actbgsworld. These variations could be attributed



to factors such as availability of care, suppashfrhealth professionals and family/community,
policy relating to infant feeding, societal cultimerms among others (Renfrew, 2013).

The government of Kenya in line with the WHO rep@®12) recommendations advocates for
breastfeeding initiation within the first hour dfel However, according to Kimani-Murage,
(2011), a study done in Nairobi Kenya, 40% of thiamts are not breast fed within this period.
This indicates that many newborns including thosenhto teenage mothers are denied the
opportunity to get the essential nutrients for sialvimmediately they are born. While in the
hospital following delivery, preterm babies are thdee hourly to ensure that they are getting
enough feeds to meet the metabolism of the bodyHIMZD13). Once they are able to breastfeed
then the feeding is done on demand exclusivelyHerfirst six months unless contra indicated.

Thereafter, the babies are breastfed up to twesyafaage or even beyond (MOH, 2013).

2.5 Factors Influencing Feeding of Premature Babieky the Teenage Mothers

Teenage mothers are not against the health benéfliseast feeding (Tapp, 2010). But these
mothers have decided their own personal benefdas hinder them from appropriate feeding
practices. The mothers perceive breastfeeding etipeathat is not socially supported in public
areas (Tapp, 2010). They are faced with challetmbseast feed outside their homes as much as
the health care professionals advise them to esfmesast milk or to find a private place to feed
(Tucker, 2011). The common barriers to breast fegdiitiation and it's continuation identified
by Tucker, (2011) and ljumba, (2012) among teenaghers, are embarrassment, loss of
freedom because the mothers have to attend to daéy activities which may include going
back to school or employment. There is need togreethese mothers well of what they should
expect early enough in the prenatal period, ahbamd post-delivery so that they can have
smooth transition to their new roles of feeding ithiabies. Teenage mothers that get
professional and family support are able to copd weh the early days of breast feeding
because they have been prepared on what to améi¢ipandon, 2012).
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2.5.1 HealthCare Professionals Influence

The extent to which health professionals influettee decisions made by teenage mothers on
feeding practices is varied (Tucker, 2011). Somesirthis may have a positive bearing on
feeding practices and some teenage mothers magehodreastfeed because they are advised
by the healthcare professionals (Condon, 2012)otBer hand, some teenagers may simply not
follow what they have been told by the health psefenals when they perceive too much
pressure is put on them (Condon, 2012). A studyNoy, (2012), identified some mothers
silently rejected the advice given by health camigers on feeding when it conflicted with the
mother’s perspective about what is appropriatefé8sional support in the early days of the
post-partum period both in the hospital and at hasnienportant to help address the technical
issues the teenage mothers are likely to face thighbreastfeeding (Tucker, 2011). Because
majority of these mothers discontinue to breast f@éhin the first four weeks due to technical

problems they are faced with (Smith, 2012).

2.5.2 The Family Support

Family support is a source of influence to feedprgctices by teenage mothers because the
teenage mothers tend to take up similar feedingtioes they have seen being done by their
mothers or other close relatives (Kate, 2014, TycR611, and Tomeleri and Marcon, 2009).
Female members in the family act as role modelsviayt lack technical guidance to help many
of the teenage mothers tackle some problems treey idnile feeding at home (Tucker, 2011).
For example some teenage mothers regard it a fgmmélgtical culture to give their babies tea
(Tomeleri and Marcon, 2009). Grassley, (2010) idiext teenage mothers get influence from

their family members such as their mothers andefatbf the infants on feeding their babies.

2.5.3 Influence by Peers

Peer influence is a factor to the way teenage msthwy feed their babies. Some teenage

mothers may rely on the negative information frdmaitt friends about the negative experiences

11



on breast feeding like nipple pain and this mayugrice them not to choose to breastfeed
(Tucker, 2011). Few teenagers because of cultuedspres from their peers for example the

demand to bottle feed the baby, take it to be enabpractice (Condon, 2012).

The technical guidance together with moral suppbreassurance may help build confidence in
the teenage mothers and subsequently lead to apgieogeeding methods (Smith, 2012).
According to Babafemi and Adeleke, (2012), breastieg teenage mothers who are married
receive good psycho-social support. But the faat thost teenagers are school goers points to
the schools also to be in a position to give theessary assistance to those who may become
mothers to meet both their academic goals and tmmither role of feeding their babies

(Sheerana, 2013).
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CHAPTER THREE: RESEARCH METHODS
3.1 Study Design

This was a cross sectional descriptive study wiheth quantitative and qualitative data were
collected to determine the feeding challenges éspeed by teenage mothers of premature

babies up to six months of age.

3.2 Study Area

The study was conducted at Pumwani Maternity hakpithe hospital offers maternity services
and is located on the eastern part of Nairobi Gourttie hospital was founded in 1926 through a
charitable organization called Lady Grigg Welfareague. Pumwani Maternity Hospital is the
largest maternity hospital in East and Central &sfriNdwiga, 2013). Pumwani Maternity
Hospital is within the jurisdiction of Nairobi Cotynbut there is a hospital management board
that over sees running of the daily activities witthe hospital. The Hospital has antenatal and
postnatal services, a maternity ward and a clispecialized nursery for premature babies and
services for Prevention of Mother to Child Transsida of HIV (PMTCT). Immunization,
supplementary nutrition, counseling and referralamnong the Hospital’s vital follow up care as
out-patients. This study was conducted at the MateChild Health (MCH) clinic of the
hospital. At the time of the study, the number ofmal deliveries in a day at the Hospital was
ranging from 60 to 100 while Caesarean Sectionwveatéds were between 10 and 15. Out of

these total daily deliveries, 12 to 15 were pretdsativeries.

3.3 Study Population

Study population comprised of randomly selecteshdge mothers aged 13 to 19 years whose
babies were born prematurely and the babies warevaeks to six months of age and were

attending the MCH clinic at the Hospital.

13



3.4 Sampling and Sample Size

3.4.1 Sampling Frame

The sampling frame included postnatal mothers d@etb 19 years with infants aged six weeks
to six months attending the MCH clinic at Pumwaratbtnity Hospital. The sampling frame

was generated through screening of the mothersatteaid the clinic.

3.4.2 Sample size determination

Determination of sample the size was done usindrisieer et al., 1998 formula, n 22 (1-P)/d
Where n is the desired sample size, Z = 95% dentie interval or 1.96 standard normal
deviate, P = Estimated proportion of teenage methérose babies were born prematurely.
Prevalence of 50% according to Mugenda and Mug¢p@d3) was used. P = 0.5, d = Degree /
level of precision set at +-5% = 0.05.Average ndraly deliveries at Pumwani maternity
hospital was 80 which translated to 2400 per moWthile the daily average premature baby
deliveries was 14 translating to 420 prematurevddaks per month. This gave 17.5 as

percentage of premature babies in the hospitakt&uting this in the formula,

n=1.96*0 n= ZZP(1-P)

d

n=1.96X0.5X0.5

0.005 1884
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Since the target population was less than 10,0@0sample size was adjusted using the formula:

nf = n

1 + (n/N)

Where:nf = desired sample size

n = sample size of population more than 10 O@lc(tated as 384)

N = estimate of the population size of prematureidmborn at Pumwani

Maternity Hospital every month (420).

Therefore; nf = 384

1 + (384/420)

=384

1+ 0.9143;

Thus desired sample size (nf) was 200.59 approithiat the nearest whole number it was 201.

3.4.3 Selection of Study participants (Study procades)

Upon approval of the research proposal by the Ethicd Research Committee of Kenyatta
National Hospital/University of Nairobi (ERC KNH/UQ, permission was sought from the
Pumwani Maternity hospital management board thexedhe officer in-charge of the MCH
clinic to be allowed to conduct the study. A sysséimrandom sampling technique was used at

the MCH clinic as investigator screened for thosshars that were eligible for the study. The
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first participant was selected randomly from thetmeos attending the MCH clinic who met the
eligibility criteria. Then a sampling interval telect every H participant was determined by
dividing the total population with the desired sdengize (premature babies’ population at
Pumwani Maternity hospital; 420 divided by 201 dgua089 ~ 2). Thus every second mother to
arrive at the clinic during the study period thagtnthe eligibility criteria and consented to

participate in the study was interviewed.

The investigator with the help of two trained rasbaassistants explained to the mothers who
had consented to participate, the purpose anddtaslof the study as per the information sheet
(Appendix 1). Upon the participants accepting tdaipgate and signing the consent form, data
collection using a semi-structured questionnairmmenced in a private room for privacy and
confidentiality. A Focus Group Discussion (FGD) wamducted on a different day with the
mothers who had consented to participate and had ben appointment for the discussion.
The teenage mothers were asked if the baby was tefore completion of nine months of
pregnancy period. Nine months of pregnancy is edeint to 259 days (37 weeks gestation
period). In addition, the mother's MCH clinic boeklwas to confirm the maturity of the baby at
birth using the mother’s last monthly period (LM#&t)d date of delivery. Besides verbal inquiry,
the age of the mother was confirmed using the d=cor the MCH clinic book and the national

identity card for those aged 18 to 19 years.
3.4.4 Inclusion Criteria

» Teenage mothers aged 13 to 19 years with prembalnies aged six weeks to six months
attending the MCH clinic at Pumwani Maternity Hdapi These are babies who were
born before completion of 37 weeks gestation pefmige months of pregnancy).

» Eligible teenage mothers who consented to partieipathe study.
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« Teenage mothers aged 13 to 17 years whose parsartdins consented for their

participation in the study.

3.4.5 Exclusion Criteria

» Term babies, normal weight babies, small for gestaage babies (SGAs) appearing
small in body as prematurely born but were borarafompletion of 37 weeks gestation
period.

» Low birth weight babies (LBW) born after completioh37 weeks gestation period.

* Mothers above 19 years of age and those below 43 yé age.

» Teenage mothers whose babies were born premaandlyhe babies were not within the
age bracket of six weeks to six months.

» Teenage mothers who did not consent for the study

« Teenage mothers of age 13 to 17 years whose payasmtdians declined for their

participation in the study.

3.5 Data Collection

3.5.1 Study Instruments

A semi-structured questionnaire and FGD guide weel to collect quantitative and qualitative

data from the teenage mothers respectively. Thetmumaire contained structured questions on
demographic details of the mothers and the batyipss of feeds, methods of feeding, frequency
of feeding the premature baby and factors thauamite feeding practices of these babies by
their teenage mothers at home. The FGD guide dedstf questions that guided discussion on

teenage mothers’ views on feeding of their prenealhabies at home.
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3.5.2Pre-testing of the Questionnaire

The data collection tools (questionnaire and FGdegjuwere pretested at the KNH MCH among
fifteen teenage mothers. The feedback obtainedused to validate the tools. Pretesting of the
questionnaire assisted in the making of clarifmadi on respondents’ understanding of the
guestions. Pretesting also helped to identify teesive issues in the questions that were
addressed before commencement of the study. The du@®I2 testing assisted in detecting the

flow and span of the discussion which helped taach the discussion prior the actual study.

3.5.3 Medical Records

Besides verbal enquiry, the MCH record bookletstlher teenage mothers who consented were
reviewed to confirm maturity of the baby at birthe birth weight of the baby and the age of the

mother.

3.5.4 Data Collection

Data was collected by use of a semi-structuredtouemire (Appendix 5) and one focus group

discussion was conducted among a group of 8 teenambers. The questionnaires were

administered by the investigator and two reseassistants. The questionnaires were filled one
at a time to ensure completeness. Upon finishiegriterview, each participant was appreciated
and released after ensuring that she had been thigeservices she had sought from the hospital.
The qualitative aspect entailed conducting one F@Dhe eligible mothers who had consented

and had been given appointments for the FGD. ThB E@mprised of mothers aged 15 to 19

years of age. The investigator explained to thdiggbke mothers who had given consent to take
part the purpose of the FGD which was conducteda iprivate room, for privacy and

confidentiality. Note taking was done by one reskassistant during the discussions.
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3.6 Data Management

The quantitative raw data that was obtained dai#g wleaned, checked for completeness and
correctness. Data coding was done by the reseaacidedata was computed on excel sheet. The
questionnaires were checked for completeness aadsext the end of each day. Data validation
was done to check and correct problems such asddata, double entered values or data
entered in the wrong field. The FGD notes weredstabed soon after the discussions by the

investigator.

3.7 Data Analysis

The quantitative data that was computed on excedtstvas exported to computer Statistical
Package for Social Sciences (SPSS) version 20 ragized using descriptive statistics (Mean,
Mode, Median, Minimum, Maximum and Standard Dewa}i Pearson’s Correlation
Coefficient was used to establish correlation armghicance between the variables. The
confidence interval was set at 95%, P value at>0R0values less than 0.05 were considered
significant. The qualitative data was categorizeth ithemes and described according to the

themes. Some of the reported statements by focup grarticipants were verbatim.

3.8 Presentation of Results
Results of the study were presented in form of desgy tables, charts and graphs and a

narrative explanation accompanying each form ofgméation.

3.9 Minimizing Errors

A pre-test was carried out at the KNH MCH clinicensure internal validity and reliability of
the study tools. To minimize recall bias, the stwds restricted to mothers whose babies were
aged six weeks to six months. The researcheredilthe MCH clinic record books for both the

mother and the baby to verify some data.
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3.10 Study Limitations

The results of the study cannot be generalizeddartothers in the country because of the small
sample size and the study only focused on the MEPumwani Maternity Hospital. Out of the
proposed sample size of 201, only 167 (83% of sarsjde) respondents participated in the

study.

3.11 Dissemination of Study Results

The summary of the findings of the study will besgnted to Pumwani Maternity Hospital and
the KNH/UON research ethics committee for data baseeport of the study will be submitted
to the University of Nairobi, School of Nursing 8cces and to Prime K who sponsored the
study. A manuscript will be presented for reviewd gublication in a journal and presentation of

the same in nursing conferences.

3.12 Ethical Considerations
1. This study was approved by the joint UON/ KNH Ethémnd Research Committee.
2. Permission to collect data was granted by Pumwaielity Hospital authorities.
3. Informed consent was sought from each respondentguata collection.
4. The participants were assured of confidentialibgraymity and benefits of the study.
5. Participation to the research was voluntary andsadfto take part did not affect the

services given to them.
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CHAPTER FOUR: DATA PRESENTATION AND ANALYSIS

4.1 Results

A total of 167 teenage mothers who delivered bab&fsre completion of 37 weeks gestation
period participated in the study. The analyzed ttative data was presented in form of tables,
bar graphs and pie charts that showed frequennjegércentages (%), Pearson’s correlation
coefficients (r) and P values (p). The qualitatileda was presented as per the categorized study
themes.

4.2 Demographic Profile of mothers and Babies

4.2.1 Babies’ characteristics:

The mean age of the babies was 3.05 months. Thesaean weight at birth was 2.2 kilograms
(kgs). The highest birth weight of the babies w&s ks, and the lowest birth weight was 1.4
with a standard deviation of 0.37%5he current mean weight of the babies was 3.9 Kbs.
highest current weight of the babies was 7.2 kds|eanthe lowest current weight was 2.1kgs
with a standard deviation of 1.295 as seen in tdldle

Table 4.1 The baby’s characteristics

N % Mean| Median| Min Max Std dey.

Age in Months| 1.5 months 29 17% 3.05 3 1.5 6 1.47
of babies 2 months 40 24%

3 months 51 31%

4 month: 7 4%

5 months 18 11%

6 months 22 13%

Total 167 100%
Birth weight| 1-2 kgs 10z 61% |2.1€ |2.1f 1.4 2.t 0.037¢
(kgs) of babies 17557 o 65 39%

Total 167 100%
Current  weight 2-3kgs 40 24% | 3.94p 4.1 2.05 7.15 1.295
(kgs) of babies | 3-5kgs 69 41%

5-8kgs 58 35%

Total 167 100%
Birth order of| 1 134 80.2%
babies 2 3C 17.9%

3 3 1.8%

Total 167 100%
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4.2.2 Maternal characteristics
Most (74.9%, n = 125) respondents were aged betvi®eand 19 years while those aged

between 15 and17 were 25.1% (n = 42). About onel tl{B0.5%, n = 51) respondents had
completed secondary school while 20.4% (n = 34) haddcompleted secondary school and
(19.6%, n = 33) had not completed primary schodjavity (59.3%, n = 99) of the respondents
were married, while (29.3%, n = 49) were single anféw (11.4%, n = 19) had separated as

illustrated in table 4.2.

Table 4.2 Maternal characteristics

N %
Age(Bracke) 13-14 0 0
15-17 42 25.1%
18-19 125 74.8%
Educational leve| None 0 0%
of the | Primary not complete 33 19.%
respondents Primary completed 49 29.3%
Secondary not completed] 34 20.4%
Secondary completed 51 30.5%
Occupation of Not formally employed 72 43.1%
the respondents Casual worker 8 4.8%
Domestic worker 4 2.4%
Formal employment 0 0%
Self employe 39 23.%%
Not employe! 44 26.2%
Religion Christian 129 77.2%
Muslim 32 19.1%
Neither = Muslims  nor
Christians 6 3.6%
Marital ~ Status| Single 49 29.2%
of the
Respondents
Marriec 99 59.3%
Separate 19 114%
Residence  for Parents 47 69.1%
non-Married
teenage mothers | Relatives 21 30.8%

4.2.3 Relationship between marital status of the ntleer and level of education
As shown in table 4. 3, there was a correlatiorffment between marital status of the mother

and level of education (r = 0.906). However thdedénce was not statistically significant (p
=0.279.
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Table 4.3 Relationship between marital status of #h mother and level of education

Education Leve N Status N R P
Primary noicomplete: 33 Single 49 0.906 0.278
Primary completed 49 Married 99

Secondary not completed 34 Separated 19

Secondary complet 51

Total 167 Total 167

4.2.4 Relationship between baby’s current weight ahbirth weight
As shown in table 4.4, there was a correlation faoeht between the birth weight of the babies

versus their current weight (r = -1). The differemeas statistically significant (p = 0.00).

Table 4.4 Relationship between baby’s current weigrand birth weight

Weight N % R P
Birth weight| 1-2 kgs 102 61% -1 0.00
(kgs) of babies 5557 o 65 39%

TOTAL 167 100%
Current  weigh| 2-3kgs 4C 24%
(kgs) of babies | 3-5kgs 6S 41%

5-8kgs 58 35%

TOTAL 167 100%

4.3 Types of Feeds

Most 64.1%, (n=107) respondents fed their babiebreast milk alone, and 26.9%, (n=45) fed
them on both breast milk and formula milk. Only9@, n=15) said they were feeding the babies
on formula milk only. There was a correlation caeéint between the types of feeds and age of
the babies(r = -0.082).The difference was stasiiticsignificant (p=0.001) as illustrated in table
4.5.
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Table 4.5 Relationship between the types of feedadithe babies’ age

Type of feeds N[ Age afN [y (@df)| R p
babies(months)
Breast Milk only 107 15 29 | 78.2 -0.082 | 0.001
2)
Formula milk only 15 2 40
Breast milk and formula45 3 51
milk
4 7
5 18
6 22
TOTAL 167 167

4.3.1Relationship between maternal age and types feieds given to babies

There was a correlation coefficient between theheist age and the types of feeds given to the
babies by the mothers (r= -0.51). However, theedifiice was not statistically significant (p
=0.660), as seen in table 4.6.

Table 4.6 Relationship between maternal age and tgg of feeds given to babies

Age bracket of mother N Type of feeds N R p
13-14 0 Breast Milk 107-0.510 | 0.660
15-17 42 Breast milk and Formul&5

milk
18-19 125 | Formula milk 15
Total 167 Total 167

4.3.2 The ge at which complementary foods were introduced tthe baby

Out of the 167 mothers in the study, 90 (53.9%bpregal that they had introduced their babies to
other foods while the remaining (46.1%, n = 77) fieeir babies on breast milk alone. Of these
90 mothers as illustrated in table 4.7, majoritytied mothers (48.9%, n = 44) had introduced
other foods by the age of two months, some (25r6%23) mothers had introduced other foods
within the first month of age of the bahiegss shown in table 4.8, most (43.3%, n=39) of the
participants introduced the other foods to theipibs because they had insufficient supply of
breast milk. Parents’/guardians’ advice as a reasontroduce other foods was given by 3.3%,

(n =3) of the respondents and 22%, (n=20) of theigi@ants gave other reasons such as the
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baby had refused to breastfeed and friends’ aquicmpted them to introduce other foods to the

babies.

Table 4.7Age at which complementary foods were inbduced to the babies

Age of baby N %

At birth 7 7.8%
Within 1% month 23 25.6%
Within 2" month 44 48.9%
Within 4™ montt 10 11.1%
Within 5" montt 2 2.2%
At six month: 4 4.4%
TOTAL 90 100%

Table 4.8 Reasons for introduction of complementaryoods to the babies

Reason for Introducing Foods N %
Insufficient breast milk supply 39 43.3%
Baby refused/peers’ advice 20 22.2%
Baby was crying 20 22.2%
Baby was old enough for other foods 6 6.79
Parents’/guardians’ advice 3 3.3%
Health care providers’ advice 2 2.2%
TOTAL 90 99.9%

4.4 METHODS USED TO FEED BABIES
As seen in table 4.9, majority (68.8%, n=115) @& thothers breastfed the babies, while (20 .9
%, n=35) said they used a cup and spoon to feed iabies and only (10.2%, n=17) of the

respondents reported the use of bottle feedingadeth
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Table 4.9 Feeding methods used to feed babies.

Feeding Method N %
Breast Feeding 115 68.9%
A cup and Spoon 35 20.9%
Bottle Feeding 17 10.2%
Total 167 100%

4.4.1 Relationship between marital status of the émage mothers and feeding methods

As shown in table 4.10, there was a correlatiorffimbent between marital status and the method

of feeding the babies (r = -0.667). However, thifeddnce was not statistically significant (p=

0.535).

Table 4.10 Relationship between arital status of the mothers and feeding methods

Status N Feeding Methods N R

Single 49 Breast feeding 115 | -0.667 0.535
Married 99 Cup and spoon 35

Separated 19 Bottle feeding 17

Total 167 Total 167

4.4.2 Relationship between educational level of theothers and feeding methods

Table 4.11 illustrates that there was a correlatioefficient between the mother’s educational
level and the method of feeding adopted(r = -0.2B@wever the difference was not statistically
significant (p = 0.813).

Table 4.11 Relationship between educational level the mothers and feeding methods

Feeding Methods N % Feeding Method N r P
Primary complete 49 29.3% Breast Feedir 115 -0.290 0.813
Primary notf 33 19.8% A cup and Spoon 35

completed

Secondary completed 51 30.5% Bottle Feeding 17

Secondary not 34 20.4%

completed

Total 167 100% Total 167

4.4.3 Relationship between the mother’'s age and chining of the feeding methods
There was a correlation coefficient between theherds age and use of either combined breast

feeding and bottle feeding methods or breast fgedimd a cup and spoon methods (r = 1). The

difference was statistically significant (p = 0.083% seen in table 4.12.
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Table 4.12 Mothers’ age and use of combined feedimgethods

Use of Combined Feeding Methods N | Age bracket N R P
Yes 142 | 18-19 125 1 0.00
No 25 15-17 42

13-14 0
Total 167 167

4.4.4 Reasons for combining the feeding methods

As seen in table 4.13, majority (85%, n=142) of tegpondents said they did not combine any
of the feeding methods, while (15%, n=25) of thepmndents said that they were mixing the
feeding methodsOut of the 25 respondents who combined the feediathaas, majority (80%,

n = 20) reported the babies were not getting adedeads with one feeding method.

Table 4.13 Use of combined feeding methods and reas

Response N %
Use of either combined breast feedin§o 142 85%
plus a cup and spoon or breast feeding
and bottle feeding? Yes 25 15%
Total 167 100%
Reason for combined feeding methods Baby doesgabtenough of the feed<20 80%
(not satisfied)
Advised by family members 3 129
Advise by peers 2 8%
Total 25 100%

4.4.5: Reason for Selecting Feeding Method
Nearly one third (31.7%, n=53) of the respondeatsded the feeding method because they

were advised by the health care providers, whil84%, (n=44) reported their family members
advised them as seen in table 4.14. The resultgesugther people influenced the feeding
method the mothers used.
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Table 4.14 Reason for selecting feeding method

Reason for selecting the feeding method N %
Health care providers' advice 53 31.7%
Family members’ advice 44 26.3%
Baby not coping with other methods 29 17.4%
Feeding method easy to use 26 15.6%
Friends’ advice 15 8.9%
TOTAL 167 99.9%

4.4.6 Success with the feeding method used
Majority (76.6%, n=128) of the mothers respondethwi yes as regards to the success with the

feeding methods adopted while 23.4%, as seenumefig.1. More babies fed to their satisfaction

with the feeding methods their mothers used.

Figure 4.1 Success with the feeding method used

0o %0

M Yes
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4.4.7 Mothers’ Intention to change Feeding method
Slightly more than half (53.9%, n=76) of the respemts said they intended to change the

feeding method at the age of six months while18(#&26) reported to have had the intentions
of changing feeding method of their babies withie fige of four months period and 17.7%,
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(n=25) said they intended to introduce new feedimaghod(s) at five months of age, as seen in
table 4.15.

Table 4.15 Mothers’ Intention to change Feeding mabd

Age Intended to change feeding

method N %
two months 5 3.5
three months 9 6.4
four months 26 18.4
five months 25 17.7
six months 76 53.9
Others 1 0.7
Total 142 100

4.4.8 Problems experienced during breast feeding

As shown in table 4.16, most mothers (71.3%, ns82&) they experienced insufficient supply of
breast milk during breastfeeding while 20.8% (n=8#}he mothers said breast pain on breast
feeding was their problem.

Table 4.16 Problems experienced during breastfeedin

Problems N %
Inadequate breast milk 82 71.3%
Pain during feeding 24 20.8%
No problems 7 6.1%
Baby not able to suck 2 1.7%
Total 115 100%

4.4.9 Relationship between the mother’s age and tipgoblems experienced when breastfeeding
There was a negative correlation coefficient betwte mother's age and the problems they

faced when breastfeeding(r = -0.271). However difference was not statistically significant (p
= 0.826) as seen in table 4.1.7.

Table 4.17 Relationship between maternal age and allenges faced when breastfeeding

Opinion on challenges faced N | Age bracket| N R P
Inadequate breast milk 87 1314 0 -0.271 | 0.82¢
No challenges 50 15-17 42

Baby not able to suckle enougt26 18-19 125

Pain during breast feeding 4

Total 167 167
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4.4.10 Person feeding the baby for more period oiinie every day

As illustrated in figure 4.2, Most mothers (58.18697) reported they fed the babies themselves
while (34.6%, n = 58) said their babies were fedhmsy grandmothers and only (7.3%, n = 12)

reported the neighbors fed the babies when theihens were away either working or at school

Figure 4.2 Person feeding the baby

%

70

60 58.1

50

40

w
B
(o))

30 u%

20
10 7.3

0 | .

Mothers GrandMothers  Neighbours

4.4.11 Relationship between person feeding the babyd the baby’s current weight.
As seen in table 4.18, there was a negative ctioelaoefficient between the babies who were

fed by other people besides their mothers and timeemt weight of the babies (r = -1). The
differences were statistically significant (p = @.0Table 4.18 also illustrates that there was a
negative correlation coefficient between the motfesrding the baby and the baby’s current
weight (-0.927). The difference was not significgmt= 0.245).

Table 4.18 Relationship between person feeding thaby and the baby’s current weight

Person feeding the bz N Weight N R P

2-3kgs 40 -0.927 0.245
Mother 58

3-5kgs 69 -1 0.00
Neighbors 12

5-8kgs 58 -1 0.00
Grandmothers 97

Total 167
Total 167
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4.5 The Feeding Frequency

4.5.1 Feeding frequency in 24 hour period

Most (82.6%, n = 138) respondents reported they tfemir babies on demand while the

remaining 17.4%, n = 29 said they had a schedultealing the babies. There was a correlation
coefficient between frequency of feeding the balaied the current weight of the babies (r =
0.615). However, the difference was not statidicaignificance (p = 0.579) as seen in table
4.19.

Table 4.19 Relationship between frequency of feedjirand the babies’ current weight

Frequency of N Current weight o N N P
feeding baby baby

within 24 hours

Once 0 2-3kgs 40 0.615 0.579
Twice 0 3-5kgs 69

Thrice 0 5-8kgs 58

Four times 0

> Five Times 167

Total 167 167

4.5.3 Indication of satisfaction when feeding thedby
As illustrated in table 4.20, majority of the resgents (72.5%, n = 121) reported they did not

know the indication for their babies satisfactionen feeding.

Table 4.20 Indication of satisfaction when feeding

Indication of Satisfaction of the Baby |EI
Refusal to continue feeding 13.7%

Baby completes the feeds 12.6%
Both breasts are emptied
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4.5.4 Period the baby is under care of other people
As seen in figure 4.3, most (55%, n=92) of the oesients said they left their babies under the

care of others for a period of three to five hoursa day. Some (18%, n=30) gave varied
responses such as they occasionally left theirelsdioir less than three hours, sometimes three to

five hours and mostly they did not leave their kalwith anyone.

Figure 4.3 Period the baby is under care of others
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4.5.5 Reason for leaving babies under care of otteer
Out of the total 167 respondents,(17.4%, n=29) ntedathey never left their babies with anyone.

From the remaining 138 respondents as seen in #&aPle more than half (55.8%, n=77) gave
other reasons such as visiting friends and attgnttirpersonal matters as the reasons they left

their babies under the care of other people, sdhd%, n = 57) attributed it to employment.

Table 4.21 Reason for leaving babies under care ofhers

Reason N %
Visiting friends, attending to 77 55.8%
personal matters

Employed 57 41.4%
School 4 2.9%
Total 138 100%

4.5.6 Age the respondents started to leave their bis under care of other people
As shown in table 4.22, slightly more than half%g@31=73) the respondents started to leave their

babies under the care of other people at the ageomonths, some 17%, (n=24) reported they
started to leave the babies at the age of fivéxtmenths and (16%, n=22) reported they did it at

one month.
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Table 4.22 Age the respondents started to leave théabies under care of others

-
“

4.5.7 Effects on baby feeding while under care otlter people
Most (71.7%, n=99) respondents reported the bdbsiormally even under the care of other

people while (25.4%, n = 35) gave other reason$ siscdid not know and occasionally the

babies were not fed well as seen in table 4.23.

Table 4.23 Effects on baby feeding while under caref other people

Effects N %
Feeds normally 99 71.7%
Occasionally not fed well/ did not 35 25.4%
know

Underfed 4 2.9%
Total 138 100%

4.6 Factors That Influence Feeding Practices at Hoen

4.6.1Person providing advice on feeding options duringiness.

As seen in table 4.24, slightly more than one tf&d 7%, n = 63) of the respondents got advice
from their mothers on feeding options when the ésbvere ill. Some (35.3%, n = 59) reported
they were advised by the health care providers(a6d@%, n = 45) said their friends advised

them on feeding options during the iliness of thabies.
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Table 4.24 Person providing advice on feeding optig during illness.

Person providing advice on feeding N %
Health Care Providers 59 35.3%
Mother 63 | 37.7%
Friends 45 | 26.9%
Total 167| 100%

4.5.2 Foods given to babies during illness otherain the usual feeds
The respondents were asked to state the typesodsfthey gave their babies during illness.

Majority (79%, n=132) of the respondents did noamfe the usual foods they gave to their
babies when they fell sick with (16.16%, n=27) ktéseding only during sickness of their
babies. The rest (4.79%, n=8) gave other foods sscfruits, honey, porridge, hot water and

glucose.

4.6 Focus Group Discussion
A focus group discussion (FGD) was conducted td fiat the challenges the teenage mothers

were faced with at home with the feeding of theibies. The group had eight teenage mothers
who were aged between 15 and 19 years. With thdagoe by the researcher, the mothers

responded to the questions discussing them asv&llo

4.6.1 Understanding of exclusive breast feeding

From the FGD, the mothers stated exclusive bresditig is giving the baby breast milk alone
for six months. This is supported by one partictB who said -Breastfeeding the baby for six

months without introducing other food.

4.6.2 Feeding methods

Information on method of feeding their babies amboconcurs with the findings of the
guantitative data whereby two participants gaver tresponse to the question on how a baby

who was born prematurely was being fed at homéhbiy tmothers.R5 Funanyonyesha tu kwa
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matiti. (We just breastfeedyhileR6 —Mtoto anapewa maziwa na uji tukitumia chupa, na pia
ananyonyeshwa. (The baby is fed with milk and dgeiby use bottle, also the baby is
breastfed Among other reasons why the mothers use bottleed their babies at home was to
top up for the feeds because the baby accordingéegparticipant (R1), did not get enough milk
from the breast. R1 kuna wakati mtoto hashibi kwa matiti, sasa anaongeaji kwa chupa au
kikombe. (At times the baby is not satisfied oma&trenilk, thus the baby is added porridge using
a bottle or cupBut there may be more other reasons for use ofiebotup and spoon to feed the
babies at home. Because one participant statedhleatises the bottle when she leaves the baby

at home while going out in search of employment.

4.6.3 Challenges faced when feeding the babies ainhe

The participants cited various challenges of fegdat home. These included pain on
breastfeeding during early puerperal period RElapo mwanzo nilikua nikiumwa na matiti
nikimnyonyesha, lakini saa hii sina shida. (Sometlmack, | was experiencing pain on breast
while breastfeeding but now | have no problé&iaX nipples as a problem affecting some teenage
mothers resulted in their babies not feeding wélkRly nipples were flat and the baby was not
able to breastfeed properly. But | came to theiclfor assistanceThe issue of how to warm the
expressed breast milk also was raised as a proliten the mother is away and has left the milk
she expressed to be given to the baby. AccordimRyte The expressed milk if left for the baby,
the helper gives her when it is cold or she warnakrectly on fire.Some babies are given gripe
water for stomach pains /cramps by their motheh& Jtomach pains as reported by one of the
participants affected the baby and the baby wasilet to feed well. R8Baby sometimes cries a
lot, and I tend to think it is stomachache, | gorgpe water. The crying makes her not to feed

well.
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CHAPTER FIVE: DISCUSSION
5.1 Introduction
Optimal feeding is an essential aspect in the ohremature babies because premature babies
need adequate nutrition for survival and properetigyment which can be enhanced with proper
feeding method (Price and Gro-Wargo, 2013). Theeaihje of the study was to determine
challenges experienced by teenage mothers whemfepcemature babies during the first six
months of life. The study specifically investigated the types of feeds given to the babies,

methods used to feed the babies, feeding frequenaoi@ factors that influence the feeding.

5.2 Demographic Characteristics of the respondentnd the types of Feeding

Majority of the respondents in the study were agetiveen eighteen and nineteen years. A few
were in the age bracket between fifteen and segantears. There was no respondent within the
age bracket of fourteen years and below. Similae &gackets of teenage mothers have
participated in other studies done (Nesbitt, 204@ 8mith, 2012). The results suggest there is
reduction on teenage motherhood in the age brabkéteen thirteen and fourteen years
compared to the ages fifteen years up to nineteansy Teenage mothers between thirteen and
fourteen years may be shying off from taking tHeabies to the clinic because they lack the
confidence of taking care of their babies and irsimaases, they are still in school. Thus the
young mothers leave the responsibility to theirepés and guardians. A study done by ljumba,
(2012) revealed some teenage mothers left theiebaimder the care of the grandparents.

There was a correlation and a statistical signifteabetween the birth weight and the current
weight of the babies (r = -1) and (p = 0.00) resipely. Despite the low weight at birth, the
current weight of the babies had increased. Thee@se in weight for the babies is an indicator
of growth and development. Increase in weight ier thabies can be attributed to appropriate and

optimal feeding of the babies.
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5.3 Types of feeds given to the preterm babies abime

Most participants had initiated their babies on abte milk exclusively. This is quite
commendable. However, it was significant that mtheould start to add other feeds to breast
milk as the baby’s age increased (p = 0001). Thidctbe attributed to lack of confidence and
insufficient preparation of the teenage mothersaiatinue breastfeeding their babies exclusively
for six months. Smith, (2012), identified teenagetmers initiated breastfeeding but they were
not able to sustain it. The mothers as identifigd Smith, lacked confidence and skills to
breastfeed. Teenage mothers need support fromhheadé providers and family members to
build up their confidence and acquire breastfeedkils.

The participants demonstrated the understandirxadfisive breastfeeding. However, not all the
babies were exclusively breastfed because some lefér® be fed by other people such as the
neighbors and grandmothers who gave the babies foibds besides breast milk. The results are
in consistent with the findings by ljumba, (2012heweby the babies that were left by the
teenage mothers under the care of their grandm®thiere not fed exclusively fed on breast
milk. They were fed on foods as formula milk, pdge, sugar water. For successful feeding of
the babies, based on the findings, significant memlof the family need to be included in the

education of feeding the babies that are bornegnage mothers.

5.3.1 Types of feeds given to preterm babies verstge age of the mothers

Teenage mothers within the age bracket of eighteenineteen years were more likely to
exclusively breastfeed their babies compared tartbthers within the age bracket of fifteen to
seventeen years. The eighteen to nineteen yearbragket could be more experienced in the
care for the babies compared to their younger espatts. Nesbitt, (2012), identified the first
time teenage mothers, at sixteen years of age aodeawere more likely to exclusively

breastfeed their babies at three months of ageasBrieeding is a recommended method by
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WHO. The younger teenage mothers within the agekiteaseventeen years and below should be
educated on importance of exclusive breastfeeding.

The results revealed teenage mothers added somefotius to breast milk before the age of six
months because they had a perception that they inaufficient breast milk supply and were
also advised by people around them such as faneyiners. Teenage mothers may be lacking
proper preparation on appropriate feeding of thalsies thus cannot sustain feeding their babies
exclusively on breast milk. The mothers become enahble to influence from other people. Most
teenage mothers discontinued to breast feed wittieiffirst four weeks due to technical problems
they are faced with (Tucker, 2011).There is neegrtavide support and educate the teenage
mothers on importance of feeding the babies onsbradk exclusively for the first six months.
Majority of the mothers had introduced other fotml¢heir babies at the age of two months. This
suggests majority of the teenage mothers feeddbeb on breast milk exclusively for the first
one month of life when they are in the hospitalt 8fter discharge, they do not continue because
of the people around them. Similar findings by lhan (2012) revealed teenage mothers
introduced other feeds to their babies at the dgme month. Also, teenage mothers are more
likely to wean their babies earlier even if theydhzhosen to breastfeed (Grassley, 2010).The
mothers need positive social support from the hezdre providers when they are learning how
to breastfeed to help to solve the challenges thgerience as the baby grows. Inclusion of
significant family members of the teenage motherhé education on the importance of feeding

the babies exclusively on breast milk is as wetlassary.

5.4 Methods of feeding the babies

Majority of the participants used breastfeeding hodtto feed the babies. Marital status and
educational level of the mothers did not influettoe feeding method the mothers used. Despite
their education level and marital status, teenagthens do not independently make decisions on

the method of feeding. The study findings reveatesthers were advised by friends, their
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mothers and health care providers on the methdeealfing. Similar findings by Tucker, (2011),

identified some teenage mothers chose a methoeedlirfg because of negative influence from
other sources like the friends. The findings of @am (2012), revealed teenage mothers would
choose to bottle feed their babies because it waxeepted practice among their peers. Nesbitt,
(2012), identified teenage mothers bottle fed thdants because they perceived discomfort and
inconveniences with breastfeeding. Continued bfeeding method can be motivated by health
care providers while the babies are in New BorneQanit. Health care providers’ support is

necessary during the postnatal period.

Some participants used combined feeding methodausecthey perceived the baby was not
getting enough breast milk. There are some respasdeno reported they were advised by their
family members and peers to combine the feedindnoaist This affects the decision making by
the teenage mothers’ on method of feeding the baBi@mily members as identified by Smith,
(2012) were not supportive to teenage mothersedusastfeeding method. But they encouraged
the use of other feeding methods such as botttirfge There is need to educate the significant
members of their families on the importance of btieeding method before the age of six
months.

The study identified varied reasons for the choicthe feeding method used by the respondents.
Nearly one third of the mothers attributed theioick of feeding method to advice from health
care providers while the others reported to havenbedvised by their family members and
friends. The results suggest other people influénice feeding method the mothers used. Family
support as identified by Tucker, (2011), and Tomeéend Marcon, (2009), is a source of
influence to feeding practices by teenage mothesalse they tend to take up the similar
feeding practices they have seen done by their en®tbr other close female relatives. Similar

findings by Grassley, (2010), revealed the decsimade by teenage mothers on feeding their
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babies are influenced by families. Family membdrthe mothers are key when educating the

teenage mothers on breastfeeding method of thegbueaty born babies.

5.5 Frequency of feeding the baby

The study identified majority of the participanedftheir babies on demand. Feeding the babies
on demand would ensure adequate feeds for the Qdleyresults are contrary to the findings
that have shown babies who are born prematurelyilaly to suffer malnutrition and delayed
milestones when compared to the term babies (Gitedst011). Based on the findings, teenage
mothers ensure optimal frequencies of feeding thabies. This is an important aspect for the
babies’ nutritional requirements for optimal groveihd development. The results are contrary to
the findings of the study done by Kate, (2014), by the mothers viewed an increased
frequency of feeding babies to be an inconvenieeenage mothers should be encouraged to
maintain and improve on the feeding frequencies.

Majority of the babies who were fed by other pepphe mothers reported the babies’ feeding
was not affected. The current weight of the babg wat influenced by the person that fed the
baby (p = 0.728). The results suggest even in bserace of their mothers, the babies are fed
adequately may be because the other people théfate feed the babies are well informed on
feeding the babies from their past experiencesofting to ljumba, (2012), grandmothers were
left to feed babies by teenage mothers. They ag$tineerole of the mother to the babies and fed
them adequately. The results show the necessitghade other family members in education on

appropriate feeding of babies within the first simnths of life.

5.6 Factors that influence feeding practices at hoen
Almost all the participants reported they did nivegheir babies any special food during illness.
This is commendable because even the few who gaeaad food during illness reported they

did not stop to feed their babies on the usual $otlit babies had been getting before.
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Implications here are that teenage mothers are imfellmed of feeding options of their babies
during illness. Contrary to the findings of Nor,0(2), mothers gave their babies water and

traditional medicines for cleansing purposes.

Some teenage mothers were advised on feeding sphgntheir mothers while a few were
advised by health care providers and their friefide results have implications that teenage
mothers are vulnerable to advice on feeding thabids from various sources including their
peers. Similar findings have been documented bydGon(2012) revealing the demand to bottle
feed as the norm among peers having an influensert® teenage mothers. It is of importance
to encourage the mothers to follow on the imporamicfollowing advice from the professionals

on feeding their babies especially whenill.

5.6.1 Challenges faced by mothers

Almost half of the mothers reported they had insight supply of breast milk for their babies.
Mothers’ perceptions of not having enough breadk rmupply for the babies led to early
introduction of other foods. Insufficient breastkrsupply by the mother would be as a result of
reduced frequencies of breastfeeding (Mogambi, R0Aktudy done by Nor, (2012), revealed
mothers fed the babies on porridge and formula indkause they perceived they did not have
enough breast milk. Technical support from the theahre provider is necessary to help the
mothers have confidence in being able to adequatgdply breast milk to their babies.

The study identified the age of the mothers did aetermine the challenges they faced when
feeding their babies. Besides insufficient breaitt supply, the mothers raised other challenges
such as pain on breastfeeding during early pudrperdod, flat nipples, the expressed breast
milk given to the baby either when cold or is dingpavarmed on fire by those who are left to
take care of the baby. Some babies get abdomiaaips which interfere with the feeding. It is
likely that the mothers lack skills, knowledge ambources for successful breastfeeding for
example options of preserving expressed breast &itkth, (2012) identified similar challenges
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of breastfeeding among teenage mothers such asofaskills and knowledge for successful
breastfeeding, unpleasant moments of pain, lealkind inadequate health care support.
Education on antenatal care and hospital deliverytdenage mothers is necessary to identify
and deal with any feeding problems following diggeafrom hospital. The mothers need
education on appropriate storage of expressed thmaksfor the babies. Health care providers’
support is also necessary to address the problemhaffect breastfeeding. A lactation expert is
needed during the antenatal and postnatal peridtelfp address the breast feeding problems

among teenage mothers.
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion

Not all the babies that are born prematurely toage mothers are exclusively breastfed for the
first six months of life. Some babies are introdii¢e other feeds at the age of two months
because of the perception of insufficient breadk rmupply to satisfy the baby. Nor, (2012)
revealed teenage mothers introduced other footlal@es before the age of six months because
they perceived they did not have enough breast fitkicational and support programs focused
on exclusive breastfeeding for teenage motherstessary to enable effective feeding of the

prematurely born babies within the first six montifidife.

The feeding decision of the babies during illness wfluenced by family members. However,
majority of the mothers maintained the same feedshieir babies when sick. Family support as
identified by Tucker, (2011), and Tomeleri and Marc (2009), is a source of influence to
feeding practices by teenagers because the newersotbnd to take up the similar feeding
practices they have seen done by their mothersher close female relatives. Similar findings
by Grassley, (2010), revealed the decisions madediyage mothers on feeding their babies are
influenced by families. The results of the studywhthe necessity to include other family

members in education on appropriate feeding ofdsabithin the first six months of life.

Besides insufficient breast milk supply, teenageh®is encountered feeding challenges at home

that included painful breast and flat nipples. Atien of a lactation expert at the antenatal and

postpartum clinic is necessary.
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6.2 RECOMMENDATIONS

1. There is need to create awareness by the Pumwatermity Hospital health care
providers on importance of exclusive breastfeediefpre six months of age among the

teenage mothers and the significant members aof fduilies.

2. There is need for technical support from the Pumviaternity Hospital health care
providers and positive family support to improve tleeding practices among teenage

mothers at home.

3. Initiation of interventions that will improve ladtan among the teenage mothers such as

having a lactation expert at the MCH of Pumwani &faity Hospital to assist the

mothers deal with problems of lactation is necgssar
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APPENDICES

APPENDIX1: RESEARCH INFORMATION SHEET FOR STUDY
PARTICIPANTS.
Study Title: CHALLENGES ON FEEDING PREMATURE BABIEBURING THE FIRST

SIX MONTHS OF LIFE: A SURVEY ON EXPERIENCES BY TEEAGE MOTHERS.
INTRODUCTION TO THE RESEARCH AND THE RESEARCHER

My name is Emily Awinda, a post graduate studenMiaster of Science in Nursing, at the
University of Nairobi. I'm conducting a researcludy at Pumwani Maternity Hospital at the
MCH clinic. The purpose of the study is to deterenihe challenges of feeding premature babies
during the first six months of life as experient®sdieenage mothers attending the MCH clinic at

the hospital.
Data Abstraction

In order for this study to be successful, | reqdi@syour participation in the study by responding
to the questions that | will be asking you. Youlwaié expected to answer the questions to the
best of your knowledge. Since you are mothers bfdsawho were born prematurely, | would

like to collect information on the challenges yaiceunter to feed your babies at home.
Assurance of Confidentiality

Any information collected from you during this syushall remain confidential. It shall only be
used for the intended purpose for the bettermetiteotommunity. You will be given a copy of
the consent form to fill in if you voluntarily coast to take part in the study. You will not be
identified in any form on the questionnaire. Butiywill be accorded a number that will remain
confidential to the investigator alone. Howevere tahverall findings of the study will be

discussed regarding all participants without remgahnybody’s identity.

Rights of the Participants

Your participation in this study is purely volungaand if you decline to participate, you will not
be denied any services that you are supposed ¢goveér. You will be free to withdraw from the

study at any time.
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Benefits /Risks of the Study

The findings of the study will be used to identiyppropriate approaches to feeding of
prematurely born babies at home by teenage mothkeese will enable the investigator to make
recommendations on the best approaches to suppertteenage mothers in feeding the
prematurely born babies at home. This will inforhre thealth care providers at Pumwani
Maternity hospital on the areas of emphasis whaldng care of these babies. The national
policy makers will also be alerted on the areas tied to be given priority when planning for
feeding the premature born babies among the teemag®ers in the country. The findings will

further assist resource allocation to priority aréacally and nation-wide. The findings of this
study will also be used for future research in tigl.

There is no risk your baby will be exposed to dgrihe study. You will not be subjected to any
invasive procedures during the study. This study maose minimal risks to you that could be
psychological as you realize that you may have fedt your baby rightly. In-case of any
psychological challenges in the course of the stkiohgdly consult the investigator for counseling

services.

Compensation

The study does not have any monetary incentiveagarticipants.
Duration of Participation

This study will require you to respond to the gises as posed to you by the investigator as the
guestionnaire is filled. Thereafter, there shallnoefurther follow-up interviews. This process

will take about 25 to 30 minutes of your time.
Contact Information

In-case you have any clarifications or questionsceoning this study, you may ask or contact
Emily Awinda, MScN student at the University of Nahbi on cell phone number 0720989495, or
chairperson, KNH/UON/ERC. P.O.BOX 20723-00200. Te#0-2725272. My supervisors are
Dr. WaithiraMirie and Mrs. Angeline Kirui both frorthe University of Nairobi, School of

Nursing Sciences.
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Emily MusimbiAwinda

University of University of Nairobi,
School of Nursing Sciences,

Cell Phone Number: 0720989495

Email: awindaemily3@agmail.com

ORThe chairperson

KNH/UON-Ethics and Research Committee

Professor Guantai

Tel: 7263009

Fax: 725272 Emaibnknherc@uonbi.ac.ke
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APPENDIX 2 CONSENT FORM (MOTHERS AGED 18 TO 19 YEARS)
The information above about the study has beeraggd to me and | voluntarily agree to take

part in this study. | willingly give my consentdove information required for the study.
Teenage mother’s signature/thumb mark.............cooo i e e,

RESEAICNErIS’ SIgNATUIE ... .. et et e e e et e e e e aea e

IDHINIYAKUSHIRIKIKWENYEUTAFITI (WAMAMA WENYE UMRIW A MIAKA 18
HADI 19)

Nimeelezewanamtafitikuhusuutafitiutakaofanwyanarkutmlikushirikikwenyezoezihilikwahiari

yangu.Ninaakubalikutoahabarizitakazotakikanakwgagoezihili.
Sahihi/ kidolegumba cha mama.............cccoii it e
Sahihiyamtafiti......... ..o

= 1= 1<
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APPENDIX 3 ASSENT FOR THE MINORS (MOTHERS AGED 13 TO 17
YEARS)

The information above about the study has beeraged to me and | voluntarily agree to take

part in this study. | willingly assent to give imfoation required for the study
Minor’'s Signature/Thumb mark.............cooiii i
RESEAICNEI'S SIgNATUIE ... .ot e e e e e e e e e e e ee e

102 (=

IDHINI YA KUSHIRIKI KWENYE UTAFITI (MADOGO).
Nimeelezwakinagaubagakuhusuutafitinanimekubalikilghi

Sahihi/Kidolegumba cha Madogo...........ccoov i e
Sahihi ya MEafiti..... ..o

=1 0=] 0 (ST
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APPENDIX 4 CONSENT FORM (PARENT/GUARDIAN)

The information above about the study has beeraggd to me and | voluntarily agree for my

daughter to take part in this study.
Parent’s/guardian’s SIgNatUre..........c..ie i e e e

RESEArCher's SIgNatUre. .. ... ..ottt e e e e e e e e e

IDHINI YA KUSHIRIKI KWENYE UTAFITI (MZAZI/MLEZI)

Nimeelezwa kikamilifu kuhusu utafiti utakaofanywa mimekubali kwa hiyari yangu mtoto

wangu wa kike kushiriki.
Sahihi/Kidole gumba cha mzazi/mlezi................cooo i e,
Sahihi yamtafiti............oooi

L= 1= 1<
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APPENDIX 5 RESEARCH INSTRUMENT
TOPIC: CHALLENGES OF FEEDING PREMATURE BABIES DURIN G THE FIRST

SIX MONTHS OF LIFE: A SURVEY ON EXPERIENCES BY TEEN AGE MOTHERS.
QUESTIONNAIRE NUMBER: ..........cooeiiviieeeeeee... DATE.
INSTRUCTIONS FOR FILLING THE QUESTIONNAIRE:

1. Please fill in the date and questionnaire numbprapiately
2. Please tick the appropriate box or complete thevans

3. There is no right or wrong answer
4.

Answer the questions to the best of your undergtgnd
SECTION 1.0: SOCIAL DEMOGRAPHIC DATA
PART A:THE BABY’S DETAILS
1.1What is the date of birth of your baby? Day....... , NMon...... ,Year............

1.2 What was the weight of the baby at birth?...ladgdams (Verify with the baby’s
immunization clinic card/book and the mother’s dety records from her antenatal book).

1.3What is the current weight of your baby?.....ogiams

1.3What is the birth order of your baby?

1 First |:|
2Second |:|

3ANy other (SPeCIfY).......vv i
PART B : THE MOTHER’S DETAILS

1.4How old are you?(Verify age with the records ofidsly/antenatal book to check the age she

the antenatal clinic).

1 13-14years | |

2 15-17 years |:|
3 18-19 years I:I
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1.6 What is your highest educational level?
1None |:|

2Primary not completed I:I

3Secondary not completed |:|

4. Secondary completed [ ]

1.5What is your occupation?

1House wife D

2 Causal worker D

3Domestic worker |:|

4 Formal employmen

5Self employed

6. Others SPECITY ... ... et e e e e e

1.7 What is your religion?

1Christian

2 Muslim

3None

4 OtNEIS SPECIY ...t et e e e e e e e e e

1.8What is your marital status?

1 Single I:I
2 Married I:I
3 Separated I:I

@ 1 1= (] 0 1= Tox | PP



1.91f you are not married, whom do you stay with?

1 Parents

2 Relatives

3 ANY ORI (SPECITY) ...ttt e e e e e e e e e
SECTION 2.0 TYPES OF FEEDS

2.1What foods do you give to your baby currently?

1Breast milk alone |:|

2 Formula milk alone |:|

3 Breast and formula milk mixed|:|

4 OtherS SPECITY ...ttt e e e e e e e e e e s

2.31f your baby is not feeding on breast or formuldkmmwhen did you start giving your baby

the foods he/she is getting currently?

1 At birth

2 Within the first month of age

3Within the second month of ag

4Within the fourth month of age

5 Within the fifth month of age I:I

6 At six month of age
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2.4What made you introduce these other foods attitinat?

1 Breast milk was not enoud

2 Baby was old enough I:I

3 Baby was crying I:I

4 Advised by health worke

5 Advised by mother

B OIS (SPECITY) ..ttt et e e e e e e et e et e e e e

2.51f your baby is not feeding on breast milk, who bdigr the baby the feeds?

1 Myself

2 My parents

3 ANY Other (SPECIY) ... et e e e e e e e e e

2.6 What would you comment about the availability otiybaby’s feeds?

1 Available every time

2 Not easily available

3 ANY Other (SPECIY) ... et e e e e e e e e e e e e

2.7f the baby’s feeds are not easily available, vdis¢ do you give to the baby?

1Tea I:I

2 Sugar/glucose solutio

3 ANY Other (SPECIY) ... ettt e e e e e e e e e e
2.8In your own opinion, how long is the baby suppotedxclusively get breast milk?

1 One month [ ]

2 Two months[ |

3 Three montr1:|
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4 Four months

5 Five monthsi:|
6 Six months |:|

SECTION 3.0 METHODS OF FEEDING

3.1What method do you use to feed your baby if yeurat breast feeding?

1 Bottle feedingl:l

2 cup and sp00||:|

4. OtNEIS SPBCIHY ... ettt et e e e e e e e e e e
3.2Why did you choose this method?

1 Advised by family memberD

2 Easy to use |:|

3 Advised by friends|:|

4 Informed in the hospitﬂ

B, OthErS SPECIY ...t e e e
3.3 Do you feel the baby feeds and gets enough wihtbthod you use?

1. Yes[ ] 2.Nd ]

3.41f breast feeding the baby, at what age do yoenitito change the method of feeding?
1 Two to three months| |

2 Four months[ ]

3Five months |:|

4 Six months D

5 Any other (specify)__|
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3.5What problems have you experienced with breaslifige
1Pain during feedingl:l
2 No enough milk |:|
3 Baby not able to sucklei:|
4 OtNEIS SPBCIY .. ettt e e e e e e e e e
3.6 Do you mix any of the feeding methods?
1 Yes I:I 2 Nol:l
3.71f yes, why do you mix them?
1 Baby does not get enoud:|

2 Advised by family member|:|

3 Advised by peers

4 Others SPECITY ...ttt e e e e e e e
3.8What methods of feeding do YOU MIX?.........coommmmeiiiiiiiiiiiieeee e
3.9f using the feeding bottle, how often do you wésh bottle in 24 hours?

1 Every time the bottle is used |:|

2 Once I:I
3 Twice I:I

4 Three times I:I

5 ANy Other (SPECITY) ... oueir e e e
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3.10Where do you get the water you use in the house?

1 Tap |:|
2 Vendors |:|

3 ANY Other (SPECITY) ...t it e e e e e
SECTION 4.0 FREQUENCY OF FEEDING THE BABY

4.1 When do you feed this baby?

1 On demand |:|

2 Scheduled I:I

4.2 How many times is this baby fed in 24 hours?

1 Once I:I

2 Twice |:|
3 Thrice I:I
4 Four times I:I

5 > Five time

4.3What is the indication to you that the baby hastéesiatisfaction every time of feeding?

1. Refusal to continue feedin

2. When baby’s abdomen disten

3. Baby completes the feed:i:l
4. Both breasts are emptied|:|

5. Any Other SPeCIfY....ccu i
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4.4Who feeds the baby in your absence?

1 Mother

2 Neighbors I:I

S ANY Other (SPECITY) ...t e e e e e e e e e e e

4.5How long is the baby left under the care of othewgle every day?

1 Less than three hours|:|

2 Three to five hours

3 More than five hours I:I
4 ANY Other (SPECITY) ... e e e e e e e e e e e
4.6 Why do you leave the baby under the care of othepie?

1 Employed |:|
2 Schooling |:|

3 ANY ORI (SPECITY) ...t et e e et e et e e e e
4.7At what age was the baby when you started leavimghier under the care of other people?

1 Immediately after birth

2 One month

3 Two months I:I

4 Three to four months I:I

5 Five to six months I:l
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4.8How is the baby'’s feeding affected when left unithercare of other people?

1 Under fed |:|

2 Feeds normally |:|

3 Not fed [ ]

4 ANY ORI (SPECITY) .. ettt et et e e e e e e e e e e e

Section 5.0 Factors that influence feeding practiseof the prematurely born baby by teen

mothers at home

5.1When was the last time your baby was seen in tepitad?

1 Less than one week agq |

2 One to two weeks ago I:I

3 Four weeks ago |:|

4 ANY ORI (SPECITY) .. ettt et et e e e e e e e e e e e

5.2Why was the baby taken to the hospital?

1 Child welfare clinic

2 Baby was ill |:|

3 ANY Other (SPECITY) ... i e e e e e e

5.31f baby was ill, where was the baby treated?

1 Out patient |:|
2 In patient I:I

5.41f baby was treated as an in-patient, how long helshe in the hospital?
1Less than one week I:I

2 More than one week |:|
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3 ANY Other (SPECITY) ... et e e e e e e e

5.5Does your baby get any special food during illness?

1 Yes I:I 2 Nol:l

5.61f yes to the above, do you normally stop giving baby the usual feeds during illness?

1Yes 2 No

5.7 What foods do you give to the baby during illness?

5.8 In your own opinion, are there any foods or dritiat should be given to a baby any time

for any reason?

1Yes |:| 2 No |:|

5.91f yes to the above, what foods or drinks shobkiltaby be given?

Foods Reasons for with holding the usual foods/drinks
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5.10Who gave you the information on how to feed theybdiring illness?

1 Health worker(s)| |

2 Mother I:I
3 Friends I:I

1 Others (SPECITY). .. ettt e e e e e e

5.11n your own opinion, what challenges do you facthwhe feeding of your baby?

THANK YOU.
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APPENDIX 6 PARTICIPANT INFORMATION SHEET FOR FOCUS GROUP
DISCUSSION

My name is Emily Awinda, a post graduate studenMiaster of Science in Nursing, at the
University of Nairobi. I'm conducting a researcludy at Pumwani Maternity Hospital at the
MCH clinic. The purpose of the study is to detereihe challenges of feeding premature babies
during the first six months of life as experiendgdteenage mothers attending maternal child
welfare health clinic at the hospital. | request your participation in the study by you taking

part in the discussion. My colleague’s name is......... o e ennen.
Data Abstraction

We would like to tape the discussion on a digitarder so that we can make sure to capture
the thoughts, opinions and ideas we hear from thepg No names shall be attached to the focus
group and the digital recorder will be destroyedmupranscription of the information. You will
be free to give any information you have withowdrfer hesitation because there is no wrong or
right answer. You are free to answer any questiarefoise. It will be of importance that during
the discussion, one person contributes at a tindevan request for the respect of each other’s

opinion and confidentiality.

Assurance of Confidentiality

Any information we discuss hear shall remain cagriithl and we will not associate your name
with anything you say in the focus group. The infation shall only be used for the intended
purpose for the betterment of the community. Yall e given a copy of the consent form to
fill in if you voluntarily consent to take part the study. You will not be identified in any form
whatsoever. However, the overall findings of thedg will be discussed regarding all

participants without revealing anybody’s identity.

Rights of the Participants

Your participation in this study is purely volungaand if you decline to participate, you will not
be denied any services that you are supposed ¢goveér. You will be free to withdraw from the

study at any time.
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Benefits /Risks of the Study

The findings of the study will be used to identiyppropriate approaches to feeding of
prematurely born babies at home by teenage mothbese will enable the researcher to make
recommendations on the best approaches to suppertteenage mothers in feeding the
prematurely born babies at home. This will inforhre thealth care providers at Pumwani
Maternity hospital on the areas of emphasis whaldng care of these babies. The national
policy makers will also be alerted on the areas tieed to be given priority when planning for
feeding the premature born babies among the teemag®ers in the country. The findings will
further assist resource allocation to priority aréacally and nation-wide. The findings of this

study will also be used for future research in tigkl.

There is no risk your baby will be exposed to dyrihe study. You will not be subjected to any
invasive procedures during the study. This study mgose minimal psychological risks to you
as you realize that you may have not fed your ballye right way. In-case of any psychological

challenges in the course of the study, kindly ctirtke investigator for counseling services.
Compensation

The study does not have any monetary incentiveagarticipants.

Duration of Participation

The discussion will take thirty to forty five mirag and nobody will be victimized for the
information she will give. Thereafter, there shadl no further follow-up interview/ discussions.

But you are also free to choose not to talk thogmlr views are of great value to the study.

You will be free to ask any question before thetsiad at the end of the discussion. If you will

have any concerns about the study you are freerttact the following:

Emily MusimbiAwinda ORThe chairperson

University of University of Nairobi, KNH/UON-Ethics and Research Committee
School of Nursing Sciences, Professor Guantai

Cell Phone Number: 0720989495 Tel: 7263009

Email: awindaemily3@gmail.com Fax: 725272 Emaibnknherc@uonbi.ac.ke
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APPENDIX 7 CONFIRMATION OF CONSENT FOR FGD (MOTHERS AGED 18
TO 19 YEARS).

I have fully understood the content about partitgrain the discussion about the study. |
voluntarily agree to take part in the discussion.

Teenage Mother’s Signature/Thumb mark.............oo
RESEAICNEI'S SIGNATUIE... ... it e e e e e e et e e e e e aeaes
D=

IDHINIYAKUSHIRIKIKWENYEMJADALAWAUTAFITI (WAMAMA WEN YE UMRI
YA MIAKA 18 HADI 19).

Nimeelezwakinagaubagakuhusumjadalawautafitinanioeiwshiriki.
Sahihi/Kidolegumba cha Mama...............coo i
SahihiyaMtafiti... ... ..o

LI 1 0] (ST
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APPENDIX 8 FOCUS GROUP DISCUSSION GUIDE

RESEARCH TOPIC: CHALLENGES OF FEEDING PREMATURE BAES DURING THE
FIRST SIX MONTHS OF LIFE: A SURVEY ON EXPERIENCESYBTEENAGE MOTHERS.

Introduction:

Welcome and thank you for agreeing to participatthe discussion. My name is Emily Awinda
and my colleagues’ name is........ We are conductiatudy to determine challenges of feeding
premature babies during the first six months af ks experienced by teenage mothers. Thus
your valuable opinions will be received gladly ®ifhidentify appropriate approaches to feeding
of prematurely born babies at home by teenage mtk@ur discussion shall be guided by the
guestions as | will pause to the group and noboillybe& victimized for any responses given.
Kindly feel free to talk because any views givea aeither right nor correct. My colleague will
take note as we discuss as well as record thegdigru We are going to spend a maximum of

forty five minutes. You are free ask any questiefobe we start.

Group norms:

We shall collectively come up with the norms foe throup before we start the discussion as

guided by the following questions;

1. What is your understanding of exclusive breastifegProbe: how long?

2. In your own understanding, explain how the baby wiag born prematurely is expected
to feed? ProbeBreastfed? Fed with cup and spoon? Fed with ad&tequency?

3. How do you feed your babies at home? Probed with porridge? Feeding is
scheduled? Fed only during the day?

4. What problems do you experience at home with teslifeg of your babies? Probe:
Insufficient breast milk? Nipple paining on breéstding? Lack of money to buy baby’s
feeds? Breastfeeding is not accepted by peers?

5. What do you do as teenage mothers to cope witlchibhenges? Prob#lix the feeds?
Schedule the feeding? Leave the baby under theod@m@mebody else?

6. What concerns and recommendations would you giventwove the feeding of your

babies?
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Conclusion:

We have come to the end of our discussion andppeeaiate your coming and sharing
your thoughts, opinions, and ideas with us. Noofellup shall be made concerning the

discussion.

THANK YOU.
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APPENDIX 9: CONFIRMATION OF CONSENTFORFGD
(PARENT/GUARDIAN)

I have fully understood the content about partitgain the discussion about the study. |

voluntarily agree for my daughter to take parthia tiscussion.
Parent’'s/Guardian’s Signature/Thumb mark.............c..ocoi i
RESEAICNEI'S SIgNATUIE ... .ot e e e e e e e e e e e ee e

1D = 1 (=

IDHINIYAKUSHIRIKIKWENYEMJADALAWAUTAFITI (MZAZI/MLEZ ).
Nimeelezwakinagaubagakuhusumjadalawautafitinanitmalkmtoto wangu kushiriki.
Sahihi/Kidolegumba cha Mzazi/MIezi................c.cooiiiiiinnn.n.

SahiniyaMEafiti... ... ...

LI 1C=] (ST
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APPENDIX 10 ASSENT FOR THE MINORS FOR FGD (MOTHERS AGED 13
TO 17 YEARS)

I have fully understood the content about partitgain the discussion about the study. |

voluntarily agree to take part in the discussion.
Minor’'s Signature/Thumb mark.............cooiii i
RESEAICNEI'S SIgNATUIE ... .ot e e e e e e e e e e e ee e

1D = 1 (=

IDHINIYAKUSHIRIKIKWENYEMJADALAWAUTAFITI (MADOGO).
Nimeelezwakinagaubagakuhusumjadalawautafitinanitoeliushiriki.
Sahihi/Kidolegumba cha Madogo..........ccoi i e e e
SahiniyaMEaTiti... ... oo

LI 1 0] (ST
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APPENDIX 11 UTAFITI HABARI KARATASI KWA AJILI YA WA SHIRIKI WA
UTAFITI

CHEO UTAFITI: CHANGAMOTO KWA AJILI YA CHAKULA WATOTO MAPEMA
WAKATI WA MIEZI SITA YA KWANZA YA MAISHA: UTAFITI N A UZOEFU WA
VIJANA MAMA.

UTANGULIZI: UTAFITI NA MTAFITI

Jina langu ni Emily Awinda. Mimi nina baada ya maamzi kuhitimu katika chuo kikuu cha
Nairobi, shule ya sayanzi ya uuguzi.Ninafanya titdfatika hospitali ya uzazi ya Pumwani
kwenye Kliniki ya afya ya uzazi mtoto. Lengo lafittehuu ni kuamua changamoto ya kulisha
watoto waliozaliwa mapema wakati wa miezi sita yeakza ya maisha kama uzoefu na wa

vijana mama wanaohudhuria Kkliniki ya afya ya uza#mto ya hospitali ya Pumwani.
UCHUKUAJI WA TAARIFA

lli utafiti huu ufuzu, ninakuomba kushiriki kwakoatika utafiti kwa kujibu maswali ambayo
nitakaokuuliza. Utajibu maswali kwa kadri ya ujuzko kwa vile wewe ni mama ambaye ni wa
kuzaa mapema. Ningependa kukusanya taarifa juuhg@gamoto unayopitia kulisha mtoto

wako nyumbani.
HUHAKIKA WA USIRI

Taarifa yoyote zitkazokusanywa kutokana na utfitu tzitabaki kuwa siri. Zitatumika tu kwa
ajili ya buresha jamii. Utapewa nakala ya fomu ygaka kama wewe kwa hiari na ridhaa ya
kushiriki kwenye utafiti. Huwezi kutambuliwa vyovyotkatika utafiti huu.Hata hivyo, matokeo
ya jumla ya utafiti itajadiliwa kuhusu washirika teopia kwa ujumla bila kufafanua washiriki

wowote au mtu yeyote.
HAKI YA WASHIRIKI

Ushiriki wako katika utafiti huu utakuwa kwa hiana kama wewe ungependa kushuka kwa
kushiriki utaruhusiwa na pia huwezi kukataliwa homu ambaye unahitaji. Utakuwa huru

kuondoka kwenye utafiti wakati wowote.
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FAIDA/HATARI YA UTAFITI

Matokeo ya utafiti itatumika kubaini mbinu sahila kulisha watoto waliozaliwa mapema na
wamama vijana nyumbani. Pia yatawezesha kutengem@zdénjia bora za kuwasaidia akina
mama vijana katika kuwalisha hawa watoto nyumbadataalam wa huduma za afya wa
hospitali ya uzazi ya Pumwani nao watajulishwa neaeya msisitizo wakati wanapowahudumia
akina vijana mama wa kuzaa mapema. Haya matokeoyaiavezesha kutunga sera za
kuhamasisha katika maeneo ya kupewa ambayo yasakipau mbele wakati wa kupanga kwa
ajili ya kulisha watoto waliozaliwva mapema na vgamama katika nchi.Matokeo yatsaidia
ukawaji wa rasilimali kwa maeneo ya kipau mbele mdg nchi na taifa kwa jumla.Tena

matokeo ya utafiti huu yatatumika kwa kufanya ditafatika siku za usoni. Hakuna hatari

ambayo motto wako atawekwa wakati utafiti utakuwaendelea. Utafiti huu pengine utakuletea
usumbufu wa saikolojia wakati utatambua ya kwamésajamulisha mtoto wako vile invyofaa.

Kukitokea shida yeyote ya saikolojia, wakati ufafihapoendelea, tafadhali julisha mchunguzi

wa huduma wa ushauri.

FIDIA

Utafiti hauna motisha ya kifedha kwa washiki.
MUDA WA KUSHIRIKI

Uchunguzi huu utahitaji majibu ya maswali kamawaiwekwa na mchunguzi kwa maswali ya
kujazwa. Baada ya hapo, , hapatakuwa na kufatikwa mahojiano. Mchakato huu utachukua

muda wa dakiaka kati ya ishirini na tano nusu saa.
MAWASILIANO YA HABARI

Wakati wowote utakapohitaji ufafanuzi yeyote au wels kuhusu utafiti huu, unaweza kuuliza
au wasiliana na Emily Awinda, mwanfunzi wa chuoukikcha Nairobi kwa nambari ya simu
0720989495, au mwenye kiti , KNH/UON/ERC, sanduliupbsta 20723-00200, nambari ya
simu 020-2725272. Wasimamizi wangu ni daktari WeatiMirie na Bi Angeline C. Kirui, wote

kutoka chuo kikuu cha Nairobi, shule ya sayansiyguzi.
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APPENDIX 12 FOMU YA IDHINI KWA LENGO MAJADILIANO YA  KUNDI

CHEO UTAFITI: CHANGAMOTO KWA AJILI YA CHAKULA WATOTO MAPEMA
WAKATI WA MIEZI SITA YA KWANZA YA MAISHA: UTAFITI N A UZOEFU WA
VIJANA MAMA.

UTANGULIZI: UTAFITI NA MTAFITI

Jina langu ni Emily Awinda. Mimi nina baada ya maamzi kuhitimu katika chuo kikuu cha
Nairobi, shule ya sayanzi ya uuguzi. Ninafanya ititkftika hospitli ya uzazi ya Pumwani
kwenye Kliniki ya afya ya uzazi mtoto. Lengo lafittehuu ni kuamua changamoto ya kulisha
watoto mapema wakati wa miezi sita ya kwanza yssh@akama uzoefu na wa vijana mama
wanaohudhuruia Kliniki ya afya ya uzazi motto ysspitali ya Pumwani. Nakuomba ushiriki

kwa uchunguzi kwa kuchangia kwa mjadala ya kikuduiia la mwenzangu ni.................
UCHUKUAJI WA TAARIFA

Tungependa kuunasa mjadala kwa kinasa digitaliuileze kuhakikisha kukamata mawazo,
maoni na sisi kusikia kutoka kwa kikundi waziwadakuna majina yeyote itakayohusishwa na
kikundi na kinasa digitali kitaharibiwa baada yap&ta taarifa zilizorekodiwa kikamilifu.

Utakuwa huru kutoa taarifa zozote bila uoga au tkukivasababu hakuna makosa au jibu
sahihi.Utakuwa huru pia kijibu swali lolote au ktka. Itakuwa ni muhimu kwamba wakati wa
mjadala mtu mmoja kuchangia kwa wakati wake na &ashomba heshima ya maoni ya kila

mmoja ha usiri.
HUHAKIKA WA USIRI

Taarifa yoyote zitakazojadiliwa hapa zitabaki kusid. Zitatumika tu kwa ajili ya kuboresha
jamii. Utapewa nakala ya fomu ya kujaza kama wewa kiari na ridhaa ya kushiriki kwenye
utafiti.Huwezi kutambuliwa vyovyote katika utaftiuu.Hatahivyo, matokeo ya jumla ya utafiti
itajadiliwa kuhusu washirika wote pia kwa ujumldabkufafanua washiriki wowote au mtu

yeyote.
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HAKI YA WASHIRIKI

Ushiriki wako katika utafiti huu utakuwa kwa hiana kama wewe ungependa kushuka kwa
kushiriki utaruhusiwa na pia huwezi kukataliwa ho@u ambaye unahitaji. Utakuwa huru

kuondoka kwenye mjadala wakati wowote.
FAIDA/HATARI YA UTAFITI

Matokeo ya utafiti itatumika kubaini mbinu sahika kulisha watoto waliozaliwa mapema na
wamama vijana nyumbani. Pia yatawezesha kutengem@z#njia bora za kuwasaidia akina
mama vijana katika kuwalisha hawa watoto nyumbaWdataalam wa huduma za afya wa
hospitali ya uzazi ya Pumwani nao watajulishwa neaeya msisitizo wakati wanapowahudumia
akina vijana mama wa kuzaa mapema. Haya matokeoyaiavezesha kutunga sera za
kuhamasisha katika maeneo ya kupewa ambayo yatalkipau mbele wakati wa kupanga kwa
ajili ya kulisha watoto waliozaliwva mapema na vgamama katika nchi.Matokeo yatsaidia
ukawaji wa rasilimali kwa maeneo ya kipau mbele midga nchi na taifa kwa jumla.Tena

matokeo ya utafiti huu yatatumika kwa kufanya ditafatika siku za usoni. Hakuna hatari

ambayo motto wako atawekwa wakati utafiti utakuwaendelea. Utafiti huu pengine utakuletea
usumbufu wa saikolojia wakati utatambua ya kwaméajdmulisha mtoto wako vile invyofaa.

Kukitokea shida yeyote ya saikolojia, wakati utafihapoendelea, tafadhali julisha mchunguzi

kwa huduma wa ushauri.

FIDIA

Utafiti hauna motisha ya kifedha kwa washiriki.
MUDA WA KUSHIRIKI

Uchunguzi huu utahitaji majibu ya maswali kama waiwekwa na mchunguzi kwa maswali ya
kujazwa. Baada ya hapo, , hapatakuwa na kufatikwa mahojiano. Mchakato huu utachukua

muda wa dakiaka kati ya ishirini na tano nusu saa.
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MAWASILIANO YA HABARI

Wakati wowote utakapohitaji ufafanuzi yeyote au wels kuhusu utafiti huu, unaweza kuuliza
au wasiliana na Emily Awinda, mwanfunzi wa chuoukikcha Nairobi kwa nambari ya simu
0720989495, au mwenye kiti , KNH/UON/ERC, sanduiupbsta 20723-00200, nambari ya
simu 020-2725272. Wasimamizi wangu ni daktari WeatiMirie na Bi Angeline C. Kirui, wote

kutoka chuo kikuu cha Nairobi, shule ya sayansiyguzi.
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APPENDIX 13ETHICS AND RESEARCH COMMITTEE APPROVAL L ETTER

UNIVERSITY OF NAIROBI LASN/
COLLEGE OF HEALTH SCIENCES NIVl \
P O BOX 19676 Code 00202 KNH/UON-ERC Tel: 726300-9
Telegrams: varsity Email: uonknh_erc@uonbi.ac.ke Fax: 725272
(254-020) 2726300 Ext 44355 Website: www.uonbi.ac.ke Telegrams: MEDSUP, Nairobi
Ref: KNH-ERC/A/181 Link:www.uonbi.ac.ke/activities/]KNHUON 100 June 2014 .

Awinda Emily Musimbi
School of Nursing Sciences
College of Health Sciences

University of Nairobi
Dear Emily

RESEARCH PROPOSAL: CHALLENGES OF FEEDING PREMATURE BABIES DURING THE
FIRST SIX MONTHS OFLIFE: A SURVEY ON EXPERIENCES BY TEENAGE MOTHERS (P142/03/2014)

This is to inform you that the KNH/UoN-Ethics & Research Committee (KNH/UoN-ERC) has reviewed
and aporoved your above proposal. The approval periods are 10" June 2014 to 9 June 2015.

This approval is subject to compliance with the following requirements:

a) Only approved documents (informed consents, study instruments, advertising materials etc) will be used.

b) All changes (amendments, deviations, violations etc) are submitted for review and approval by KNH/UoN
ERC before implementation.

c) Death and life threatening problems and severe adverse events (SAEs) or unexpected adverse events
whether related or unrelated to the study must be reported to the KNH/UoN ERC within 72 hours of
notification.

d) Any changes, anticipated or otherwise that may increase the risks or affect safety or welfare of study
participants and others or affect the integrity of the research must be reported to KNH/UoN ERC within 72
hours.

e) Submission of a request for renewal of approval at least 60 days prior to expiry of the approval period.
(Attach a comprehensive progress report to support the renewal).

f)  Clearance for export of biological specimens must be obtained from KNH/UoN-Ethics & Research
Committee for each batch of shipment.

g) Submission of an executive summary report within 90 days upon completion of the study
This information will form part of the data base that will be consulted in future when processing related
research studies so as to minimize chances of study duplication and/or plagiarism.

For more details consult the KNH/UoN ERC website www.uonbi.ac.ke/activities/ KNHUoN.

Protect to Discover
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c.c. The Principal, College of Health Sciences, UoN
The Deputy Director CS, KNH
The Chairperson, KNH/UoN-ERC
The Assistant Director, Health Information, KNH
The Director, School of Nursing Sciences, UoN
Supervisors: Dr. Waithira Mirie, Mrs. Angeline C. Kirui

Protect to Discover
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APPENDIX 14 PUMWANI MATERNITY HOSPITAL APPROVAL LET TER

SMATERNITY
RS
He

]

g 3 P.O. Box 42849
Tel: 02/6763291- 4 Code: 00100- GPO
Fax: 02/6762965 Nairobi

PMH/DMOH/75/0450/2014
12" June 2014

TO:

Awinda Emily Musimbi
School of Nursing Sciences
College of Health Sciences
University of Nairobi.

RE: APPROVAL OF RESEARCH PROPOSAL

This is to inform you that that the research entitled “Challenges of
Feeding Premature Babies During the First Six Months of Life:
Survey of Experiences by Teenage Mothers” has been
approved.

You are hereby allowed to collect data. We look forward to
receiving a summary of the research findings upon completion of
the study.

Yours sincerely,
e & V2 4
PUMWANI MAYERNITY
OSPITAL
- HOS = "“"""-'?Z.ii
i

0. Box 42849-001

DR. L.O. KUMBA
MEDICAL SUPERINTENDENT
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APPENDIX 15 TABLE...... (GHANNT CHART)

ACTIVITY Jan

2013 | 2013 | 2014

Feb
2014

Mar
2014

April
2014

May
2014

June

2014

July
2014

Proposal

Writing

Presentation
for correction
and approval

Printing
questionnaire
for pilot study
pilot field
work, training
research
assistants

Analysis and
evaluation of
pretest of
questionnaire

Finalization

and printing
of  research
instrument

Field data
collection

Data cleaning

Data analysig
and report
writing

Defence  of
project report

Dissemination
;submission,
publication.
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APPENDIX 16 TABLE......... (RESEARCH BUDGET)

Description Unit Cost per unit | Tot. cost. Ksh.
Proposal writing.
1.typing and printing 50 25 1250
2.research note book and stationary 1 900 900
3.biro pens, pencils and erasers 10,5, 4 @ 20, 40,15 | 460
4.photocopy 6*50 @3 per page | 900
5.UON/KNH ethics committee 1 2,000 2,000
6. Digital recorder 1 3,000 3000
7. Pumwani Maternity Hospital 1 6,000 6,000
Preparation of instrument

1. Typing and printing 11 25 275

2. Photocopy 30*11 3 990
Staff cost
Transport for Investigator 40 days 500 20,000
Statistician 1 10,000 10,000
Research assistants 2*40days 500 40,000
Data processing and binding

1. Typing and printing preliminary results 30 25 750

2. Photocopy for supervisors 80*2 3 480

3. Typing and printing final draft 80 25 2,000

4. Printing and binding final copies 10 1,000 10,000

5. Publishing
Subtotal 99,005
Contingencies 10% 10% total cost.  9,900.5
Grand Total 108,905.50
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