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Abstract In Ethiopia, breastfeeding is a norm and
essential for child survival. However, the pandemic
HIV/AIDS and the recognition that HIV positive mothers
can transmit the virus to their babies through breast milk
precipitated a terrible public health dilemma in countries like
Ethiopia where incidences of HIV is high. This paper aimed
to assess the EBF knowledge of HIV positive mothers and
associated factors in a selected health institution of West
Oromia (Ethiopia). Results showed that the knowledge of
EBF among HIV positive mothers. Significantly high
proportion, 86.4% and 65.3% of the study participants had
the knowledge on the benefits of exclusively breastfeeding
and its protective role against disease in infant respectively.
Similarly, the majority (80.5%) of the study participants had
knowledge that breast milk alone is enough for six months.
The study identified that educational level, occupation, mode
of delivery had statistically significant with knowledge of
HIV positive mothers on EBF (p<0.05). In other way this
study showed that family size of the respondents had
statistical association with knowledge of EBF (P<0.01). Of
the assumed associated factors considered in this study, HIV
positive mothers whose educational level were secondary
school were about 11.5 times more likely had knowledge
about EBF than the other educational level (AOR=11.525,
95%CI: 1.408-94.340). Moreover, mothers who attended
their delivery mode by caesarean section were 4.928 times
more likely had knowledge about EBF than mothers who
delivered by natural delivery (AOR=4.928, 95%CI:
1.206-20.128).

Keywords EBF Knowledge, HIV Positive Mothers,
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1. Introduction

Exclusive breastfeeding (EBF) has been practiced all over

the world as the best cost effective way of feeding the infants,
particularly in low-income countries (1, 2, 3). According to
WHO, breast milk has the complete nutritional requirements
that a baby needs for healthy development. It is also safe and
contains antibodies that help protect infants and boost
immunity. Consequently, breastfeeding contributes to
reduced infant morbidity and mortality due to diarrhea,
respiratory or ear infections and other infectious diseases (4).

However, the emerging of HIV/AIDS epidemic and the
recognition that HIV positive mothers can transmit the virus
to their babies through breast milk precipitated a terrible
public health dilemma in countries with a high incidences of
HIV. This situation is more worry in countries like Ethiopia
where breastfeeding is a norm and essential for child survival
(5). Mother to child Transmission (MTCT) of HIV is the
primary way that children get infected and without
prevention, over 40% of the children born to HIV positive
mothers get infected (5). Of those infected through MTCT,
over 66% get infected during pregnancy and deliveries,
while 33% get infected through breast-feeding (5). For
children under 2 years of age, this is almost the only way
they get infected (6).

Globally, about 300,000 babies become infected with HIV
through breast milk each year; while at the same time 1.5
million children die each year if the women opt not to
breastfeed (7). For instance, in resource poor settings where
the risks of infant death due to diarrhea diseases and
malnutrition outweighs the risks of HIV transmission, EBF
has been recognized as the best chance of the infant to
receive the nutrients and antibodies needed to survive (8, 9).

In most African countries, EBF for 6 months followed by
rapid cessation is heavily promoted among HIV positive
women. Previous studies carried out in South Africa,
Zimbabwe and Zambia clearly demonstrates that most
women do not practice EBF for 6 months (10, 11). Family
pressure and cultural beliefs surrounding infant feeding
has shown to plays a vital role in a woman’s ability to
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successfully practice EBF for 6 months that requires further
investigation (10, 11, 12).

On the other hand, though HIV transmission through
breast feeding is pervasive in Sub-Saharan Africa, mixed
feeding is also a predominant form of infant feeding as a
result of a combination of traditional, economic conditions
and cultural norms (5). It is also documented that almost all
HIV positive women in this region choose EBF but due to
little information and lack of practical support, the majority
end up with mixed feeding resulting in high rates of postnatal
HIV transmission (4, 8). Yet breastfeeding has remained the
most common culturally accepted method of feeding the
baby in this region as replacement feeding is mostly
associated with stigma and discrimination (13).

In Ethiopia over half of children under six months are
being exclusively breastfed indicating the immediate need
for awareness creation program to improve exclusively
breastfeed practice (14). So this study was conducted with
the purpose of assessing the status of exclusive breastfeeding
practices of HIV positive mothers and its determinants in
selected health institution of Western Oromia (Ethiopia).
This helps to develop useful interventions method to
promote EBF for 6 months. It also explored factors that
enabled success in maintaining EBF for 6 months and drew
some recommendations on how exclusive breastfeeding can
be promoted both at health institutions and community level.

2. Materials & Methods

Description of Study Area

The study was conducted in selected health institution of
West Oromia (Ethiopia), where most of the health service
delivery is largely based on curative, preventive and
promotive health care and rehabilitative services. From this
region West Shoa, East Wollega and West Wollega were
purposively selected.

The health institutions with high number HIV positive
mothers attending ART and PMTCT were selected

purposefully as most of health institutions may have few data.

Depending on the past registry the health institutions
selected were 3 hospitals and 3 health centers, namely:
Ghimbi hospital, Nekemte hospital, Ambo hospital, Ghimbi

health center, Nekemte health center and Ambo health centre.

The hospitals and health centers selected are found in west
wollega (Gimbi woreda), east wollega (Guto Gida woreda)
and west shewa (Ambo zuria woreda) zones.

Design of the study

An institution based cross-sectional study was conducted
through both quantitative and qualitative methods to assess
exclusive breast feeding knowledge of HIV positive
mothers and associated factors in selected health institution
of west Oromia. The study was conducted during January to

May, 2014.

Source population

All HIV positive mothers who attended ART and PMTCT
clinics of the selected health institutions of West Oromia
during the study period.

Study population

All HIV positive mothers having children aged 0-6
months who visited selected health institution of west
Oromia for ART and PMTCT during data collection period.

Inclusion criteria

All HIV positive mothers having children aged 0-6
months and visited ART and PMTCT clinics of the selected
health institution of west Oromia during the study period.

Exclusion criteria

HIV positive mothers who were critically ill and had
hearing impairment in the study area.

Sample Size determination

Quantitative method

Depending on the past registry of the selected health
institution, the total amount of HIV positive mothers who
have children less than six month was about 150 in numbers.
So the sample size was determined by the assumption that
50% of HIV positive mothers not practice EBF with 5%
marginal error and 95%CI and a none response rate of 10%.
Based on this, the actual sample size for the study was
determined using the formula for single population
proportion (15).

This was determined by using the formula:

Zz.p.q.N
n=—-———-—=108
eZ (N-1)+Z2p.q

Where,

n = the required minimum sample size

p= estimated prevalence of HIV positive mothers who
have knowledge on EBF up to 6 Months of children age is
50% since there is no research conducted around the area.

e = margin of error on p (set at 5)

z= standard normal deviate corresponding to 95%
confidence level (=1.96)

N= Target population (N = 150)

NB: 10% was added to cater for non respondent
individuals. Adjusting for non response, a total sample 119
was used for this study.

Sampling Techniques

For the quantitative data collection method, the calculated
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sample size was proportionally allocated to the selected
health institutions of West Oromia based on the average
number of client prior to the study period in the respective
ART and PMTCT centers. Then to select study subjects from
each ART and PMTCT unit, systematic sampling method
was employed by referring client’s registration book during
data collection. The first sample was randomly selected and
then every four samples were taken consecutively leaving
every fifth sample. This action was repeated until the desired
level of sample size was attained.

Data collection procedures

A structured questionnaire first prepared in English were
translated in to Afan Oromo and then translated back to
English to check for consistency was used to collect
information from respondents. Main points included in the
questionnaire were socio- demographic characteristics
(mother age, child age, sex, income, marital/relationship
status, education, religion, occupation, ethnicity), and
knowledge and practices of HIV positive mothers about
exclusive breast feeding.

Pre-testing the questionnaire

The structured questionnaires were pre-tested in the
selected health institution’s ART and PMTCT clinic. The
pre-test were done on 5% of the total sample size. The
questionnaire is then assessed for its clarity, length and
completeness. Some skip patterns were then corrected;
questions difficult to ask were rephrased.

Data collection

Quantitative data

For administering the structured questionnaire, the
principal researcher was responsible for data collection,
analysis and interpretation. Six professionals those who hold
diploma in nursing were recruited to assist the interview.
Trainings were given for two days (including half day of
pretest) on the objective, relevance of the study,
confidentiality of information, respondent’s right, informed
consent and techniques of interview. Moreover class room
practical demonstration of the interview was carried out. The
principal investigator supervised the data collection while
also collecting the data himself. He closely followed the data
collection process throughout the data collection period. All
questionnaires were reviewed each night and morning
sessions were conducted every morning with assistant data
collectors and errors were corrected.

Qualitative data

To compliment the quantitative study, two focus group
discussions were carried out purposively by selecting HIV
positive mothers that didn’t participate in the quantitative

study. The principal investigator carried out the discussion;
field notes were taken and analyzed manually.

Variable

Dependent variables
*  Knowledge

Independent variables

*  Socio-demographic characteristics
*  Antenatal care

*  Delivery assistants

*  Delivery mode

*  Delivery place

*  Breast health problems

*  Work place

Data quality assurance

Quality issues were addressed through the following
measures to ensure that the data generated was complete,
reliable, and above all reproducible using the same methods.
To ensure the quality of data, training of data collectors and
supervisors were undertaken and administration of pre-test
among 5% of the total sample size to assessed its clarity,
length, completeness. The questionnaires were also
translated in to local language to facilitate understanding of
the respondents. Filed Questionnaires were checked daily for
completeness and errors were corrected. Meetings were held
to address problems and clarify issues that could hamper
collection of good data with assistants found to have
problems. In addition to written documentation of responses
from study participants, were done after obtaining verbal
consent to ensure that all feedback are captured for analysis.

Data Processing & Analysis

Data were edited for readability, consistence and
completeness; thereafter it was coded and entered into a
computer using software SPSS (version 20.0). First,

univariate analysis was done to determine various
proportions including: the proportions of the study
participants, who had knowledge about exclusive

breastfeeding. Then bivariate analysis was done to measure
association between the dependent variable and the
independent variables. Their odds ratios (OR) with 95%
confidence intervals (CI) and p-values was obtained. The
findings at this stage helped us to identify important
associations.

Finally, multivariate analysis was performed using the
logistic regression model. Factors that are significantly
associated (p<0.05) with knowledge of HIV positive mothers
on EBF at bivariate analysis were further analyzed in
multivariate analysis to identify factors that were truly
associated with practices of HIV positive mothers on EBF.

Ethical Considerations
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Ethical clearance and permission were obtained from
Wollega University Ethical Review Committee and
permission was secured from the health institutions. Due to
the extreme sensitivity of the research topic ethical issues
were strictly considered. Participants were asked to
participate voluntarily and were also free to withdraw from
the study at any time. Participants were assured of anonymity
and confidentiality throughout the study. The informed
consent was sought from study participants prior to their
participation in the study and the aim of the study was well
explained to them. In order to ensure confidentiality and
anonymity, no participant name was recorded; instead each
participant was identified by a number during the interview.
Confidentiality of individual client information was ensured
for study participants and limiting access to the principle
investigator and research assistants of study information by
storing the completed questionnaires and all documents with
participant information in a lockable cabinet.

3. Results

Descriptive Statistics of Mothers

Out of the 119 sampled HIV positive mothers included in
this study, 118 responded to the questionnaires making a
response rate of 99.2%. A variety of questions were asked to
assess practices of HIV positive mothers on BF and
determinant factors in the study area. Table 1 below shows
the distribution of sampled mothers by age, religion, marital
status, ethnicity, family income, family size, educational
level and occupation. Most of the study participants were
married and received at least basic primary education. About
45.8% of the study participants were in the age range of
25-34 years. Moreover, the ethnic composition and religion
of the study participants showed that nearly about three
quarter (72.0%) of them was Oromo and the majority (45.8%)
of the study participants’ religion was Orthodox.

Similarly as presented in tablel, highest proportion
(49.2%) of study participant were house wives, while the
remaining 23.7%, 18.6% & 8.5% were merchants, civil
servants & farmers respectively. Furthermore, the table also

showed a wide variation among study participants with
regards to average monthly family income. For instance,
about 63.6% of the family earns nearly below 1500
Ethiopian Birr per month, while 25.4% of them earned
1500-2500 birr per month. Yet, insignificant proportion
(11.0%) of the respondents had monthly income greater than
2500birr. Furthermore, this study also revealed that, most of
the study participants (44.9%) had a family size ranging
between land 3.

Knowledge of HIV positive mothers on exclusive
breastfeeding

Table 2 shows the knowledge level of HIV positive
mothers on breastfeeding in this study area. Only 35.6% of
the respondents knew and correctly answered the meaning of
exclusive breastfeeding (EBF). Significantly high proportion,
86.4% and 65.3% of the study participants had the
knowledge on the benefits of exclusively breastfeeding and
its protective role against disease in infant respectively.
Similarly, the majority (80.5%) of the study participants had
knowledge that breast milk alone is enough for six months,
while the remaining study participants believed wrongly that
additional foods need to be introduced within 3 to 6 months
of infant’s life.

This study has pointed out the knowledge of the study
participants regarding how often (frequent) breast milk
should be fed and the possibility of HIV transmission during
breastfeeding. Surprisingly, high proportion of respondents
(78.8%) had no understanding about the number of times
baby should breastfed per day. In contrary, the majority
(93.2%) of the study participants had knowledge of the
possible HIV transmission during breastfeeding as shown in
table 2 below.

This study further indicated the knowledge on the risk of
mixed feeding and the benefits of replacement feeding.
Approximately about 65.3% of the study participants didn’t
know that mixed feeding results in different diseases like
diarrhea, while 48.3% of the respondents had knowledge on
the benefits of replacement feeding.
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g‘g})ie 1. Socio-demographic characteristics of study participants among HIV positive mothers in selected health institution of West Oromia, Ethiopia, May
Characteristics (n=118) n (%) n (%)
Mother Age (years) Marital status
15-24 50 (42.4) Married 101 (85.6)
25-34 54 (45.8) Single 3 (295
35-44 14 (11.9) Divorced 10 (8.5)
>44 0 Widowed 4 (34
Ethnicity Religion
Oromo 85(72.0) Orthodox 54 (45.8)
Ambhara 29 (24.6) Protestant 45 (38.1)
Gurage 434 Muslim 19 (16.1)
Educational level Occupation
Illiterate 24 (20.3) Employed 22 (18.6)
Primary school 51(43.2) Farmer 10 (8.5)
Secondary school 30 (25.4) Merchant 28 (23.7)
College and above 13 (11.0) House wife 58 (49.2)
Monthly Family Income (ETB) Family size
<600 35(29.7) 1-3 53 (44.9)
600-1500 40 (33.9) 4-5 43 (36.4)
1500-2500 30(25.4) 6-7 19 (16.1)
>2500 13 (11.0) >8 3(16.7)

Table 2. Knowledge of HIV positive mothers about breastfeeding in selected health institutions of West Oromia, Ethiopia, May 2014.

Response of study participants (n = 118)

Knowledge indicators

Good Poor
n (%) n (%)
Term EBF 42 (35.6) 76 (64.4)
Benefits of EBF 102 (86.4) 16 (13.6)
Positioning of baby 42 (35.6) 76 (64.4)
Benefits of colostrum/breast milk 94 (79.7) 24 (20.3)
Benefits of colostrum against disease 77 (65.3) 41 (34.7)
Duration of EBF 95 (80.5) 23 (19.5)
Frequency of EBF 25 (21.2) 93 (78.8)
HIV transmission during BF 110 (93.2) 8 (6.8)
Risks of mixed feeding 41 (34.7) 77 (65.3)
Replacement feeding 57 (48.3) 61 (51.7)

Factors associated with knowledge of EBF among HIV
positive mothers

In bivariate analysis, child age, occupation, family size
and mode of delivery have significant association with
breastfeeding knowledge (p < 0.05), whereas ethnicity,
religion, marital status, had no significant association with
knowledge of HIV positive mothers about EBF (p > 0.05).
Moreover, mother age, family income, religion, ethnicity,
work place and antenatal care of the respondent had also no
association with knowledge of HIV positive mothers about
EBF (p > 0.05). More over in bivariate analysis, delivery
assistant and delivery place, breast health problems had no
association with knowledge of HIV positive mothers about
EBF (p>0.05). But only educational level of the respondents
had statistical association with EBF (P<0.01).

In multivariate analysis, mother age, place of delivery,
child age, breast health problems, mode of delivery, marital
status, ethnicity, religion, work place did not show any
association with the practices of exclusive breastfeeding

(p>0.05). But, the finding of the study identified that
educational level, occupation, mode of delivery had
statistically significant with knowledge of HIV positive
mothers on EBF (p<0.05). HIV positive mothers whose
educational level were secondary school were about 11.5
times more likely had knowledge about EBF than the other
educational level (AOR=11.525, 95%CI: 1.408-94.340).
HIV positive mothers whose occupation merchant was 0.157
less likely had knowledge about EBF than mothers with
other type of occupation (AOR=0.157, 95%CI: 0.028-0.879).
Moreover, mothers who attended their delivery mode by
caesarean section were 4.928 times more likely had
knowledge about EBF than mothers who delivered by
natural delivery (AOR=4.928, 95%CI: 1.206-20.128).

This study further showed that family size of the
respondents had statistical association with knowledge of
EBF (P<0.01). HIV positive mothers who had a family size
of 6-7 were 0.115 times less likely had knowledge about
EBF than the other family size as shown in table 3 below.
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4. Discussion

This study has documented the status of knowledge and
associated factors of EBF among HIV positive mothers
attending ART and PMTCT in selected institutions of West
Oromia, Ethiopia. This study has revealed that most of the
study participants (35.6%) did not know the meaning of
EBF. This may be due to the low level of education of study
participants and lack of information on breastfeeding. A
study report by Bovell-Benjamin et al., (2001) also
indicated that, lack of enough information and knowledge
regarding optimal duration of exclusive breastfeeding and
its benefits has been considered as one of the factors
contributing into early cessation of exclusive breastfeeding
(17). However, results of this finding (35.6%) is much
less than the study conducted in all the tertiary health
institutions in Plateau state among the female resident
doctors to assess their knowledge and practice of EBF
which showed all had good knowledge (100.0%) of the
term EBF(16).

Few of the respondents explained the meaning of the term
exclusive breastfeeding. They said that “exclusive
breastfeeding mean that giving only food without addition of
extra foods until child reach six months”.

The study further showed that knowledge of the study
participants on the benefits of colostrum was generally good.
About 65.3% of HIV positive mothers responded that
colostrum protects the infant from disease, whereas 34.7%
of them didn’t know the role of colostrum against disease
for infants who breastfeed exclusively. This figure is again
less than the study conducted in Kishangaj Bihar, India that
showed about 73.6% of the mothers believed that colostrum
increases the immunity [19].

The majority of the respondents said that “colostrum and
breast milk are nutritious and they protect the child from
different diseases”.

Although colostrum is important for the baby as it
contains more protein [10% compared to 1% in mature
milk], immunoglobulins [IgA], lactoferrin, white blood
cells, vitamin A, zinc and less fat which are important for
immune defenses of the baby during the initial days of life
[18]; this particular study result showed only 24.6% of
mothers who had the knowledge on the nutritional use of
breast colostrums. However, the study identified that
majority (80.5%) of HIV mothers had knowledge about
breast milk alone for six months as sufficient for infants.
The remaining significant proportion of mothers (19.5%)
had no idea about exclusively breastfeeding for six months
and they believe that infants should take additional food
with breast milk starting from 3 to 6 months of infant’s life.
Study conducted elsewhere in India Kishangaj, Bihar
showed that about 86.8% of the mothers had practices of
EBF up to 6 months, while the remaining 0.8%, 7.8%, 34.1
of the mothers were practiced EBF only for 1-2 months, for
2-4 months and for 4-6 months respectively [19].

Some HIV positive mothers said that “exclusive
breastfeeding is better to protect the baby from different
diseases like diarrhea and we are doing so”.

The overwhelming evidence that breast milk contains
HIV and that the infant can contract HIV through
breastfeeding has made many women not to practice EBF
[20]. Similarly this study has identified the awareness of
HIV positive mother on HIV transmission during
breastfeeding and found that 80.5% mothers had knowledge
of HIV transmission during breastfeeding. This finding is
slightly lower than a research result conducted at Addis
Ababa reported as 95.47% of the respondents knew the
possible transmission of HIV during breast feeding [21].

Moreover, about 60.2% of the study participants had no
knowledge about the risk of mixed feeding. This finding is
much larger than the study conducted on infant feeding
practice among HIV positive mothers in Nigeria, Lagos in
which 10.6% of the study participants had poor knowledge
on mixed feeding [22].

Likewise, the study identified knowledge of replacement
feeding. About 48.3% of the respondents had knowledge of
replacement feeding. This finding is less than another study
conducted in Gurage Zone, Ethiopia in which 60% of the
study participants had an awareness of exclusive
replacement feeding of infants before six months, born to
HIV positive mothers [23].

Regarding associated factors, in multivariate analysis
marital status, mother age, child age, ethnicity, religion did
not show any association with the practices of exclusive
breastfeeding (p>0.05). The study is in line with the study
conducted in Botswana, in which marital status, mother age,
child age, ethnicity, religion had no association with
knowledge of BF (p>0.05) [24].

This study revealed that educational level had statistically
significant with knowledge of HIV positive mothers on
EBF (p<0.05). HIV positive mothers whose educational
level were secondary school were about 11.5 times more
likely had knowledge about EBF than  the other
educational level (AOR=11.525, 95%CI: 1.408-94.340).
The finding of the study is similar with the study conducted
in Botswana in which counseling and/or education on infant
feeding was significantly associated with knowledge of
breastfeeding (OR (95% CI) 5.91 (1.06 to 34.31)) [24].
Similar findings by Iliyasu Z. et al [25] indicated that
maternal education enhances mothers’ understanding and
appreciation of the demands and benefits of EBF, and
empowers them to resist external interferences and
pressures.

Adequate knowledge on exclusive breastfeeding is a
central implement that navigates the course of breastfeeding
stability and distinctiveness amongst mothers [26]. This
study showed that family size of the respondents had
statistical association with knowledge of EBF (P<0.01).
HIV positive mothers who had a family size of six to seven
were 0.115 times less likely had knowledge about EBF than
those less than family size of six as shown in table 3 below.
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Table 3. Factors associated with knowledge of EBF among HIV positive mothers in selected health institutions of West Oromia, Ethiopia, May 2014.

Variables knowledge (%) 95%CI
Yes No COR AOR P-value
Education illiterate 15 (62.5) 9(37.5) 1 1
1ry school 39 (76.5) 12 (23.5) 4.654 (.844-25.660) 7.059 (.774-64.394) .083
2ry school 21(70.0) 9(30.0) 16.077 (3.141-82.297)**  11.525 (1.408-94.340)* 023
>College 10 (76.9) 3(23.1) 6.286 (1.185-33.346) *  7.350 (.905-59.677) .062
Occupation Employed 15 (68.2) 7 (31.8) 1 1
Farmer 7 (70.0) 3 (30.0) 278 (.100-.778)* 1.254 (.266-5.901) 175
Merchant 17 (60.7) 11 (39.3) 487 (.126-1.890) 157 (.028-.879)* .035
Housewife 46 (79.3) 12 (20.7) .562 (.223-1.415) 1.125 (.304-4.168) .860
Child age 0-1 month 7 (63.6) 4 (36.4%) 1 1
1- 2 month 3 (18.8) 13 (81.2) 132 (.023-.764)* .309 (0.040-2.369) 259
2-3 month 11 (68.8) 531.2) 1.257 (.249-6.357) 1.794 (.269-11.962) .546
3-4 month 9 (50.0) 9 (50.0) 571 (.123-2.658) 904 (0.156-5.230) 911
4-5 month 16 (53.3) 14 (46.7) 653 (.157-2.709) 1.037 (.192-5.614) .966
5- 6 month 21 (77.8) 6(22.2) 2.000 (0.437-9.210) 5.174 (.790-33.881) .086
Family size 1-3 40 (75.5) 13 (24.5) 1 1
4-5 27 (62.8) 16 (37.2) 495 (216-1.135) 331 (.111-.990) .048
6-7 16 (84.2) 3(15.8) 275 (.092-.824)* 115 (.025-.521)** .005
>8 2 (66.7) 1(33.3) .944 (.080-11.152) 1.191 (.057-24.720) 910
Delivery mode Natural delivery 69 (73.4) 25 (26.6) 1 1
Caesarian section 16 (66.7) 8(33.3) 297 ((115-764)* 4.928 (1.206-20.128)* .026

** = P < 0.01(statistical association), * = P < 0.05 (Statistically significant), COR=Crude odds ratio,

AOR= Adjusted odds ratio
5. Conclusions

Based on the finding of this study it is concluded that
HIV positive mothers had limited knowledge on EBF.
Moreover, the knowledge of mother in understanding about
the term of EBF stood at 64.4%, frequency per day the baby
should be breastfeed was 78.8%, and the knowledge on the
use of replacement feeding was found to be 51.7%.

Regarding associated factors it is concluded that, mother
age, place of delivery, child age, breast health problems,
mode of delivery, marital status, ethnicity, religion, work
place did not show any association with the practices of
exclusive breastfeeding (p>0.05) whereas, educational level,
occupation, mode of delivery had statistically significant
with knowledge of HIV positive mothers on EBF (p<0.05).
In other way this study showed that family size of the
respondents had statistical association with knowledge of
EBF (P<0.01).
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