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Background. Exclusive breastfeeding is an important strategy for improving child health. However, the practice of exclusive
breastfeeding among employees is very low in developing countries including Ethiopia. Objective. +e objective of this study was
to assess the knowledge and practice of employed mothers towards exclusive breastfeeding and its associated factors in Mecha
district, Amhara Region, Northwest Ethiopia, 2019. Methods. A cross-sectional study was conducted from April 05 to June 30,
2019. A stratified random sampling technique was applied. Data were analyzed using statistical package for social sciences (SPSS)
version 23 software. Multivariate logistic regression was used to determine predictors of knowledge and practice. Result. A total of
449 participants were enrolled with a response rate of 95.54%.+e study revealed that 92.1% (95% CI: (89.5–94.6)) of participants
had good knowledge. However, only 38.5% (95% CI: (33.8–42.9)) employed mothers breastfeed their babies exclusively. Certain
predictors such as maternity leave (AOR� 0.31, 95% CI:(0.10–0.91), p value� 0.03), mothers’ level of education (AOR� 2.97, 95%
CI: (1.66–5.34), p value <0.001), support from husbands(AOR� 0.26, 95% CI (0.14–0.47), p value <0.001), and actual time to
return back to their work(AOR� 0.21; 95% CI: (0.08–0.51), p value� 0.01) were statistically associated with exclusive breast-
feeding. Conclusions and Recommendations. +e knowledge and practice of employed mothers towards exclusive breastfeeding
were affected by the number of predictors. Exclusive breastfeeding practice among employed mothers was low. It is advisable to
give some flexible working hours for breastfeeding mothers.

1. Introduction

Appropriate exclusive breastfeeding (EPF) practice is de-
fined as feeding only breast milk and no other liquids or
solids, even water, with the exception of medicines pre-
scribed by health professionals to the child age less than 6
months of age [1]. Human milk is a God-given natural
phenomenon; the hormonal and immunological constituent
of human milk provides growth and development to the
brain, contributing to the motor and sensory [2]. Moreover,
breastfeeding [3] has countless advantages including emo-
tional attachment, being economically sound, and physical
remuneration to the mother’s wellbeing. Breastfeeding is an
important public health strategy for improving infant and

child morbidity and mortality, improving maternal mor-
bidity, and helping to control healthcare costs. Breastfeeding
is associated with a reduced risk of otitis media, gastroen-
teritis, respiratory illness, sudden infant death syndrome,
necrotizing enter colitis, obesity, and hypertension [4].
Nutritional deficiencies and infectious diseases are the
leading causes of child mortality in developing countries.
Breastfed infants have a reduced risk of malnutrition and
common childhood infectious diseases [5–7]. Globally, 60%
of the 10.9 million under-five children death annually occur
due to malnutrition, inappropriate infant feeding practices,
and infectious disease, and over two-thirds of these deaths
occur during the first year of life [8]. In developing countries
including Ethiopia, appropriate practice of EBF can prevent
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13% of under-fivemortality [9]. Inappropriate infant feeding
practice could have a negative effect on child growth and
development where accessibility of basic health serves is not
sufficient [10, 11]. In Ethiopia, almost all children (97%) are
breastfed at some point in the life time. However, only 58%
of infants under the age of 6 months are exclusively
breastfed, and exclusive breastfeeding declines with age from
74% in infants aged 0-1 months to 36% in infants aged 4-5
months [12]. In our contemporary society, employed
women are actively involved in paid job which has strict laws
and codes of conduct which may not enable them to have
adequate time to practice exclusive breastfeeding [11]. In
Somali regional state of Ethiopia, exclusive breastfeeding
practices were very low among employed mothers with a
prevalence of 24.8 and 82.9% in employed and unemployed
mothers, respectively [13]. +e prevalence of exclusive
breastfeeding in the study area was reported as 47% in
infants of aged between 6–12 months [14]. +is evidence
clearly shows us that the potential public health importance
of EBF to reduce the burden of under-five mortality is still
untapped in Ethiopia, and employed mothers (mothers who
are working for, at least, 8 hours per day outside of their
home paid by salary pay roll in order to generating an in-
come for their survival in addition to the work they perform
at home in raising their child) stay far apart from their child
due to their work. So that, more detailed understanding of
the knowledge and practice of employed mothers towards
EBF in Ethiopia is needed to develop effective interventions
to improve the rates of EBF and, thus, reduce infant
mortality.

2. Objective

+e study was aimed to assess the level of knowledge and
practice of employed mothers towards exclusive breast-
feeding and associated factors in Mecha district, Northwest
Ethiopia, 2019.

3. Methods

3.1. StudyDesign. An institution-based cross-sectional study
design was employed.

3.2. Study Area and Period. +e study was carried out in
Mecha district which is located 530 km from Addis Ababa,
the capital city of Ethiopia. Based on the 2010 Ethiopian
Calendar (E.C.) population profile, Mecha district has a total
population of 390, 237, of whom 193,167 are women. As per
the official report of Mecha district, currently, the district has
52 kebeles (the smallest administrative structural unit of land
within a given population) with a total employed population
of 9527. +ere are 4655 female employed residents in the
district, of which 1497 women employees had children in the
age of 6–23 months. +e employing organization/facility
distribution in the district comprises 10 health centers, 38
health posts and one district hospital, 68 primary schools, six
secondary schools, one high school, and 26 office sectors
owned by the government. +ere are also two medium
clinics, 10 primary clinics, 10 drug stores and one pharmacy

operating in the woreda/district (an administrative struc-
tural unit of land which contains many kebeles, or it is an
administrative structural unit next to kebele), and 1954 small
enterprises. +e study was conducted from April 05 to Jun
30, 2019.

3.3. Source and Study Population. +e source populations
were all employed mothers who had children aged 6–23
months and who were living in Mecha district. All selected
employed mothers who had children in the age of 6–23
months living in the district were the study population.

3.4. Eligibility Criteria. In order to examine knowledge and
practice of exclusive breastfeeding, the study only integrates
employed mothers who had children aged 6 to 23 months.
+ose mothers who were not biological mothers (care
givers) or seriously ill mothers who did not come to the work
place at the time of data collection were excluded.

3.5. Study Variables

3.5.1. Dependent Variables. Knowledge (good/poor) and
practice (appropriate/inappropriate) of exclusive breast-
feeding. Appropriate exclusive breastfeeding (EPF)
practice is defined as feeding only breast milk and no other
liquids or solids, even water, with the exception of
medicines prescribed by health professionals to the child
age less than 6 months of age. Inappropriate EPF practice
is feeding of any solids/liquids in addition to breastfeeding
in the first six months of age of infants. Practice-related
data collection tools were included; did you provide any
additional food for your current child with in the first six
months? Did you give water for your current child during
the first six months? When did you start first breastfeeding
and did you feed the colostrum soon after birth to your
new baby? We asked the following ten yes or no
knowledge-related questions for employed mothers: 1.
breastfed children are more benefitted than formula milk-
fed children, 2. breast milk contains all the essential
nutrients for a newborn child, 3. breastfeeding is a good
contraceptive method, 4. semisolid/solid foods should be
introduced to the baby at six months of age, 5. exclusive
breastfeeding does not prohibit giving of water to the
infant, 6. breastfeeding promotes mother-baby attach-
ment, 7. immune systems of breastfed infants are more
developed than formula-fed infants, 8. did you feed the
initial yellow breast milk (colostrum) soon after birth to
your new baby? 9. colostrum is nutritionally useless for
the baby and should be discarded, and 10. a new born baby
should suck breast milk before a minimum of one day
following delivery, and each correct answer was given a
value of 1 and an incorrect answer a value of 0. After
computing the sum for each respondent and mean, it was
dichotomized into having good knowledge for mothers
who correctly answered ≥mean and poor knowledge for
mothers who correctly answered <mean.
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3.5.2. Independent Variables. Sociodemographic and eco-
nomic variables such as maternal age, education level,
marital status, age of the infant, and nature of work, other
work-related factors that include lack of on-site child care,
temporary separation of baby, and time of work, and other
factors such as counseling about breastfeeding and deliver
place of mothers were considered as independent variables
under study.

3.6. Sample Size Determination. +e required sample size of
the study participants were determined by using a single
population proportion formula.

n �
(Zα/2)

2
P(1 − P)

d
2 , (1)

where n� is the minimum sample size required, Z� critical
value at 95% confidence interval (1.96), P� reported prev-
alence which is 34.95% [15], and d�margin of error between
sample statistics and the population parameter (5%).

n �
(Zα/2)

2
P(1 − P)

d
2 �

(1.96)
2 ∗ 0.3495(1 − 0.3495)

(0.05)
2 � 349.

(2)

Adding 10% nonresponse rate, the sample size was 401.
To determine sufficient sample size for representative-

ness of the study population, we used Epi Info software in
sample size calculation of statistically significant factors of
employed mother’s exclusive breastfeeding practice from
previous studies conducted in Ethiopia. +e largest sample
size was found from jobs offering leave with prevalence of
49.5, an odds ratio of 1.86, 80% of power, and in 95% CI with
sample size of 409. +e final sample size, taking 10% none
response rate, was 449.

3.7. Sampling Technique. +e study participants were se-
lected through a stratified sampling technique. Government
and private employees were considered as strata. Sampling
frame/lists of all government- and private-employed
mothers having children aged 6–23 months were obtained
from district salary payrolls. According to Mecha district
2019 salary payroll and other enterprises, 1497 employees
had children in the age of 6–23 months (960 government
and 537 private employees). Sampling distribution with
population proportion was performed in each stratum, and a
simple random sampling technique was employed to get the
required sample.+e required study subjects in each stratum
were identified using computer random number generator
software from three-digit-number-coded sampling frames
to get the required sample (449 women, 288 from the
government, and 161 private sectors proportionally with
respect to strata population) and sorted by the ascending
order of numbers.

3.8. Data Collection and Procedures. A self-administered
structured questionnaire adapted from different literatures
[1, 12, 14–20] and modified according to the local context by

the investigators was used to collect data concerning dif-
ferent independent variables. Five nurse data collectors and
2 senior health officer supervisors were recruited, and they
took one-day training about the variables and were assigned
in different health institutions. +e questionnaire was de-
livered by hand to the respondents at their duty stations
during working hours through data collectors. It was issued
and collected after a week to give respondents enough time
to answer the questions.

3.9. Data Quality Assurance. To ensure the data quality,
questionnaires were collected by data collectors who can
speak the local language, and training was given to them.+e
data collection tools were pretested on 45 random samples
for consistency of understanding, review of tools, and
completeness of data items. Based on the pilot data result,
the necessary amendments were made on the final ques-
tionnaire. +e quality of data was controlled by supervisors
and investigators. Any problem traced was immediately
communicated to data collectors for giving corrections. All
daily collected data were checked by the supervisor for
completeness and consistency. Finally, the investigators
monitored the overall quality of data collected.

3.10. Data Management and Analysis. After checking
completeness, the data were entered into Epi Info (version
7.2.2.6) and exported to Statistical Package for Social
Sciences (SPSS) version 23 for analysis. Data were edited,
coded, summarized, and analyzed using descriptive and
binary logistic regression methods which illustrated the
diverse findings of the study. First, all factors were ana-
lyzed using bivariate analysis; of them, those predictors
whose p value ≤0.2 had been selected for multivariate
analysis. In multivariable logistic regression, variables
that had p value ≤0.05 were statistical significant. A result
of the study was presented in frequency tables and texts
with clear labeling.

3.11. Ethical Considerations. Ethical approval was taken
from the Bahirdar University ethical review committee.
Mecha district health and administrative office approval
was also obtained. Letters of cooperation from kebeles
administrators were secured before data collection. +e
study neither involved any experiment on human subjects
nor conducted without the consent of the study partici-
pants. Above all, the researcher did not ask the study
participants to engage into risks as a result of participating
in this study. Besides, informed verbal consent was ob-
tained from the key respondents during data collection.
+e respondents were given the right to refuse or take part
in the study. +e primary data collection in the organi-
zation was conducted under the permission of the con-
cerned bodies and without any offence in participants’
interest. Privacy and confidentiality of information given
by each respondent was kept properly through secured the
gathered data from anyone.
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4. Results

4.1. Sociodemographic Characteristics. A total of 429
employedmothers participated in the study whichmakes the
response rate of 96%. +e average age of the mother was 29
years with a standard deviation of ±5.8. About 64.6% of
respondents were of the age between 25–35 years. Among
the respondents, 62% of them came back to their work after
leave and 72% of employed mothers had maternity leave of
more than 4months. Among employedmothers, 64.1% were
government employed and the rest were private organiza-
tion employed. About 54.8% of respondents had an edu-
cation level of certificate and below. +e majority of
respondents (71.1%) were urban citizens, and 92.8% of re-
spondents were orthodox religion followers. Of the re-
spondents, 66.7% got support from their husbands to
breastfeed their baby (Table 1).

4.2. Child Characteristics. +e study revealed that majority
(83.2%) of respondents’ gestational ages at birth were 37–42
weeks, and 91.4% of respondents gave the current birth at the
health facilities. About 47.1% of participants had another
experience of delivery. Most of (88.8%) the participants fed
colostrum soon after birth. Only 10.5% of responds had a
private place to express breast milk and breast feed in their
workplace (Table 2).

4.3. Knowledge of Respondents towards Breast Feeding.
Generally, 92.1% of respondents had good knowledge about
exclusive breastfeeding. A majority (93.5%) of mothers had
knowledge on the essentiality of breast milk for a newly born
baby. Many respondents in the current investigation (90.9%)
assured that breastfeeding increases the attachment of their
baby with them. On the other hand, the majority of re-
spondents (83.9%) had knowledge about the immune system
of breastfeeding for infants, and 78.6% of the respondents in
the current study had knowledge that their babies should
suck breast milk before a minimum of one day after birth
(Table 3).

4.4. Mothers’ Appropriate Practice towards Exclusive
Breastfeeding. Only 38.5% of respondents had practiced
appropriate exclusive breastfeeding. Majority of respondents
(88.8%) fed colostrum soon after giving birth to their babies.
About 85.1% of respondents started initiating breastfeeding
with 0–6 hours of birth (see Table 4).

4.5.Univariate andMultivariable Logistic Regression forGood
Knowledge. First delivery for the participant, age of the
mother, education level, maternity leave, actual time to
return back to work, private place for breastfeeding in the
institution, occupation, birth at health facilities, support of
husband for breastfeeding, residence, and marital status
were the significant explanatory variables in univariate
analysis of knowledge (Table 5). Actual time to return back
to work, residence, and marital status were statistical sig-
nificant for multivariable logistic regression of knowledge.

+e employed mothers whose actual time to return back to
their work is less than four months were less likely to have
good knowledge as compared to those employed mothers
whose actual time to come back to their work place is more
than four months (AOR� 0.15; 95% CI: (0.04–0.67), p

value� 0.01). On the other hand, the employed mothers who
lived in an urban area were 3.09 times more likely to have
good knowledge as compared to employed mothers who
lived in a rural area (AOR� 3.09, 95% CI; (1.12–8.50), p

value� 0.03). Employed mothers who were married were 5.6
times more likely to have good knowledge as compared to
widowed employed mothers (AOR� 5.6, 95% CI:
(1.21–9.62), p value� 0.04) (Table 5).

4.6. Univariate and Multivariable Logistic Regression for
Appropriate Exclusive Breast Feeding Practice. Similarly
variables that stated significant explanatory variables under
univariates analysis of knowledge were also significant ex-
planatory variables in univariate analysis of practice (Ta-
ble 6). From these, educational level, maternity leave, actual
time to return back to work, and support of the husband for
breastfeeding were statistical significant for multivariable
logistic regression of practice. Employed mothers whose
actual time to return back their work is less than fourmonths
were less likely to have good practice compared with
employed mothers whose actual time to return back to their
work place is more than four months (AOR� 0.21; 95% CI:
(0.08–0.51), p value� 0.01). Participants whose educational

Table 1: Sociodemographic characteristics and related information
of respondents in Mecha district, Northwest Ethiopia, 2019
(n� 429).

Variables Category Frequency Percentage

Actual time back to
work

Less than 4
months 163 38.0

4 months and
above 266 62.0

Educational status
Certificate and

below 235 54.8

Above certificate 194 45.2

Maternity leave
taken

Less than 4
months 120 28.0

4 months and
above 309 72.0

Occupation Government 275 64.1
Private 154 35.9

Support from the
husband

No 143 33.3
Yes 286 66.7

Marital status
Married 403 93.9
Divorced 24 5.6
Widowed 2 0.5

Age of the mother
<25 69 16.1
25–35 277 64.6
>35 83 19.3

Residence Urban 305 71.1
Rural 124 28.9

Religion
Orthodox 398 92.8
Muslim 24 5.6
Others 7 1.6
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level is greater than certificate were 2.97 times more likely to
have good practice in exclusive breastfeeding as compared to
those employed mothers whose education level is less or

equal to certificate (AOR� 2.97, 95% CI: (1.66–5.34), p value
<0.001). Employed mothers who got maternity leave less
than four months were less likely to have good practice as

Table 3: Respondents’ knowledge towards breastfeeding in Mecha district, Northwest Ethiopia, 2019 (n� 429).

Variables Category Frequency Percentage

Had good knowledge (say yes≥mean of the following ten questions) No 34 7.9
Yes 395 92.1

Breastfed children are more benefitted than formula milk-fed children. No 96 22.4
Yes 333 77.6

Breast milk contains all the essential nutrients for a newborn child No 28 6.5
Yes 401 93.5

Breastfeeding is a good contraceptive method No 116 27
Yes 313 73

Semisolid/solid foods should be introduced to the baby at six months of age No 47 11
Yes 382 89

Exclusive breastfeeding does not prohibit giving water to the infant No 215 50.1
Yes 214 49.9

Breastfeeding promotes mother-baby attachment No 39 9.1
Yes 390 90.9

Immune systems of breastfed infants are more developed than those of formula-fed infants No 360 83.9
Yes 69 16.1

Feed initial yellow breast milk (colostrum) soon after birth to your new baby No 48 11.2
Yes 381 88.8

Colostrum is nutritionally useless for the baby and should be discarded No 350 81.6
Yes 79 18.4

A new-born baby should suck breast milk before a minimum of one day following delivery No 92 21.4
Yes 337 78.6

Table 4: Practice of employed mothers towards exclusive breastfeeding in Mecha district, Northwest Ethiopia, 2019 (n� 429).

Characteristics Category Frequency Percentage

Did you provide any additional food for your current child within the first six months? No 173 40.3
Yes 256 59.7

Did you give water for your current child during the first six months? No 165 61.5
Yes 264 38.5

When did you start first breastfeeding?

0–6 hours 365 85.1
7–12 hours 39 9.0
13–24 hours 11 2.6
After the first

day 14 3.3

Did you feed the colostrum soon after birth to your new baby? No 48 11.2
Yes 381 88.8

Appropriate exclusive breastfeeding practice (feeding of child only breast milk for the first six
months except prescribed medications)

No 264 61.5
Yes 165 38.5

Table 2: Respondents’ child characteristics and related information in Mecha district, Northwest Ethiopia, 2019 (n� 429).

Variables Category Frequency Percentage

Feed the colostrum soon after birth No 48 11.2
Yes 381 88.8

Is this your first child? No 202 47.1
Yes 227 52.9

Have a private place to express breast milk No 384 89.5
Yes 45 10.5

Gestational age (at birth)
37–42 weeks 357 83.2
<37 weeks 29 6.8
>42 weeks 43 10

Current child birth at health facilities No 37 8.6
Yes 392 91.4
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compared to those employed mothers who got maternity
leave greater or equal to four months (AOR� 0.31, 95% CI:
(0.10–0.91), p value� 0.03).Women who did not get support
from their husbands to use exclusive breast milk were less
likely to have good practice in exclusive breastfeeding as
compared to those employed mothers who got support from
their husbands (AOR� 0.26, 95% CI (0.14–0.47), p value
<0.001) (Table 6).

5. Discussion

In this study, among employed mothers, 92.1% of them had
good knowledge towards exclusive breastfeeding, and this
finding was consistent with a study conducted in Ambo
(90.8%) [17] and was greater than a study conducted in Kigali
(74.4%), Axum town, and Gondar town (70%) [15, 18, 19],
respectively. But, it is less than the study conducted in Injibara
(96.3%) [21]. +e possible reason might be the time of study.

Consistent with [22], the current study indicates that
exclusive breastfeeding practice was 38.5%, but this is much
lower than the WHO recommendation on exclusive
breastfeeding, 90%. +e possible reason might be lower
breastfeeding centers at the working place and no enough
time for maternity leave. +is finding is also in line with the
findings of a study conducted in Ruanda Kigali (34.4%) and
Debre Markos (34.5%) [15, 18], respectively. +e finding of
this study is greater than the study conducted in Jordan
(20.9%), USA (22%), Bangladesh Ad-Din Hospital (21%),
and Gondar (20.9%) [23–26], respectively.

Employed mothers who hadmaternity leave greater than
four months had appropriate practice in exclusive breast-
feeding as compared to those employed mothers who had

maternity leave less than four months. +is finding is
supported by one of the previous research [15]. +e asso-
ciation between exclusive breastfeeding practice and the
duration of materiality leave is also in line with the findings
of the study conducted in Australia [27]. +e potential
reason for this might be that mothers who got extended
maternity leavemight be free from their normal work load in
their work place to give attention for their child and the
maternity leave period less than four months might be too
short considering that the recommended period of exclusive
breastfeeding was 6 months.

+e level of education plays a significant role for the
practice of exclusive breastfeeding, and the result related to
this finding is supported by the previous investigation [20].
Employed mothers who have high level of education ac-
quired better information and practice of exclusive breast-
feeding. Hence, employed mothers with low level of
education had inadequate information about exclusive
breastfeeding. Mothers educated higher than certificate may
be more exposed to the media and have better under-
standing on nutrition and health of their infant. +ey may
also have greater authority to improve their family and
childhood survival strategies, such as appropriate exclusive
breastfeeding.

In the current study, it is declared that those employed
mothers who got support from their husbands for
breastfeeding had better practice in exclusive breast-
feeding. Employed mothers who were not supported by
their husbands less likely practiced exclusive breast-
feeding as compared to employed mothers who were
supported by their husbands which in line with previous
research which was conducted in Goba district, Southeast

Table 5: +e univariate and multivariate logistic regression analysis for knowledge of employed mothers in Mecha district, Northwest
Ethiopia, 2019 (n� 429).

Variables Category Poor knowledge
(n� 37)

Good knowledge
(n� 392) COR (95%CI) AOR (95%CI) p value for COR/

AOR

First baby No 19 183 0.83 (0.42, 1.63) 0.87 (0.21, 3.62) 0.07/0.61
Yes 18 209 1 1

Age of the mother

<25 12 57 0.50 (0.19, 1.32) 0.94 (0.22,
4.04) 0.16/0.93

25–35 17 260 1.63 (0.68, 3.92) 1.85 (0.52,
6.57) 0.27/0.34

>35 8 75 1 1

Educational level <certificate 25 210 0.55 (0.27, 1.13) 1.05 (0.36, 3.10) 0.10/0.93
Certificate and above 12 182 1 1

Maternity leave <4 months 22 98 0.23 (0.11, 0.46) 0.75 (0.18, 3.18) 0.00/0.70
≥4 months 15 294 1 1

Actual time to return back to work <4 months 28 135 0.17 (0.08, 0.37) 0.15 (0.04, 0.67) 0.00/0.01∗∗
≥4 months 9 257 1 1

Have a private place for
breastfeeding

No 35 349 0.46 (0.11, 2.06) 0.41 (0.06, 2.72) 0.18/0.36
Yes 2 43 1 1

Occupation
Government
employee 14 261 3.1 (1.55, 6.55) 1.79 (0.48,

6.70) 0.002/0.39

Private employee 22 132 1 1

Birth at health facilities No 8 34 0.34 (0.14, 0.81) 1.65 (0.41, 6.67) 0.01/0.39
Yes 29 358 1 1

Support of the husband No 17 126 0.56 (0.26, 1.08) 0.66 (0.21, 2.06) 0.09/0.47
Yes 20 266 1 1

Residence Urban 19 286 2.56 (1.3, 5.06) 3.1 (1.12, 8.57) 0.007/0.03∗∗
Rural 18 106 1 1

Marital status

Married 27 376 13.9 (0.85,
228.8) 5.6 (1.21, 9.62) 0.06/0.04∗∗

Divorced 9 15 1.67 (0.90,
30.06)

2.77 (0.9,
12.98) 0.73/0.13

Widowed 1 1 1 1
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Ethiopia [16]. +e possible reason might be that when
partners involved, the mothers will have enough time and
also become economically stable. Mothers might be in
pain after the delivery of their baby, have problem with
holding and positioning the baby, and need extra help for
breastfeeding. Consequently, husbands’ support might be
very important at this stage, and the support can sig-
nificantly encourage mothers to advance breastfeeding
performances, to overcome breastfeeding challenges and
to build up their confidence level.

Similar with findings of the study in [28–30], this
study revealed that those employed mothers who came
back to their work after four months of delivery had
better EBF practice than those who came back before four
months. Hence, even though employed mothers who
come back to work before four months have good
knowledge about the use of exclusive breastfeeding, they
cannot practice it practically because such mothers may
be forced to detach from their babies at working hours
and introduce formula milk for their infants earlier as
compared to employed women who return to work
greater than 4 months.

6. Limitations of the Study

Since the data were collected at the work place of
employed mothers, they need to give attention for their
work rather than the questionnaires. Infants exclusive

breastfeeding practices were determined on maternal self-
report, and recall biases, especially for those who had
older children, might occur. Since the study was cross
sectional, it shows only the temporal relationship between
variables.

7. Conclusions and Recommendation

Marital status, residence, and actual times of mothers to
return back to work were statically significant for mothers’
good knowledge towards EBF. Mothers’ level of educa-
tion, support from husbands, maternity leave, and actual
time of mothers to return back to their work place were
statistically significant for appropriate practice of exclu-
sive breastfeeding. Generally, the level of exclusive
breastfeeding practice among employed mothers in the
study area was low as compared with the World Health
Organization (WHO) recommendation. Actual time to
return to work from leave was statistically associated for
both knowledge and practice of exclusive breastfeeding.
For employed mothers, it is advisable to use their annual
leave after the end of the maternity leave. Husbands
should actively support their wives in the practice of
exclusive breastfeeding. For the policy makers, it is ad-
visable to revise the existing maternity leave to extend for
some additional months. Government should work on
mothers’ education to increase the exclusive breastfeeding
practice.

Table 6:+e univariate andmultivariate logistic regression analysis for practice of employedmothers inMecha district, Northwest Ethiopia,
2019 (n� 429).

Variables Category Poor practice
(n� 264)

Good practice
(n� 165) COR (95%CI) AOR (95%CI) p value for COR/

AOR

First baby No 122 80 1.1 (1.23, 13.87) 1.06 (0.44, 2.59) 0.05/0.89
Yes 142 85 1

Age of the mother

<25 46 23 0.8 (0.30, 0.83) 1.10 (0.42, 2.92) 0.03/0.81

25–35 167 110 1.05 (1.52, 2.84) 0.871
(0.44, 1.72) 0.04/0.84

>35 51 32 1 1

Educational level ≤certificate 129 106 1.9 (1.26, 2.8) 2.97 (1.66, 5.3) 0.002/0.00∗∗
>certificate 135 59 1 1

Maternity leave <four months 96 24 0.29 (0.18, 0.49) 0.31 (0.10, 0.91) 0.00/0.03∗∗
≥four months 168 141 1 1

Actual time to return back to work <four months 131 32 0.24 (0.16, 0.39) 0.21 (0.08, 0.51) 0.00/0.01∗∗
≥four months 133 133 1 1

Private place for breastfeeding No 243 141 0.50 (0.27, 0.94) 0.92 (0.40, 2.13) 0.03/0.84
Yes 21 24 1 1

Occupation
Gov. employee 169 106 1.01 (0.67, 1.52) 0.98 (0.49, 1.96) 0.18/0.96

Private
employee 95 59 1 1

Birth at health facilities No 28 14 0.78 (0.39, 1.53) 0.85 (0.32, 2.26) 0.07/0.75
Yes 236 151 1 1

Support of the husband for
breastfeeding

No 103 40 0.5 (0.32, 0.77) 0.26 (0.14, 0.47) 0.002/0.00∗∗
Yes 161 125 1 1

Residence Urban 184 121 1.19 (0.77, 1.85) 1.42 (0.74, 2.74) 0.06/0.29
Rural 80 44 1 1

Marital status

Married 247 156 0.63 (0.04,
10.17) 0.59 (0.04, 8.59) 0.13/0.70

Divorced 16 8 0.50 (0.03, 9.07) 3.00
(0.16, 57.26) 0.41/0.47

Widowed 1 1 1 1

Note: ∗∗ � variables which are significantly associated in multivariable analysis. p value for COR/AOR� 0.00/0.03 means p value for COR� 0.00 and p value
for AOR� 0.03.
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