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ABSTRACT 

Background 
Breastfeeding in the first hour post birth can decrease neonatal morbidity and mortality. Disease prevention 
and health outcomes differ immensely between newborns who receive human milk and those who do not. 
Rwanda has high breastfeeding rates, though factors associated with early initiation of breastfeeding (EIBF) are 
unknown. 
 

Objective 
To assess factors associated with EIBF among mothers in immediate postpartum units at two hospitals. 
 

Methods 
A cross-sectional study design and a convenience sample of 187 mothers were used. An interviewer-
administered questionnaire was used for data collection. A Chi-square test showed the relationship between 
EIBF and sociodemographic factors. 
 

Results 
The findings showed less than one quarter (20.5%) breastfed within the first hour after birth. The majority was 
< 25 years (52.4%), had some primary education (27.7%) employed (66.7%), urban dweller (58.1%), attendance 
of one ANC visit or more (81.3%), vaginal birth (58.8%), and did not receive EIBF health education (92.0%). The 
majority (78.5%) was too tired to initiate breastfeeding, and many supplemented (41.9%) due to perceived 
insufficient breastmilk. 
 

Conclusion 
Most mothers did not initiate breastfeeding within the first hour after birth. Sociodemographic factors were 
associated with EIBF. A program to promote, protect, and support EIBF is urgently needed the community. 
Rwanda J Med Health Sci 2020;3(2):181-192 
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BACKGROUND 

Early initiation of breastfeeding (EIBF) within one 
hour of birth begins a strong defense against 
neonatal morbidity and mortality.[1] In 2017, 2.5 
million neonates died during the first month after 
birth. However, EIBF is the single most effective low-
cost intervention and best practice to reduce 
neonatal morbidity and mortality, especially in 
developing countries.[2] Breastfeeding (BF) within 

the first hour after birth is critical for newborn 
survival and BF's establishment over the long 
term.[1] However, the prevalence of EIBF is only 
about 50% at the global level, and many mothers 
face considerable challenges.[3] 

Globally, the survival rate of children under-five has 
improved significantly over the past two decades, 
except for neonates, from birth to 28 days.[2] The 
neonatal period is the riskiest time of a child's life, 

181 



Rwanda Journal of Medicine and Health Sciences Vol.3 No.2, June 2020     https://doi.org/10.4314/rjmhs.v3i2.8 

_____________________________________________________________________________________ 

 

 

so getting an early start on exclusive BF (by not 
using supplements, even water, for six months), 
helps buffer the infants' vulnerability while their 
immune system is maturing to fight disease.[1-3] 
New parents, relatives, and healthcare providers 
(HCPs) need to know about the risks of not BF, 
particularly in developing countries, as disease 
prevention and health outcomes differ immensely 
between newborns who receive natural human milk 
and those who do not.[3] A recent meta-analysis by 
Khan et al. [4] demonstrated that initiating BF after 
the first hour, instead of within the first hour, 
doubles neonatal mortality risk. Furthermore, 
neonates who are only partially breastfed in the first 
month are at higher risk of infection-related 
mortality (sepsis, acute respiratory and 
gastrointestinal infections), and all-cause mortality 
than neonates exclusively breastfed.[4] 

 “This inequality persists until later in life”, states 
Victora et al.[3] from a meta-analysis published in 
the Lancet. There are substantial benefits to BF, 
especially immunological and nutritional benefits 
for both the mother and offspring. The World Health 
Organization (WHO) recommendation is, to begin 
with, EIBF, continue BF exclusively for six months, 
and then add complementary foods to BF until the 
child is two years of age or older.[2] Children whom 
BF for a year have higher intelligence, and reap 
other potential benefits later in life, compared to BF 
less than a year.[3] A prospective, birth cohort study 
in Brazil followed a large population (n=3493) to age 
30 years and found that children who breastfed for 
12 months or more had higher intelligence 
quotient (IQ) scores, increased years of education, 
and higher monthly incomes than those breastfed 
for less than a month.[5] 

A meta-analysis of 29 sub-Saharan African 
countries by Issaka et al.[6] found that the 
prevalence of EIBF using Demographic and Health 
Surveys (2010–2015) ranged from a low 37.84% in 
Central Africa to a high 69.31% in Southern Africa. 
Rwanda had a prevalence of 81.51%, second only to 
Malawi at 95.64%. [6] And had an exclusive BF rate 
of 87.3% in 2015.[7] 

Early initiation of breastfeeding is associated with 
newborn survival.[1-4] Considering Rwanda's effort 
to improve BF rates and duration, research needs to 
be translated into evidence-based practice (EBP) to 
help meet the Sustainable Development Goal 
(SDG3) on Neonatal Mortality,[8] and Rwanda's goal 
of becoming a middle-income country by 2035.[9] 
The study aimed to assess factors associated with 
EIBF among mothers in immediate postpartum 
units at two district hospitals in Rwanda. 

 

METHODS 

Design 
A descriptive cross-sectional design was used to 
assess BF initiation among mothers in the 
immediate postpartum ward. The study was 
conducted at Kabgayi District Hospital with rural 
and urban populations in Muhanga District, and 
Kacyiru District Hospital located in Gasabo District, 
Kigali City, in an urban area. Data collection was 
conducted from March to May 2019. 
 

Participants’ recruitment 
Eligible participants included mothers on the 
immediate postpartum units at two selected 
hospitals. A simple random purposive sampling 
technique was used to recruit mothers. The HIV 
positive mothers were excluded if they chose not to 
breastfeed, had premature neonates hospitalized in 
the NICU, or unwilling to disclose their information. 
 
The sample size was based on the population size 
for one month at each hospital and Taro Yamane's 
formula for seven weeks of data collection; the result 
was 350 mothers at the two hospitals. N = the 
population size, n = the sample size, e = sampling 
error, 95% confidence level and significance level of 
p=0.5. 

P=5%, e=0.05, N=350 

n = 350/ [1+350*(0.05)2] = 186.66667≈187 

 
All 187 mothers were in the immediate postpartum 
service, with 100 at Kabgayi District Hospital and 
87 at Kacyiru District Hospital. The mothers were 
recruited into the study every three days during 
the seven weeks of data collection.[10] 

Measures 
The questionnaire was adapted from published 
literature on the topic, including a study conducted 
in Kenya by Mututho et al.[10] The validated 
questionnaire used closed-ended questions and was 
composed of four sections, including demographic 
characteristics and the participant's perception of 
early initiation of breastfeeding. 
Section 1: The sociodemographic characteristics 
included age, level of education, residence, religion, 
employment, gravidity, mode of delivery, and 
location of ANC visit (8 items). The person who fed 
the neonate a supplement in the first hour, and 
reasons for the initial delay in neonate BF (3 items). 
All items were measured in frequencies. 

Section 2: The association between EIBF and social 
demographic characteristics included the 
importance of early BF health education during 
ANC, the risks of giving water, formula, or other 
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supplements to the neonate in the first hour after 
birth, not BF (3 items). The variables were measured 
using regression analysis with a p-value: Chi-
square test. 

Section 3: The variable neonatal feedings included 
five items; BF, BF and formula, formula only, other 
fluids, and did not know. Another variable, the 
reason for a supplement, if any, also had five items; 
Limited understanding of breast function, Limited 
breastmilk (colostrum), neonate's strong suck or 
latching reflex, availability of other fluid, and 
neonate's feeding difficulty (nipple status). Data 
were measured in frequencies. 

Section 4: The person who fed the neonate (1 item), 
and reasons for the initial delay in neonate BF (1 
item). Both variables were presented in 
frequencies. 

Pilot test 
A pilot test was conducted on 10 mothers to test for 
the feasibility of the study at Kacyiru and Kabgayi 
District Hospitals. These mothers were not included 
in the main study, though based on their comments 
and observations, adjustments were made to the 
questionnaire. 
 
Data collection 
After obtaining permission to conduct the study 
from the university and the two hospitals, the 
investigator approached the maternity wards' unit 
managers to discuss the best way and time to access 
postpartum mothers. Mothers were approached in 
their rooms and invited to participate in the study. 
The purpose of the study, confidentiality, and 
reassurance they could withdraw at any time was 
explained. Mothers willing to participate then 

voluntarily signed the consent form. The 
investigator used the interviewer-administered 
questionnaire to collect data, which took about 7-12 
minutes for each participant, depending on the 
individual. All data collection was conducted during 
regular working hours by the investigator, and 
questionnaires were checked for completeness. 
 
Data analysis 
Data were checked, coded, and entered into the 
Statistical Package for Social Sciences (SPSS), 
Version 23, for analysis. Descriptive statistics such 
as frequencies and percentages were used to 
describe sociodemographic, sources of BF 
information, maternal knowledge, and feeding 

practices. A Chi-square (X2) was used to test the 
association between sociodemographic factors and 
knowledge of EIBF and ANC health education. A 
binary regression analysis was used to ascertain 
associations with EIBF. A p-value of ≤ 0.05 was 
considered statistically significant. 
 
Ethical considerations 
Ethical clearance was obtained from the University 
of Rwanda College of Medicine and Health Sciences, 
Institutional Review Board, and the two hospitals 
used as study sites.  Informed written or thumbprint 
consent was obtained before data collection and 
prearranged to the mothers willing to participate. 

 
RESULTS 

Data were collected from 187 mothers in the 
immediate postpartum units of two hospitals in 
Rwanda to assess the different factors that affect BF 
initiation. The sociodemographic characteristics are 
presented in Table 1. 
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Table 1. Sociodemographic characteristics of participants (n=187) 
 

Variables  n (%) 
 

 

Age (years)   

18-24 77 (41.2)  

25-34  69 (36.9)  
35-44  18 (9.6)  
≥ 45 23 (12.3)  
Education level   
No formal education 38 (20.3)  
Some primary 53 (28.4)  
Completed primary 28 (15.0)  
Some secondary 24 (12.8)  
Completed secondary 10 (5.3)  
 > Secondary 34 (18.2)  
Employment   
Employed 127 (67.9)  
Not employed 60 (32.1)  
Religion   
Christian 146 (78.1)  
Muslim 
Residence 
Urban 
Rural 

41 (21.9) 
 
111 (59.4) 
76 (40.6) 

 

Gravidity  
Primigravida 38 (20.3)  
Multigravida 149 (79.7)  

ANC visits  
0 
1 

17 (9.1) 
35 (18.7) 

 

2 89 (47.6)  

3 28 (15.0)  

≥4 18 (9.6)  

Mode of delivery    
SVD 110 (58.8)  

CS  
ANC health education 
Yes 
No 

77 (41.2) 
 
15 (8.0) 
172 (92.0) 
 

 

ANC: Antenatal Care  SVD: Spontaneous Vaginal Delivery CS: Caesarean 
 
The above table shows the sociodemographic characteristics of the participants. The majority 
(41.2%) was aged 18-24 years, had some primary school education (28.4%), was employed 
(67.9%), Christian (78.1%), and lived in an urban area (59.4%). The majority (47.6%) had two 
ANC visits, was multigravida (79.7%), delivered by SVD (60.4%), and did not receive EIBF 
health education (92.0%). 
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Figure 1. Initial breastfeeding in first hour of birth 
 

Figure 1. Less than a quarter (20.5%) of neonates received early initiation of breastfeeding.  

Table 2. Neonatal feeding and reason for supplement (n=187) 
 

Variables   n (%) 

Neonate’s Feeding provided   

Breastfeeding only 120 (64.2) 

Breastfeeding and formula 29 (15.5) 

Formula only 21 (11.2) 

Other fluid (glucose) 10 (5.3) 

Do not know 7 (3.8) 

Reasons for supplements   

Limited understanding of breast function 35 (18.3) 

Limited breastmilk – colostrum 80 (41.9) 

Neonate’s strong suck or latching reflex  30 (15.7) 

Availability of other fluid  20 (10.5) 

Neonate’s feeding difficulty – nipple status      22 (12.5) 
 
Table 2 shows the majority of participants used only breastfeeding (64.2%). Others used a 
combination of breastfeeding and a supplement (20.8%), or formula (11.2%), and others did not 
know what had been given (3.8%). The main reasons for giving supplements were due to 
perceived limited breastmilk (41.9%), limited understanding of breast function (18.3%), or 
neonate's vigorous suckling or latching reflex (15.7%). 
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Figure 2. Person who fed neonate supplement in first hour  
 
Figure 2 shows who fed a supplement to the neonate. Over a quarter (29.8%) of mothers who 
fed the supplement, over half (53.4%) of relatives assisted supplement giving, and a limited 
proportion (17.7%) of doctors or other staff intervened for feeding the neonate.  

 
Figure 3. Reasons for initial delay in neonate breastfeeding 
 
Figure 3 shows the reasons why the neonate did breastfeed. Of the neonates that received sup-
plements, the majority (78.6%) of mothers were too tired to breastfeed. Other reasons for sup-
plemental feedings included, neonate needed help to breastfeed (11.5%) and not given neonate 
soon enough (9.9%), the reason influencing the not receiving breastmilk. 
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Table 3. Association between EIBF and sociodemographic characteristics (n=187) 

Variables    Yes n (%)  No n (%)  Total  X2   p 
Age (years)         18.737  0.002 
18-24    20 (44.4) 57 (40.1) 77 (41.2)  
25-34    25 (55.6) 44 (31.0) 69 (36.9)  
35-44    0 (0)  18 (12.7) 18 (9.6) 
≥45    0 (0)  23 (16.2) 23 (12.3) 
Education         15.916  0.005 
No formal    14 (31.1) 24 (16.9) 38 (20.3) 
Some primary   15 (33.3) 38 (26.8) 53 (28.3) 
Completed primary   9 (20.0) 19 (13.4) 28 (15.0) 
Some secondary  0 (0)  24 (16.9) 24 (12.8) 
Completed secondary  0 (0)  10 (7.0) 10 (5.3) 
> Secondary    7 (15.6) 27 (19.0) 34 (18.2) 
Employment          0.327  0.345 
Yes    29 (64.4) 98 (69.0) 127 (67.9) 
No     16 (35.6) 44 (31.0) 60 (32.1) 
Religion          0.595  0.291 
Christian    37 (82.2) 109 (76.8) 146 (78.1) 
Muslin    8 (17.8) 33 (23.3) 41 (21.9) 
Residence         12.841  0.001 
Urban    37 (82.0) 74 (52.1) 111 (59.4)  
Rural    8 (17.8) 68 (47.9) 76 (40.6) 
ANC visits                                                                                          1.241              0.538 
0                            3 (6.67)          14 (9.9)           17 (9.1) 
1-3            36 (80.00)      116 (81.7)       152 (81.3) 
4+             6 (13.33)        12 (8.5)           18 (9.6) 
ANC Health Education                                                                       5.168              0.023 
Yes                                        0 (0.0)           15 (10.6)          15 (8.0)       
No                                         45 (100)        127 (89.4)        172 (91.9)       
Gravidity                                                                                           15.113            0.001 
Primigravida   0 (0)  38 (26.8) 38 (20.3) 
Multigravida   45 (100) 104 (73.2) 149 (79.7) 
Mode of delivery        0.540  0.043 
SVD     26 (57.8) 87 (61.3) 113 (60.4)  
CS    19 (42.2) 54 (38.0) 73 (39.0) 
____________________________________________________________________________________________ 

ANC: Antenatal Care; SVD: Spontaneous Vaginal Delivery; CS: Caesarean 

Table 3 shows the association between EIBF and sociodemographic characteristics. There was a 

statistical significance between EIBF and age (X2 = 18.737; p = 0.002), education level (X2 = 

15.916, p = 0.005), residence (X2 = 12.841, p = 0.001) gravidity (X2 = 15.113, p = 0.001), the 

mode of delivery (X2=0.54, p=0.043) and ANC health education (X2=5.168, p=0.023). 
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DISCUSSION 
 

The cross-sectional study results revealed that only 
a fifth of the 187 mothers’ breastfed their newborns 
within the first hour. The sociodemographic 
characteristics that indicated statistical significance 
of decreased EIBF included younger than 25 years 
(X2 = 18.737, p = 0.002), no formal education or did 
not complete primary school (X2 = 15.916, p = 
0.005), lived in an urban area (X2 = 12.841, p = 
0.001), primigravida (X2 = 15.113, p = 0.001) and 
ANC health education (X2=5.168, p=0.023). 
Similarly, a study in Lira District, Northern Uganda, 
with mother-child pairs (n=930), mothers who had 
completed secondary education had lower rates of 
delayed initiation of BF when compared to those 
with no education (AOR 0.54, 95% CI 0.30–0.96). 
[11] In contrast, in India, mothers with more 
education were at increased risk of cessation of 
exclusive BF than mothers with no formal education 
(OR 1.18, 95% CI 1.03-1.35).[12] 

Maternal complications were the leading cause of 

CS (X2 = 0.54, p= 0.043), and a major reason for 
delayed breastfeeding. The practice of EIBF post-
surgery is rarely practiced in Rwanda. Similarly, in 
Northern Uganda, a study showed that 48.2% of 
newborns had their initial BF delayed due to CS, 
and this delay was 11 times more likely than 
mothers with an SVD (AOR 11.10, 95% CI 3.73–
33.04, p<0.001).[11] 

The risk of delayed BF may be decreased with ANC 

attendance (X2 = 7.64, p = 0.006), and increased 

frequency of ANC visits (X2 = 3.48, p = 0.007). This 
finding suggests that attending two ANC visits 
(47.6%) is not adequate to cover the full package of 
ANC care and hence reinforces the need to continue 
encouraging completion of four ANC visits or 
more.[13,14] The WHO recommendation for 
pregnant women is now eight contacts with 
healthcare personnel during pregnancy.[2] 
Counseling is helpful during ANC as most mothers 
make decisions about infant feeding early in 
pregnancy. Therefore, HCPs should educate 
mothers about the substantial health benefits and 
impact of infant feeding and address potential 
obstacles to BF at the first ANC visit.[15] Counseling 
during ANC visits allows HCPs to empower mothers 
and their families to initiate BF in a timely fashion 
after birth,[16] and counseling postpartum also 
increases time BF.[17] 

First breastfeeding of neonate after birth 
The findings showed that nearly a quarter (20.5%) 
of neonates were able to breastfeed within the first 
hour after birth; therefore, the majority (79.5%) 

breastfed after one hour (Figure 1). Similarly, a 
study in Western Nepal using the Demographic and 
Health Survey with mother-in-pairs (n=735), 
reported 42.2% had EIBF. In contrast, a study in 
Kasarani, Kenya [10] showed that 64.3% of mothers 
(n=220) were able to do EIBF after birth. Reasons 
for delayed BF in Nepal included low-birth weight 
(LBW) infants, CS deliveries, births attended by 
traditional birth attendants, and ethnically 
disadvantaged families. [18] Whereas in Northern 
Uganda, discarding initial breast milk was 
significantly associated with delayed BF initiation 
(AOR 2.02 95% CI 1.41–2.88).[11] 
 
The initiation of BF within the first hour ensures the 
newborn begins feeding with the mother's natural 
colostrum, which provides essential nutritional and 
immunologic benefits to newborns at a very 
vulnerable period.[19] Colostrum is particularly 
high in immunoglobulin that protect the newborn 
transitioning from the safety of their mother to the 
external environment and exposure to pathogens 
and potential disease.[19] Furthermore, delays in 
BF initiation interfere with the flow of mature 
breastmilk, putting the neonate at risk for 
dehydration or excessive weight loss after birth.[1-
3] 

Usually, mothers who give birth via SVD have their 
newborns placed in skin-to-skin contact (SSC) in 
the prone position for at least an hour, and this 
allows newborns to find the breast and begin 
suckling.[16] In our study, 110 (60.4%) mothers had 
an SVD, yet less than a quarter (20.5%) reported BF 
in the first hour. The rates of EIBF are higher among 
mothers who give birth in a health facility than out-
of-hospital births.[1,2,4] In Uganda, EIBF was 
delayed if the mother was solely responsible for 
initiating BF herself (AOR 1.73 95% CI [1.33–
2.26]).[11] First-time mothers should be assisted in 
recognizing when their newborns are ready to 
breastfeed, and HCPs should be able to help when 
needed.[10,15] A concerted effort is needed to re-
educate midwives, nurses, and doctors working 
with new mothers about the dangers of delaying 
breastfeeding. 

Neonatal feeding 
While the majority (64.2%) of participants breastfed 
and did not give a supplement, nearly a third 
(32.0%) did give the newborn formula or glucose 
water (Table 2). A limited proportion (10.5%) used a 
supplement just because it was available. However, 
the main reason for using a supplement (41.9%) was 
because the mother thought there was a limited 
amount of colostrum present in her breasts. 
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Giving a supplement - whether it is a formula or 
other fluid - has no anti-infective properties and is 
therefore deficient in protecting the newborn from 
disease. Furthermore, it can be harmful if the 
supplement is not suitable for human infants, such 
as unmodified milk from cows, goats, and sheep. 
[20] Moreover, a supplement or reconstituted milk 
powder with contaminated water may cause 
significant health problems for the newborn, 
including life-threatening neonatal sepsis.[20-22] 

Reasons for neonate not receiving breastmilk 
The majority (78.6%) reported that the delay in EIBF 
was due to fatigue (Figure 3). Other participants 
said that their neonate was not given to them 
quickly enough after the birth; the neonate fell 
asleep, or needed special care. A qualitative study in 
India discovered that the barriers to BF included the 
lack of knowledge on BF benefits, lack of proper 
technique, breast abnormalities (inverted nipples), 
neonatal or maternal complications, and cultural 
practices.[23] The cultural practices that created 
barriers in India included giving pre-lacteal 
supplements, gender discrimination, and a busy 
workload for HCPs as more women are now 
delivering in hospitals.[23] 
 

Our findings showed no association between EIBF 
and ANC because of the small sample size, in 
contrast to a study in Ethiopia, which showed an 
association between EIBF and ANC. [29] The EIBF 
and ANC with health education on the importance 

of early BF were significant (X2 = 5.1681, p = 0.023) 
and ANC education on the risks of giving any fluid 

other than breastmilk in the first six months (X2 = 
0.03, p = 0.004). This finding indicates a need for 
more BF education and promotion in the 
communities. One significant step would be to 
integrate the Baby-Friendly Hospital Initiative (BFHI) 
into our hospitals.[24] The BFHI program was 
developed by UNICEF and WHO in 1991 to promote 
BF as it is the best food source for newborns. There 
are 10 specific steps to becoming a Baby-Friendly 
facility, beginning with Step 1 and the need for a 
policy that supports BF.[24] Step 2 is a critical 
management mandate requiring all HCPs and staff 
working in maternity to have "sufficient knowledge, 
competence, and skills to support breastfeeding". 
Step 3 is a clinical practice mandate that HCPs and 
staff discuss the “importance and management of 
breastfeeding with pregnant women and their 
families”.[24] 

Over three quarters (78.6%) of the mothers in our 
study indicated they were tired after the birth. In a 
Baby-Friendly Hospital, tired new mothers are 
encouraged (and assisted) to turn on their side (left 

or right side), which allows the mother and newborn 
to breastfeed in the side-lying position. The newborn 
would be positioned facing the mother on the bed, 
to BF on the mother's lower breast. A towel or 
blanket is placed behind the newborn for safety 
purposes and a pillow or blanket behind the 
mother's back for support. At the next BF in 2-3 
hours, the mother would be encouraged (assisted if 
a CS) to turn to the other side, and the newborn 
would be assisted to BF from the lower breast. 

The use of assessment tools, such as the BF self-
appraisal tool (e.g., LATCH, IBFAT), is beneficial in 
evaluating new mothers' BF techniques. These tools 
should be used regularly to evaluate and monitor if 
the hospitals are keeping up to the required 
standards.[25] For any training carried out, there 
should be a regular follow-up as recommended by 
the WHO.[1,14] 

Our findings suggest that it is vital to raise 
awareness of the importance of EIBF to the 
Rwandan community, especially to pregnant women 
and their relatives. There is a need to increase all 
strategies such as involvement of health 
policymakers in EIFB, improving hospital practices, 
ANC visits, and community health education using 
mass media or mother support groups, and Baby-
Friendly Hospital Initiative (BFHI) that emphasize 
the importance of BF and early initiation, as well as 
promoting exclusive breastfeeding. To better 
promote EIBF, we should provide individual support 
to mothers with complications, CS deliveries, and all 
BF mothers who have an SVD and stable newborn 
post-birth. 

Nearly all mothers in this study appeared to require 
HCP assistance in some form. Assistance was 
needed with more accurate BF information and 
timely help with positioning so mothers could rest 
while BF, help with positioning the newborn and 
correcting the latch to prevent nipple soreness, and 
expressing colostrum to show the mother that she 
had adequate breastmilk for her newborn. 

Infants of all sizes and gestation should be given 
human-milk as it provides the best nutrients and 
hormones, and boosts the immune system and gut 
microbiome.[20] Preterm infants may need the 
breastmilk to be fortified to increase the energy, 
minerals, and protein content until the infant is over 
two kilograms or fully breastfed.[20] Mothers with 
infants in the Neonatal Intensive Care Unit (NICU) 
are encouraged to breastfeed or give breast milk, as 
it decreases the time to establish full enteral 
feedings, decreases late-onset sepsis, and the 
incidence of necrotizing enterocolitis (NEC), and 
enhances bonding between mother and infant.[20] 
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If these recommendations were to be implemented, 
mothers who initiate BF within one hour would 
significantly increase, and the use of supplements 
would decrease.[26] Importantly, our findings 
further demonstrate that although guidelines are an 
essential starting point for improving care, training 
HCPs on any set of guidelines may raise their 
knowledge, though not markedly improve 
practice.[11,27] 

Bridging this gap between knowledge and practice 
is more about 'organizing processes of care' within 
health facilities to optimize adherence to set 
evidence-based guidelines and ensure consistency 
in care delivery.[5,28] Some of the promising 
concepts to address these issues have been the 
deliberate application of improvement principles in 
healthcare settings. It is therefore paramount that 
beyond training on new guidelines, concerted efforts 
are made to enable healthcare managers, frontline 
HCPs, and "BF champions" to build effective care 
delivery systems that improve quality of care to 
mothers and newborns. 

Limitations 
The study was conducted at two hospitals, and 
therefore the results cannot be generalized to other 
parts of Rwanda. A generalization of the findings 
was also limited due to the small sample size. 
Although we conducted a pilot to test the feasibility 
of the study, some mothers might not have 
understood the questionnaire well. There might 
have been recall bias from some mothers. 
 

Future research 
Other studies may include more hospitals and a 
larger sample size, or an interventional study with 
pre-test and post-test to assess knowledge gained 
with HCPs and pregnant women. One study [4] 
identified an important gap in the research and 
recommended a randomized control trial to assess 
the timing of BF initiation and exclusive BF during 
the neonatal period. Since this practice is already 
evidenced-based, the research could be ethically 
achieved through the significant promotion of BF in 
the intervention group and usual care in the control 
group. 
 

 

 

 

 

 

CONCLUSION 

The majority of mothers did not initiate BF in the 
first hour after birth. Special attention needs to be 
focused on mothers who deliver via cesarean, so 
neonates born via surgical intervention do not miss 
out on the benefits of early breastfeeding. A program 
aiming to promote, protect, and support EIBF is 
urgently needed. ANC visits sensitization is the 
single best low-cost, effective intervention for 
promoting and ensuring the EIBF to Rwandan 
neonates. 
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