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Abstract
Infant feeding practices among HIV-positive mothers are vital for preventing mother-to-child transmission of HIV, especially in areas with limited resources. This study looked at what influences infant feeding choices among HIV-positive mothers at Imo State Teaching Hospital in Orlu, Nigeria. The researcher used a descriptive cross-sectional survey design and collected data from 150 HIV-positive mothers receiving PMTCT services through a structured questionnaire. Data were analyzed using descriptive statistics and chi-square tests. The findings showed that 63.3% of participants practiced exclusive breastfeeding, 26.7% used exclusive formula feeding, and 10.0% opted for mixed feeding. Economic factors such as the cost of formula feeding (71.3%) and income level (74.7%) significantly impacted their feeding choices. Counseling and maternal knowledge were also important; 73.3% reported that counseling affected their decisions. Additionally, psychosocial and health system factors played a role, with stigma (58.0%), partner or family influence (54.0%), inconsistent advice from health workers (60.0%), and cultural beliefs (63.3%) significantly influencing feeding decisions. The study concludes that infant feeding choices among HIV-positive mothers result from a complex mix of economic, psychosocial, cultural, and health system factors. Strengthening PMTCT counseling, reducing stigma, and improving the consistency of health worker communication are recommended to promote better infant feeding practices.
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Introduction
Mother-to-child transmission (MTCT) of HIV is a major public health issue worldwide, especially in sub-Saharan Africa. Here, many pediatric HIV infections happen through vertical transmission during pregnancy, delivery, or breastfeeding. Despite significant progress in antiretroviral therapy (ART) and prevention programs (PMTCT), breastfeeding still contributes to a large percentage of postnatal HIV transmission when proper feeding practices are not consistently followed (World Health Organization [WHO], 2016). Consequently, infant feeding practices have become a vital part of PMTCT strategies aimed at preventing new pediatric HIV infections. The WHO (2016) recommends that HIV-positive mothers either breastfeed exclusively while on effective ART or use exclusive formula feeding when it is affordable, feasible, acceptable, safe, and sustainable. These recommendations aim to balance the risk of HIV transmission with the well-documented benefits of breastfeeding. This is especially important in low-resource settings where access to clean water, sanitation, and affordable formula may be limited. However, many low-income countries struggle with implementing these guidelines due to various structural and contextual challenges.
Research shows that infant feeding decisions among HIV-positive mothers are influenced by several interrelated socio-economic, cultural, and health system factors. Studies consistently highlight that poverty, stigma around HIV, cultural beliefs about breastfeeding, partner and family influences, and poor health service delivery significantly impact maternal choices (Adejuyigbe et al., 2008; Doherty et al., 2011). In Nigeria, mixed feeding practices remain common, despite ongoing PMTCT efforts, and are strongly linked to a higher risk of HIV transmission in early infancy (Sadoh et al., 2008). Additionally, Tuthill et al. (2014) found that HIV-positive mothers often receive mixed messages from family and healthcare providers, leading to confusion and inconsistent adherence to recommended feeding options. This uncertainty is worsened by fears of disclosure and stigma, prompting some mothers to avoid formula feeding in communities where breastfeeding is the norm. Likewise, Rollins et al. (2007) argue that infant feeding decisions in the context of HIV are not just biomedical choices; they are deeply rooted in social, economic, and cultural realities.
At Imo State Teaching Hospital in Orlu, limited research exists on the specific factors that shape infant feeding choices among HIV-positive mothers. This gap calls for a focused study to better grasp the determinants of feeding practices in this area and to help design more effective PMTCT interventions.
Materials and Method
The study used a descriptive cross-sectional survey design to examine the factors that influence infant feeding choices among HIV-positive mothers. This design was chosen because it allows data collection from a specific group at one point in time. This approach helps the researcher describe current conditions and explore relationships between variables without altering the study environment. It is particularly useful for this study since it helps assess the behaviors, perceptions, and factors that influence the population in question. The research took place at Imo State Teaching Hospital in Orlu, Nigeria. The hospital is a major tertiary health facility in Imo State and provides essential maternal and child health services, including prevention of mother-to-child transmission (PMTCT) of HIV. The PMTCT clinic at this facility serves HIV-positive pregnant and nursing mothers from Orlu and nearby communities, making it a suitable location for studying infant feeding practices among this group.
The study population included HIV-positive mothers who attended PMTCT services at the hospital during the data collection period. These mothers are a key focus of PMTCT interventions because their infant feeding choices can directly affect the risk of HIV transmission to their infants and overall child health outcomes. The hospital's ethical committee approved the study. The researchers obtained informed consent from all participants before collecting data, and participation was entirely voluntary. Respondents were guaranteed confidentiality, anonymity, and the right to withdraw from the study at any time without any impact on their medical care.
A total of 150 respondents were chosen for the study. This sample size was seen as adequate to provide reliable and general findings within the setting, considering the clinic attendance rate and the need for sufficient statistical power for analysis. Simple random sampling was used to select participants from the population. This method ensured that every eligible HIV-positive mother attending the PMTCT clinic had an equal chance of being selected, which reduced selection bias and improved the sample's representativeness.
Data were collected using a structured questionnaire adapted from validated tools by Doherty et al. (2011) and Tuthill et al. (2014). The questionnaire aimed to gather important information about socio-demographic characteristics, knowledge of infant feeding options in the context of HIV, actual feeding practices, and factors influencing feeding decisions. It included both closed-ended and Likert-scale questions to simplify administration and maintain consistency in responses. The data collected were analyzed using descriptive statistics, such as frequencies and percentages, to summarize socio-demographic variables and feeding practices. In addition, chi-square tests were performed to examine the relationships between categorical variables, particularly to analyze how socio-demographic factors and counseling exposure relate to infant feeding choices. Statistical significance was set at p < 0.05.
Results
Table 1 reveals the responses of the respondents. It was observed that most of the respondents were between 25 and 34 years, which is 78(52.0%), followed by respondents between 35 and 44 years, which is 36(24.0%), 28(18.7%) respondents were between 15 and 24 years and 8(5.3%) respondents were 45 years old or more. The result also shows that most of the respondents were married which is 128(85.3%), while 22(14.7%) were single. In relation to education, 70(46.7%) had secondary education, 34(22.7%) had primary education, 28(18.6%) had tertiary education, and 18(12.0%) had no formal education. This shows that the respondents had a level of education. When it comes to employment status, 60(40.0%) were employed while 90(60.0%) were unemployed.
Table 2 gives us information about how the mothers fed their babies. We see that most of the HIV-mothers, 95(63.3%) practiced exclusive breastfeeding, while 40(26.7%) practiced exclusive formula feeding and 15(10.0%) engaged in mixed feeding, giving a total of 150(100.0%) respondents
Table 3 shows the socio-economic factors that affected how the mothers fed their babies.  Results revealed that 107(71.3%) agreed that formula feeding is too expensive, while 43(28.7%) disagreed. Similarly, 120(80.0%) agreed that breastfeeding is more affordable, whereas 30(20.0%) disagreed. In addition, 112(74.7%) agreed that income level affects feeding choice, while 38(25.3%) disagreed. Likewise, 98(65.3%) agreed that employment status influences feeding practice, whereas 52(34.7%) disagreed.
Table 4 shows us that counseling and what the mothers knew about HIV affected how they fed their babies. It was found out that 96(64.0%) agreed that they received adequate PMTCT counseling, while 54(36.0%) disagreed. Furthermore, 110(73.3%) agreed that counseling influenced their feeding choices, whereas 40(26.7%) disagreed. More so, 105(70.0%) agreed that good knowledge of HIV transmission reduces risky feeding behavior, while 45(30.0%) disagreed. Furthermore, 88(58.7%) agreed that inconsistent counseling affects feeding decisions, while 62(41.3%) disagreed.
Table 5 revealed the psychosocial and health system factors that affected how the mothers fed their babies. The study found out that 87(58.0%) agreed that fear of HIV-related stigma influences feeding choice, while 63(42.0%) disagreed. Similarly, 81(54.0%) agreed that partner or family influence affects decision-making, whereas 69 (46.0%) disagreed. In addition, 90(60.0%) agreed that health workers provide inconsistent advice, while 60(40.0%) disagreed. Furthermore, 95(63.3%) agreed that cultural beliefs influence breastfeeding preference, whereas 55(36.7%) disagreed.

Table 1: Socio-Demographic Characteristics of Respondents
	Variable
	Frequency (N = 150)
	Percentage (%)

	Age (in years)
	
	

	15–24
	28
	18.7

	25–34
	78
	52.0

	35–44
	36
	24.0

	≥45
	8
	5.3

	Marital Status
	
	

	Single
	22
	14.7

	Married
	128
	85.3

	Educational Level
	
	

	No formal education
	18
	12.0

	Primary
	34
	22.7

	Secondary
	70
	46.7

	Tertiary
	28
	18.6

	Employment Status
	
	

	Employed
	60
	40.0

	Unemployed
	90
	60.0



Table 2: Infant Feeding Practices among Respondents
	Feeding Practice
	Frequency (N = 150)
	Percentage (%)

	Exclusive breastfeeding
	95
	63.3

	Exclusive formula feeding
	40
	26.7

	Mixed feeding
	15
	10.0

	Total
	150
	100.0



Table 3: Socio-Economic Factors Influencing Infant Feeding Choices
	Item Statement
	Agreed (%)
	Disagreed (%)

	Formula feeding is too expensive
	107(71.3)
	43(28.7)

	Breastfeeding is more affordable
	120(80.0)
	30(20.0)

	Income level affects feeding choice
	112(74.7)
	38(25.3)

	Employment status influences feeding practice
	98(65.3)
	52(34.7)



Table 4: Influence of Counseling and Knowledge on Feeding Choices
	Item Statement
	Agreed (%)
	Disagreed (%)

	Received adequate PMTCT counseling
	96(64.0)
	54(36.0)

	Counseling influenced feeding choice
	110(73.3)
	40(26.7)

	Good knowledge of HIV transmission reduces risk behavior
	105(70.0)
	45(30.0)

	Inconsistent counseling affects decisions
	88(58.7)
	62(41.3)


Table 5: Psychosocial and Health System Factors Affecting Feeding Choices
	Variables
	Agreed (%)
	Disagreed (%)

	Fear of HIV-related stigma influences feeding choice
	87(58.0)
	63(42.0)

	Partner/family influence affects decision-making
	81(54.0)
	69(46.0)

	Health workers provide inconsistent advice
	90(60.0)
	60(40.0)

	Cultural beliefs influence breastfeeding preference
	95(63.3)
	55(36.7)



Discussion
Table 1 show that the majority of respondents were within the active reproductive age group commonly associated with childbearing and infant care responsibilities. This age distribution is consistent with findings by Adejuyigbe et al (2008), who reported that most HIV-positive mothers accessing PMTCT services are within the young adult age group. In terms of marital status, most respondents were married 128(85.3%), while 22(14.7%) were single, suggesting that the majority had partners who may influence infant feeding decisions, a pattern similarly observed by Sadoh et al (2008). Educational attainment showed that 70(46.7%) had secondary education, 34(22.7%) had primary education, 28(18.6%) had tertiary education, and 18(12.0%) had no formal education, indicating a moderate level of education, which may affect understanding and adherence to PMTCT infant feeding guidelines as noted by Tuthill et al (2014). Regarding employment status, 60(40.0%) were employed while 90(60.0%) were unemployed, indicating a high level of economic dependence, which is a known determinant of infant feeding choices in HIV contexts (Rollins et al., 2007).
Table 2 shows that the majority of respondents practiced exclusive breastfeeding 95(63.3%), exclusive formula feeding 40(26.7%), and mixed feeding 15(10.0%). The predominance of exclusive breastfeeding aligns with WHO (2016) recommendations for HIV-positive mothers in resource-limited settings where safe formula feeding may not be feasible. Similar findings were reported by Doherty et al. (2011), who observed high rates of exclusive breastfeeding among HIV-positive mothers due to economic constraints and limited access to safe alternatives. However, the presence of mixed feeding (10.0%) remains a public health concern, as it has been strongly associated with increased risk of mother-to-child transmission of HIV, as emphasized by Coovadia et al. (2007).
The socio-economic factors that significantly influenced infant feeding choices among respondents was shown in Table 3; the findings align with earlier evidence that economic constraints strongly shape infant feeding decisions among HIV-positive mothers, particularly in low-resource settings where affordability of infant formula is a major limitation (Fadnes et al., 2012; Victora et al., 2016). Similarly, Iyengar et al (2015) reported that poverty and household income level are major determinants of exclusive breastfeeding practices in sub-Saharan Africa.
The study also indicated that counseling and maternal knowledge significantly influenced infant feeding choices among respondents (Table 4). These findings were supported by Horwood et al (2012), who emphasized that effective and consistent PMTCT counseling improves adherence to recommended infant feeding practices. Likewise, Ndirangu et al (2014) noted that maternal knowledge and exposure to structured health education significantly reduce risky infant feeding behaviors, including mixed feeding, among HIV-positive mothers.
The findings in Table 5 indicate that psychosocial and health system factors significantly influence infant feeding choices among HIV-positive mothers in the study area. A notable proportion agreed that fear of HIV-related stigma affects feeding decisions. This suggests that stigma remains a persistent barrier to optimal infant feeding practices. Evidence from multiple studies shows that HIV-related stigma often compels mothers to conceal their status, thereby influencing them to adopt feeding practices that are socially acceptable rather than medically recommended. For example, Paudel et al (2017) reported that stigma significantly reduces adherence to exclusive breastfeeding guidelines among HIV-positive mothers in low-income settings. Similarly, Turan et al (2011) found that anticipated stigma strongly predicts non-disclosure of HIV status and suboptimal infant feeding choices. In addition, it was discovered that partner or family influence affects decision-making. This highlights the critical role of household dynamics in infant feeding practices. Infant feeding decisions are often made within the context of marital and extended family relationships, where male partners and elder family members may exert significant influence. Ditekemena et al (2012) emphasized that male partner involvement is a key determinant of PMTCT adherence, while Peltzer et al (2011) found that lack of partner support is associated with poor uptake of recommended infant feeding practices. Similarly, studies by Busza et al (2013) highlight that family pressure can override healthcare advice, particularly in traditional settings where elders hold strong authority in child-rearing decisions.
This finding points to a gap in the health system that may negatively affect PMTCT outcomes. Inconsistent counseling can lead to confusion and poor adherence to infant feeding guidelines. Horwood et al (2012) reported that variation in infant feeding messages across healthcare providers contributes to mixed feeding practices among HIV-positive mothers. Likewise, Kuhn et al (2010) emphasized that standardized and consistent counseling significantly improves adherence to exclusive breastfeeding recommendations and reduces HIV transmission risk. Moreover, cultural beliefs influence breastfeeding preference as observed in this study. This reflects the strong role of socio-cultural norms in shaping infant feeding behavior. In many African communities, breastfeeding is culturally expected and deeply rooted in traditional child-rearing practices. According to Rollins et al (2007), cultural norms often reinforce exclusive breastfeeding as the only acceptable feeding practice, making formula feeding socially sensitive. Likewise, Sarker et al (2013) noted that cultural expectations can discourage HIV-positive mothers from adopting formula feeding even when medically indicated. The findings suggest that psychosocial factors such as stigma, partner influence, and cultural norms, together with health system challenges like inconsistent counseling, strongly shape infant feeding decisions. These findings are consistent with broader literature emphasizing that infant feeding in HIV contexts is not only a medical decision but also a deeply social and structural one (Turan et al., 2011; Rollins et al., 2007).
Conclusion
The study established that infant feeding choices among HIV-positive mothers at Imo State Teaching Hospital, Orlu are influenced by multiple interrelated factors. Exclusive breastfeeding was the most commonly practiced feeding option, largely driven by economic constraints and affordability challenges associated with formula feeding. Socio-economic conditions, particularly income level and employment status, played a significant role in determining feeding practices. In addition, maternal knowledge and exposure to PMTCT counseling were important determinants, as mothers who received adequate and consistent counseling were more likely to adopt recommended feeding practices. However, psychosocial and health system factors such as HIV-related stigma, partner and family influence, cultural beliefs, and inconsistent advice from healthcare workers were also found to significantly affect decision-making. The findings indicate that infant feeding choices in the context of HIV are not solely based on medical recommendations but are strongly shaped by social, economic, and systemic realities. Addressing these multidimensional influences is essential for improving PMTCT outcomes and reducing the risk of mother-to-child transmission of HIV. Therefore, the study recommends that:
1. Healthcare facilities should ensure standardized, clear, and consistent infant feeding counseling for HIV-positive mothers to improve understanding and adherence to recommended feeding practices.
2. Community-based sensitization programs should be intensified to reduce stigma and discrimination associated with HIV, thereby encouraging safe disclosure and appropriate infant feeding choices.
3. Regular training and retraining of healthcare providers should be conducted to ensure uniformity and accuracy in infant feeding messages delivered during antenatal and postnatal care.
4. Government and non-governmental organizations should consider providing economic support or subsidies for HIV-positive mothers who may not be able to afford optimal feeding options such as formula feeding where appropriate.
5. Health education programs should be designed in a culturally sensitive manner to address misconceptions and align recommended practices with local beliefs without compromising safety.
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