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The Knowledge and Practice of Forced-Feeding amongarents and Caregivers in Enugu, South

East Nigeria

ABSTRACT
Background According to the Convention of the Right of a Chiégbery infants and child has
the right to good nutrition. In delivery of goodtntion to the child, it is however important to
encourage a child to eat in a responsive-feeditg (Rther than forced-feeding (FF) nourishing
manner. Forced-feeding is a common practice in ldpugg countries and despite the dangers
associated with it, many parents especially inghasuntries are still driven by various reasons
in justifying its practice.
Methods This hospital based cross-sectional study enroled hundred and thirty-seven
mothers and caregiver in Enugu state. It aimedéei@rchine perception, reasons and factors
associated with force-feeding a child among respotsd Structured questionnaires were used in
data collection. Chi-square and fishers exactwese used in data analysis.
Results Majority of the respondents were aware of practitdorced-feeding (80.3%) and its
adverse effects (46.0%). Only nine (6.6%) respotsdgot this information from a health
worker. Most of the force-fed children were withime 1 to 5 years age bracket. Significantly
more respondents who were force-fed as children0¢8B engaged in the practice of forced-
feeding compared to those not force-fed (61.5%¢hakiren. None of the socio-demographic
factors considered in this study was significaafgociated with forced-feeding practice. Weight
related reasons (60.4%) and administration of nagidic (12.0%) were the commonest reasons

for force-feeding a child while forcing food intbe mouth (29.1%), distraction (21.8%) and
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nose-pinching (19.1%) were the commonest methogidogid in the practice of forced-feeding.
Coughing and difficulty in breathing were the commast perceived (49.5% and 18.8%) and
experienced (33.3% and 36.1%) adverse effgctsrced-feeding in children of respondents.
Conclusion The prevalence of forced-feeding among parents Gard-givers is high. The
practice is more among parents in the higher sdemographic strata. There is need for

intensification of campaigns against the practit®ag mothers and care-givers.

Keywords: Knowledge, Practiced=orced-feeding, Infants, Children, Enugu.

INTRODUCTION

It is a common belief among parents and care-githatsthe fatter a child looks the healthier he
or she is. Also associated with this misconceptisrthe belief that the appearance of a child in
terms of weight, is a reflection of the socio-eamno status of the child's family. In order to
achieve this appearance of 'well being' parentairatothe world especially in developing
countries, use physical or psychological forcedbtheir children to eat when they refuse feeds.
This is borne out of the erroneous assumptionitifahts and children do not know how, what
and when to eat. This practice regarded as foreedifig has been defined as the administration
of food by force to those who cannot or will notee it [1]. The practice of forced-feeding is
usually borne out of good intentions for the clsl@benefit. However because it is usually with
the use of coercion, force, physical restraintpsychological threat, it has been regarded as a
form of inhumane and degrading treatment that céedd to unhealthy food habits and other
health related consequences. In a study involvDd@ cbllege students out of which 70% where

force fed during childhood, 31% experienced stramgrnal conflict, 41% moderate internal
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conflict and 29% slight internal conflict as a ritsaf been force fed. Also, forty-nine percent
reported they cried, 55% experienced nausea, afd 2@mited during the forced-feeding
episodes in addition to negative feelings of antgar, disgust, confusion and humiliation they
usually felt during the feeding process [2]. Selveeses of child death following force feeding
have also been reported globally [3, 4]. Given pisgchological trauma forced-feeding may
inflict on children, this studygetermined the knowledge and practice of forcedifepamong parents

and caregivers in Enugu, South East Nigeria. ti alssessed the association between socio-demographi

factors and the practice of forced-feedittgis hoped that findings of this study will helpform
interventions by government and healthcare experfgeventing this practice which has been
generally regarded as a violation of the right pkason.

METHODOLOGY
Study setting
This study was conducted in Enugu state, South E@&ria. it is located on latitude 6° 27'N
and longitude 7° 30°E.[5] Coal mining use to be dhiging force of the state’s economy in the
early twentieth century hence it was nicknamed @iyl state but currently it is dependent
mainly on national oil revenue and commerce. Ematgte is made up of 17 Local Government
Areas (LGA) with its capital carved from Enugu NgrEnugu South and Enugu East LGAs. The
majority of the inhabitants are Igbo by tribe, a@tristianity is the dominant religion. The
minimum monthly income, similar to the national eage wag¥18,000 (110 US$). Literacy rate
is 66%, fertility rate 4.5 births per woman andréhare 955 males/1,000 females [6].
Study design
This is a hospital based cross-sectional descepsind analytical study conducted over a 5
months period (July 2014 to December 2014) in thellVBaby Clinics of Enugu State

University Teaching Hospital, Parklane Enugu. Moghand caregivers who had fed a child in
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the past three years consecutively enrolled forstody, while those who refused consent were
excluded. Their perception and practice of childhéarced feeding was ascertained. This was
done using structured pre-tested questionnairesinggtared by trained research assistants.
Ethical approval for the study was obtained frora Health research and ethics committee of
Enugu State University Teaching Hospital and or#brmed consent obtained from the

participants.

Sampling

1. Socio-demographic characteristics:
Information on socio-demographic characteristicsespondentsvere obtained and categorized
as follows: Age, Sex, Educational attainment, Religion, Socioeconomic status (Oyedeji's
classification] 7] andnumber of children alive.

2. Knowledge of forced-feeding:
Respondents were interviewed to ascertain whetheobthey were aware of forced-feeding
practice and if they have ever forced fed a chiltk age of the child at forced-feeding was noted
and categorized into 0 to 11months, 1 to Syearsadode 6 years. The interview also sought to
know whether or not they (the respondents) wereefibfed as children.

3. Practice of forced-feeding:
Those that admitted ever force feeding a child vesieed to list the reason(s) for doing so, the
method they employed, knowledge of adverse evemisaalverse events experienced if they
have witnessed if any. The age of the child at sgpee of the adverse event was also noted.
Data cleaning and analysis
Quality control check was done by researchers day tasis after enrolment. Where there are

errors detected, the interviewers were asked toficllnem accordingly with the interviewed



94

95

96

97

98

99

100

101

102

103

104

105

106

107

108

109

110

111

112

113

114

115

116

mother or care giver. Microsoft excel 2007 was usethput the raw data. Data cleaning was
done by researcher assistants and the study rbeearSPSS version 20 was used for data
analysis. Chi-square and fishers exact test weesl e establish the relationship between
respondents socio-demographic variable and praofi¢erced feeding. Results were presented

in percentages and statistical significance wasatsgtvalue < 0.05.

RESULTS
Characteristics of study population
A total of 137 participants who met the inclusiartezia were enrolled and interviewed for the
study. The greatest number of respondents (37.2%owithin the 26-30 years age group and
almost all of them were female (92.7%). Most regjsmms had completed either University
education (48.2%) or secondary school (40.1%). edgnts from the upper socioeconomic
class made up more than two thirds of the studyulatipn (69.3%) and the overwhelming
majorities were Christians (93.0%) and Ibos (92.7%¢e Table 1)
Knowledge of forced feeding
One hundred and ten (80.3%) respondents consitleeatselves to have adequate knowledge of
forced-feeding with only 9 (6.6%) of the respondegetting this information from a health
worker. About a third (34.3%) of the respondentsiembered being force fed as a child.
Majority of respondents (86.1%) alluded to the thett one or more of their children had refused
food consistently for a period of time that wareahforced-feeding. Of these, 88 (68.8%) force
fed their children and those within the 1-5 yeags aategory were the most common victims of
forced-feeding. Almost half of the respondents (#6f&re aware of the adverse effects

forced-feeding and only one-fifth (21.2%) had attjuexperienced one or more of these adverse
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effect in their child or the children they cared.fGhildren in the 0-11 months and 1-5 years age
group accounted for 43.3% and 50% respectivehhoflien in whom these adverse events were
experienced.

Respondent’s Socio-demographics and forced-feeding

Significantly more respondents who were force fedchildren also force fed their child or
children compared to those not forced fed as amdB3.0% vs. 61.5%=0.018). Respondents
in the younger age category [i.e. < 25 years (80.886 26-30 years (69.4%), had force fed the
children they cared for compared to those in tlieiohge categories [i.e. 31-35 years (61.5%),
36-40 years (63.2%) and > 40 years (62.5%)]. Ssimgly, the practice of forced-feeding was
more among respondents with university educatidmdf) than those with secondary (65.5%)
and primary or lower educational attainment (69.2%nilarly, more respondents in the upper
socioeconomic class (73.0%) force fed their chdchpared to those in the middle (59.1%) and
lower class (58.8%). However, none of these soemabraphic variables attained statistical
significance. (See Table 2).

Practice of force feeding and its adverse effects

Table 3 shows some of the reasons for forced-fgedinchild and methods employed by
respondents during force feeding. Weight relateasaas accounted for 60.4% of the reasons
why respondents indulge in forced-feeding. About &%the respondents force-febdcause of
advice and pressure from relatives. One in tenl@s believed it is normal to force-feed a child
while 12.0% usually force-feed only during admirasibn of medications (Table 3). The most
common strategy of forced-feeding used by the nedgiots was forcing the food into the child's
mouth (29.1%) and distracting the child (21.8%)h&s$ included nose pinching (19.1%),

flogging (16.4%) and threats (12.7%). More than 9Pthe respondents listed combination of
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two or more force feeding techniques they usedy wWie most notable being physical restraint
and nose pinching (Table 3). Coughing and difficutt breathing were the most perceived and
experienced adverse events of forced-feeding lisye@spondents. (Table 3)

DISCUSSION
Knowledge and practice of forced-feeding were tagiong the respondents in the present study.
Sarah et al as early as the mid twentieth centadyreported the common practice of forced-
feeding in many communities in Nigeria [8]. Anotrstudy had also reported that this harmful
feeding practice is commoner among the Yoruba tnbhne south-western part of Nigeria [9].
Apart from serving as a veritable means of feedihddren who refuses feed, endangering
mother to child bonding was the commonest reaserytiruba people gave in justifying forced-
feeding in their children. Unlike that study, wetigtelated reasons rather than mother-child
bonding was the main justifier of forced-feedingdar present study. The ethnic and socio-
cultural difference between the two study populai@ould have accounted for the observed
difference in reasons for the practice of forcegdiag. Drug administration was a notable reason
given by mothers for the practice of forced-feedimdpoth studies. This is probably because of
the common phobia of oral drugs among childrenti@darly the ones with unpleasant taste.
This usually prompts mothers (out of anxiety orsfration) across ethnic and social strata to
forcibly administer the drugs.
Forced-feeding is commoner among children agedebfSyin our study. This corresponds to
the transition period when non-milk based foodtstéw predominate the child’s diet and food
refusal becomes an issue. Additionally, due to riflatively slower growth rate in this age

bracket, there is reduced metabolic need and caesdly poorer appetite for food [10]. It is



162

163

164

165

166

167

168

169

170

171

172

173

174

175

176

177

178

179

180

181

182

183

therefore not surprising that children of this ageup constituted a significant proportion of
those force fed in this study.

Though not statistically significant (probably dtge sample size), mothers with higher socio-
demographic parameters (i.e. higher educationainatient and upper socio-economic class)
engaged more in the practice of forced-feedinghis study. In many African societies
particularly in Nigeria, the weight of a child i®leved to be directly related to the family's
economic and financial status and thus serves attas symbol [11]. It is therefore not
surprising that mothers in this socio-economic claagaged more in the practice of forced-
feeding in order to achieve this objective of defubody for their children which they believe
reflects their status. Furthermore, it is alsoliikdhat mothers in the lower socio-economic class
due to lower resources, may more likely be unabldeed their children adequately. These
children are therefore more likely to be in a sttevant of food (physiologic hunger) and thus
will need less coercion to eat whenever food islabke.

Contrary to this findings, a similar study in thanitéd States of America showed that white
middle class non-Hispanic mothers for fear of ovaight (which they regarded as detrimental to
health) restricted food to their children [12]. W®ver mothers in the low-income group who
viewed large body size as a sign of good healthpameinting had no concerns of restricting food
[12]. This demonstrates the differences in sotkdlues and perception attached to the weight
of a child which was the main justification for éed-feeding among most respondents in the
present study.

Forcing the spoon into the mouth of the baby, diiton, nose pinching and flogging were the

common methods employed by our respondents indei@eding children. These practices have
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been documented as types of physical child abuddgrextension a violation of the right of a
child [13].

The common adverse effect experienced among fextetildren in this study involved mainly
the respiratory system with difficulty in breathiagd cough ranking high. This could be easily
explained by the common methods of forced-feedewnsin the study (i.e. forcing the spoon
into the mouth and nose pinching) both of which@pable of increasing the risk of aspiration
into the airway. A recent unfortunate event in Urted Kingdom where a mother mistakenly
killed her child during force feeding lays credencehe possibility of fatality as adverse event
of force feeding [14]. This further stresses thiéaal need for intensified campaign and public
education against the practice of forced-feeding.

Not surprisingly, more respondents who were foreg &s children, force fed their children
compared to those not force fed as children. Thisikeeping with the notion that abused
persons often end up as abusers [15]. Also, regmadn the younger age category engaged
more in the practice of forced-feeding their cheldrcompared to those in the older age
categories. Experience of these older mothers witine children, may have given them the
knowledge and patience required to feed childrkeuas treducing fears and worries by mothers
often associated with food refusal of their chitd{&6].

Finally, it is distressing to note that most of aespondents their information about force
feeding through their friends and relatives. Thectbnic media and health workers were
significantly less source of information for forteeding among respondents in this study. This
may be related to the general societal misconaeptib forced-feeding even among the
enlightened people as highlighted in this studgforimation from uninformed sources is more

likely to be potentially incorrect and harmful. Taes hence the need for health workers and the
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media and health workers to educate people andepsaper dissemination of information on
the practice forced-feeding and the potential daagsociated with its practice.

Limitations of the study

A main limitation of the study is that it is a hasp based study which may lead to errors in
estimating the actual prevalence of force-feedmghe study area. Also, recall or lie bias may
lead to inaccuracies in information given by thegpendents.

Conclusion

Despite the limitations, this study demonstrateghtlprevalence of the practice of forced-feeding
among parents and care-givers in Enugu. Therefea#ththcare workers and relevant government
agencies are encouraged to formulate and enforlieigsothat increase public education and

enlightenment of the ills of force feeding.

REFERENCES
1. Dorland's Medical Dictionary for Health Consumeftnternet). Saunders; 2007. Forced

feeding. Available from: http://medicaldictionahefreedictionary.com/forced+feeding

2. Batsell, R.W., Brown, A.S., Ansfield, M.E., and Elall, GY.“You Will Eat All of That?:

A Retrospective Analysis of Forced Consumption &gés. Appetite. 2002, 38 (3), 211-219.
3. AJOB Case Presentation: Hunger Strike or SuicideSkgrvation: Is Force Feeding a
Prisoner Ethical. The American Journal of Bioethic014; 14 (7). 46-46. DOI:
10.1080/15265161.2014.921094.
4. Peter J Cooper, Alan Stein. Feeding Problems aatihd: Disorders in Children and
Adolescents. Hardwood academic Publishers 1992.

5. Wikipedia, the free encyclopedia. Retrieved fromp ften.wikipedia.org/wiki/Enugu.




230

231

232

233

234

235

236

237

238

239

240

241

242

243

244

245

246

247

248

249

250

. Nigerian Population Commission. State and localegoment demographic profile: 1991-

2010, Abuja.

. Oyedeji GA. Socioeconomic and cultural backgrourfidhospitalized children in llesa,

Nigeria.Nig J Paediatr 1985; 12:111-117.

. S. LeVine , R LeVine. Child abuse and neglect ib-Saharan Africa: In JE Korbin Editor.

Child abuse and neglect: cross cultural perspectireversity of California Pressl981;

3:36.

. Jegede A.S, Ajala A.S, Adejumo O.P, Osunwole SF@ced Feeding Practice in Yoruba

Community of Southwestern Nigeria: Evidence from hriéigraphic Research.

Anthropologist. 2006; 8(3): 171-179.

10.Carolyn D. Berdanier, Johanna T. Dwyer, Elaine Bltam. Normal pattern of linear

growth in childhood (page 594): In Handbook of Mudn and Food, Second Edition. CRC

publisher 2007, Georgia USA.

11.Rebecca K, Benjamin C. Global gender disparitieshesity: A review. Adv Nutr July 2012

vol. 3: 491-498.

12.Francis LA, Birch LL. Predictors of Maternal Chikkkeding Style: Maternal and Child

CharacteristicsAppetite. 2001;37(3):234243.

13.Alemika EEO, Innocent Chukwuma, Donika Lafratta,ni#h Messerli, Jarmila Souckova.

Rights of the Child in Nigeria. Report on the impkntation of the Convention on the Rights
of the Child by Nigeria. A report prepared for iemmittee on the Rights of the Child 38th

Session — Geneva, January 2005.



251

252

253

254

255

256

257

258

259

260

261

262

263

264

265

266

267

268

269

270

271

272

273

274

14.Baby force-feeding death: Mother Gloria Dwomoh tyuiNews article from BBC London
11/10/2011. Available from http://www.bbc.com/newlsengland-london-15270268.
Assessed 26/06/2015.

15.Glasser M, Kolvin I, Campbell D, Glasser A, LeitdhFarrelly S.Cycle of child sexual abuse:
links between being a victim and becoming a peroetr The British Journal of Psychiatry. 2001.
DOI: 10.1192/bjp.179.6.482.

16. Becker N, Lombardi P, Sidoti E, Katkin LS. Mylicalmops in the treatment of infant colic.

Clin Ther 1998;10 401-5.



275

276

277

278

279

280

281

282

283

284

285

TABLES
Table 1 Socio-demographic characteristics of the study [adjaun
Variables N Variables N
n (%) n (%)

Age of Respondents (years) N=137 | Knowledge of Force feeding N= 137
Less than 25 27 (19.7 Yes 110 (80.3)
26-30 51(37.2)| No 27 (19.7)
31-35 26 (19.0)
36-40 20 (14.6) | Respondents forced fed as a Child N=137
More than 40 13 (9.5) Yes 47 (34.3)

No 81 (59.1)
Sex of respondent N=137 | Cannot remember 9 (6.6)
Male 10 (7.3)
Female 127(92.7) Have you ever force fed a child N=128

Yes 88 (68.8)
Number of children alive N= 137 No 40 (31.2)
None 24 (17.5)
1-5 95 (69.3) | Age of child at force feeding child N= 88
More than 5 18 (13.1) | Mostly between 0 and 11 months 27 (19.7)

Mostly between 1 and 5 years 55 (40.1)
Respondent education N= 137 | Mostly above 6 years 6 (5.1)
Completed university 66 (48.2
Completed secondary 55 (40.1) Do you know the adverse effect of force feeding NE25
Completed primary 11 (8.0) Yes 57 (45.6)
llliterate 5 (3.6) No 68 (54.4)
Socio-economic class N= 137 | Have you experienced any? N=137
Upper 95 (69.3)| Yes 30 (21.2)
Middle 24 (17.5) | No 85 (62.0)
Lower 18 (13.1) | Cannot remember 22 (16.8)
Religion of respondents N= 137 Age of child at exgence of adverse effect N= 30
Christianity 127 (93) Between 0 and 11 months (23.3)
Islam 4 (2.9) Between 1 and 5 years 15 (50.0)
Traditionalist 1(0.7) Above 6 years 2 (6.7)




286 Table 2- Association between Respondent’s Socioedeaphics and forced-feeding

Socio-demographic factors N (%) Child was force f& P-value
Yes (n%) No (n%)

Age of Respondents (years) N=128
Less than 25 26 (20.3) 21 (80.8) 5(19.2) 0.590
26-30 49 (38.3) 34 (69.4) 15 (30.6)
31-35 26 (20.3) 16 (61.5) 10 (38.5)
36-40 19 (14.8) 12 (63.2) 7 (36.8)
More than 40 8 (6.3) 5 (62.5) 3 (37.5)
Sex of respondents N=128
Male 8 (6.3) 5 (62.5) 3(37.5) 0.694
Female 120 (93.7) 83 (69.2) 37 (30.8)
Respondents Education N=128
Completed university 63 (49.2) 45 (71.4) 18 (28.6) 0.902
Completed secondary 52 (40.6) 34 (65.4) 18 (34.6)
Primary or lower 13 (10.2) 9 (69.2) 4 (30.7)
Socio-economic class N=128
Upper 89 (69.5) 65 (73.0) 24 (27.0) 0.287
Middle 22 (17.2) 13 (59.1) 9 (40.9)
Lower 17 (13.3) 10 (58.8) 7 (42.1)
Force Fed as a Child N= 87
Yes 47 (54.0) 39 (83.0) 8 (17.0) 0.018
No 78 (46.0) 48 (61.5) 30 (38.5)
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Table 3- Practice and Adverse Effect of Forced-feg&eported by Respondents
Reason for Force Feeding N= 159 Method used During Force Feeding N=110
Anxiety about weight loss 62 (39.0 Nose pinching 21 (19.1)
Child is thin (lean) 34 (21.4) Flogging 18 (16.4)
Pressure from relatives 14 (8.8) Restraining (110)
Insecurity about parenting skills 3 (1.9 Forpean into mouth 32 (29.1)
To create mother-child bond 2(1.3) Feeding wslgeping 11(10.0)
Usually for medications 19 (12.0 Distraction (24.8)
Pressure from work and/or home 5(3.2) Thredejorive usual benefits 14 (12.7)
Desperation about child’s health 4 (2.5) Blackmail 6 (5.5)
Normal for children 16 (10.1) - -
Perceived Adverse Effect N=101 Experienced Adverse Effect N= 36
Growth faltering 6 (5.9) Difficulty in breathing 31(36.1)
Chronic illnesses 7 (6.9) Coughing 12 (33.3)
Coughing 50 (49.5) Vomiting 4 (11.1)
Death 9 (8.9) Suffocation /choking 1(2.8)
Difficulty in breathing 19 (18.8) Crying inconsdily 2 (5.6)
Otherst 10 (9.9) Fever 4(11.1)

Tl Others include: vomiting (7), fear (1), crying (&nd overdose (1)2Multiple Response Allowed.



