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This study assessed the awareness, knowledge and practice of lactational amenorrhoea method (LAM) 
of post partum contraception among breast feeding mothers of 18 to 40 years of age with unintended 
pregnancies. It was a cross-sectional, multicenter survey of seventy one breast feeding mothers with 
unintended pregnancies who visited these health centers for antenatal care within the study period. 
These women had been on LAM as the only post partum contraception before onset of pregnancy. A 
two section, semi-structured, self administered questionnaires were used to survey the participants. 
The incidence of unintended pregnancy was 14.3% among LAM users. There was a high level of 
awareness, but poor knowledge and practice among users. Lactating pregnant women who properly 
implemented only one component had more than 4 times odds for unintended pregnancy (odd ratio 
(OR)=4.12, confidence interval (CI)=3.21 to 4.72, P=0.04), those who implemented two components had 
about 3 times odds for unintended pregnancy (OR=2.82, 95%CI=2.54 to 2.94, P=0.01), while those who 
did not implement any of the three components had more than 7 times odds for unintended pregnancy 
(OR=7.52, 95%CI=7.23 to 7.94, P=0.001). High incidence of unintended pregnancy observed in this study 
was associated with poor knowledge and aberrant-practice of LAM by breast feeding mothers. 
Therefore, improving women knowledge (especially breast feeding mothers) on the proper guidelines of 
LAM could be of a great help in reducing high incidence of unintended pregnancy among LAM users.   
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INTRODUCTION 
 
Unintended pregnancy is currently one of the greatest 
challenges faced by women of reproductive age in most 
developing countries of the world (Singh et al., 2010). It 
has become a public health concern in some countries 
like Nigeria, because its effects are not limited to women, 
but   also  the  families  and  the  society. It  has  negative  
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economic, educational and social consequences for both 
the family and the nation (Dixit, 2012). 

Although, family planning and reproductive health 
programs have contributed immensely to a global decline 
in the incidence of unintended pregnancy; however, the 
rates are still very high in some developing countries 
(Leete et al., 1999). This could be attributed to none/ 
inappropriate use or failure of the birth control methods of 
choice (Huang et al., 2012). Epidemiological studies sug-
gest that post partum women are among the most highly 
vulnerable to unintended pregnancy (Huang et al., 2012), 



 

 

 
 
 
 
probably because many of them worldwide lack access 
to, or do not wish to use hormonal contraceptive methods 
for fear of transmission of exogenous hormones to the 
infant.  

Attempts to provide fertility awareness-based method 
of family planning to breastfeeding women led to the 
development of lactational amenorrhoea method (LAM) 
of post partum contraception, which is the practice of 
using breastfeeding to prevent pregnancy. For this 
method to be effective, the following three basic criteria 
must be met: using the method within the first six months 
post delivery; when menstruation has not returned; and 
the mother is exclusively breastfeeding (that is, the infant 
is breastfed frequently throughout the day and night; 
every 4 h during the day and every 6 h during the night, 
with no other food or beverage). For a breastfeeding 
mother to be eligible to use LAM, she must satisfy the 
three aforementioned criteria (Labbok et al., 1994). 

There is a growing amount of evidence that, when used 
perfectly (correct and consistent), LAM provides 98 to 
99% contraceptive effectiveness, while typical use 
(incorrect and inconsistent) provides 95% effectiveness 
(Kazi et al., 1995; Trussell, 2004). This means that 5 of 
100 women who used LAM typically may become 
pregnant unintended within the first six months post-
partum, whereas less than 1 to 2 may become pregnant 
within the same period with perfect use. A higher rate of 
unintended pregnancy is found among defaulters who are 
unable to adhere strictly to the tenets for the proper use 
of LAM as approved by  World Health Organization 
(WHO) and entrenched in the “Bellagio Consensus” in 
Italy in 1995 (WHO, 2004). While very few women may 
choose to carry the unintended pregnancies to term, a 
greater number of them may opt for abortion to avoid risk 
of their lives and health, psychological trauma and socio-
economic turmoil. Of the estimated 210 million preg-
nancies that occur throughout the world each year, about 
38% are unintended, 22% of unintended pregnancies end 
in abortion (Amin et al., 2009). Worse still where there is 
lack of access to safe abortion, the women’s health is 
endangered especially if they resort to unsafe methods to 
terminate their pregnancies. It is stated that 19 million of 
the estimated 46 million induced abortions each year are 
performed in unsafe conditions and/or by unskilled 
providers and result in the death of an estimated 68,000 
women. This represents 13% of all pregnancies related 
death (The Alan Guttmacher Institute (AGI), 1991). 
Almost all unsafe abortion takes place in developing 
countries, and is where 99% of abortion related deaths 
occur (US CDC, 2003; WHO Report, 2004). 

Previous studies have shown that the problem of 
unsafe abortion is more in Sub-Saharan Africa due to 
limited uptake of family planning, a shift towards the use 
of traditional contraceptive methods instead of modern 
methods, decreased effective use of contraception 
(Fatima et al.,  2005),  highly  restrictive  abortion  laws  and   
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poor access to safe abortion services. In Nigeria, 
unintended pregnancy and unsafe abortion are critical 
public health problems (Onche, 2011).  An estimated one 
in five pregnancies in Nigeria is unintended, because of 
low knowledge and practice of contraception, desire for 
smaller families, growing urbanization, increase partici-
pation of women in paid labour force and diminish ability 
of families to support many children (Akinrinola et al., 
2006). For those women who may want to maintain the 
unintended pregnancy, they may face a lot of adverse 
social and economic impact on the family. The women’s 
hope for better life for herself, education and prosperity 
for her family may be marred by unintended pregnancy 
(Etuk and Ekanem, 2003). Increased incidence of family 
disharmony is common, increased incidence of child 
abandonment (child neglect), battered baby syndrome, 
juvenile delinquency and increased number of street 
children are also associated with unintended pregnancies 
(Etuk and Ekanem, 2003). 

Special attention should therefore be focused on 
breastfeeding mothers who still want to fulfill their marital 
obligations to their spouses but are ignorant of an ideal 
contraceptive method during lactation. The fear of effect 
of the hormonal contraceptives on the breastfeeding baby 
left them with no choice than to choose LAM which is 
natural, readily available, cheap and the easiest. For this 
method to be effective, the three basic criteria must be 
strictly adhered to.  

This study was therefore carried out as one of the 
initiatives to reduce the incidence of unintended preg-
nancy among women practicing LAM in Uyo Metropolis, 
South-South Nigeria. The aim was to establish the know-
ledge and practice of LAM by breastfeeding mothers with 
unintended pregnancies due to LAM or users’ failure. We 
hope that the outcome of this study will help unfold the 
required interventions necessary to improve the quality of 
LAM services and reduce complications associated with 
unintended pregnancies, unsafe abortion in our commu-
nity and similar communities in other parts of the world. 
 
  
SUBJECTS AND METHODS 

 
Selection of participants 
 

This was a cross-sectional multi-center survey conducted in two 
secondary and eight primary health care facilities within Uyo 
Metropolis in South-South Nigeria. Of the 3720 pregnant women 
(aged 18 to 40 years) who visited these health facilities for ante-
natal care within the study period (between April 2010 and June 
2011), 497 (14.6%) had unintended pregnancy. Pregnancies were 
grouped as either intended or unintended at conception using new 
definitions established by the Institute of Medicine in 1995. 
Pregnancies were considered intended if a woman had stopped 
using birth control measures, because she wanted to become 
pregnant. Unintended pregnancies were classified as either mis-

timed: wanted pregnancies that occurred sooner than desired or 
unwanted pregnancies that occurred while a woman was using 
contraception and had not ever wanted to have another baby. Seventy  
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Table 1. Distribution of breastfeeding mothers (n= 3,720). 

 

Participants  n % 

Those initially excluded 305 8.2 

Actual participants 3415 91.8 

Intended pregnancy (Excluded) 2918 85.4 

Those with unintended pregnancy 497 14.6 

Unintended pregnancy not on family planning (Excluded) 340 68.4 

Unintended pregnancy on LAM (Included) 71 14.3 

Methods other than LAM (Excluded) 76 15.3 

Intention to terminate the pregnancy 10 2.0 
 
 

one (14.3%) of them claimed they were on LAM, and were included 
in the study. Those who practiced other forms of post partum 
contraception were illegible to participate. Written informed consent 
was obtained from each participant and the study protocol was 
approved by the institutional research and ethics committee. 
 
 
Assessment measures  
 
A two section semi-structured questionnaire developed by the 
authors based on prior studies on the practice of LAM (Khadiga et 
al., 1996; Hight-Laukaram et al., 1996; Brogen et al., 2006) was 
used to survey the participants. The first part of the questionnaire 

contained 10 open ended questions aimed at obtaining information 
on the socio-demographic characteristics of the participants such 
as age (years), education level, employment status, type of family, 
religion, ethnicity, marital status, parity and area of residence. 

Based on age, participants were classified into four groups: they 
were also classified into low and high education levels to represent 
participants with up to high school and more than high school edu-
cation, respectively. Also, based on employment status, family type, 

religion, ethnicity and marital status, were classified into employed 
and unemployed, extended and nuclear family, Christians and non-
Christians, Ibibios and non-Ibibios and married and singles, 
respectively. 

The second part of the questionnaire contained 17 questions 
aimed at obtaining information regarding respondents’ level of 
awareness, knowledge and practice of LAM. To assess their level 
of awareness, open ended questions were asked. These included 
questions such as: are you aware of the fact that exclusive breast 
feeding could be used to prevent pregnancy? How did you learn 
about it and how would you grade your acceptance of the practice? 

To assess participants’ knowledge, question were asked to 
assess their understanding of the meaning of LAM, the basic 
criteria for the effective and full implementation of LAM such as, 
when it should be commenced and ended, its effectiveness after 
weaning, provision of protection against sexual transmitted 
infections, effects on infants’ and mothers’ health and also the 

benefits and adverse health outcomes when practiced properly. To 
assess respondents’ practice of LAM, questions were asked to find 
out the components of LAM actually implemented by them. On this 
basis, respondents were classified into four groups: those who 
could not implement any of the three basic criteria, those who 
implemented only one, two or all three components. For the 
purpose of this survey, lactational amenorrhoea post partum 
contraception is defined as the practice of using breast feeding to 
prevent pregnancy during post partum period. The three basic 

criteria for its full implementation include the following: exclusive 
breast feeding, post partum amenorrhoea and less than six months 
since child birth. 

Respondents who observed only one, two or all components 
were regarded as having implemented one, two or all components, 
respectively. 
 
 
Statistical analysis 

 
Frequencies and simple percentages were computed for catego-
rical variables. Chi-square test was used to compare the number of 
women with unintended pregnancy with each level of the demo-
graphic variables as well as the number of breastfeeding women 
with unintended pregnancy with correct and incorrect responses on 
the knowledge of LAM. Moreover, the number of components of 

LAM properly implemented by these women was compared 
statistically using chi-square test. Finally, logistic regression 
between cases of unintended pregnancies and implementation of 
LAM guidelines were performed. Odds ratio (OR) and its corres-
ponding 95% confidence interval (CI) were estimated. All statistical 
computations were enhanced using Statistical Package for Social 
Sciences (SPSS) 17.0. A probability value less than 0.05 (P<0.05) 
was considered to be statistically significant. 
 
 
RESULTS 
 
Of the three thousand seven hundred and twenty (3,720) 
pregnant women recruited for the study, 305 (8.2%) were 
initially excluded for failure to comply with research 
guidelines. This made actual participants to be 3,415 
(91.8%). Four hundred and ninety-seven (14.6%) of the 
participants had unintended pregnancies, 71 (14.3%) of 
the 497 pregnant women who had unintended preg-
nancies were on LAM and hence constituted the study 
participants; all others were excluded from the study. 
Detailed results are shown in Table 1. 

In addition, 3 (4.2%) of those who were on LAM were 
between ages of 18 and 24, 23 (32.4%) were between 
the ages of 25 and 30, 36 (50.7%) were between the 
ages of 31 and 35 and 9 (12.7%) were between the ages 
of 36 and 40 years. Most of the women had high educa-
tion (66.2%), employed (71.8%), from nuclear family 
(62.0%), Christians (95.8%), were of Ibibio ethnicity 
(50.7%) and resides in the urban (60.6%) and multi-
parous 56 (78.9). Results are shown in Table 2. 

Most participants accepted the method at first contact 
with the medical staff that happens to be the  first  source  



 

 

 
 
 
 

Table 2. Demographic characteristics of breast 

feeding mothers on LAM, n=71. 
 

Demographic characteristic  n (%) 

Age   

18-24 3 (4.2) 

25-30 23 (32.4) 

31-35 36 (50.7) 

36-40 9 (12.7) 
  

Education  

High education 47 (66.2) 

Low education 24 (33.8) 
  

Employment  

Unemployed 20 (28.2) 

Employed  51 (71.8) 

  

Type of family  

Extended  27 (38.0) 

Nuclear  44 (62.0) 

  

Religion   

Christians 68 (95.8) 

Muslim  3 (4.2) 
  

Ethnicity  

Ibibios 35 (49.3) 

Non-Ibibios 36 (50.7) 
  

Area of residence   

Rural  28 (39.4) 

Urban  43 (60.6) 

  

Marital status  

Married 55 (77.5) 

Single 7 (9.9) 

Devoiced   9 (12.7) 
  

Parity   

1 15 (21.1) 

2-4 21 (29.6) 

>7 35 (49.3) 

 
 
 

of the information to majority (56.3%) of them. Others got 
the information from their relatives (25.4%), in school 
(12.6%) and from their friends (5.6%) as shown in Table 
3. 

About 57.5% of lactating mothers with unintended 
pregnancies who practiced LAM did not know its full 
meaning. Only 36.6% knew the three basic criteria for 
LAM use. About 71.6% did not know how LAM works and 
only 56.3% knew  the  optimum  breastfeeding  behaviors  
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that help maximize the contraceptive effect of LAM. 
Appropriate take off time and the duration for optimum 
contraceptive effect were known by 45.1 and 51.8%, 
respectively. Also, 54.6% knew that the effectiveness of 
LAM decline after weaning. Good knowledge of the 
absence of adverse health effect on the mother, baby 
and absence of protection against sexually transmitted 
infections (STIs) for users was shown by 39, 50.7 and 
78.9% respondents, respectively. However, the benefits 
and adverse effect of LAM were known by 31 (43.7%) 
and 16 (22.5%), respectively. Results are shown in Table 
5. 

Analysis of the components of LAM properly 
implemented by respondents showed that 8 (11.3%) 
implemented exclusive breast feeding only, 13 (18.3%) 
were amenorrhiec, 10 (14.1%) were less than 6 months 
post partum. Moreover, 9.8% implemented exclusive 
breastfeeding and were amenorrhiec, whereas 16.9% 
implemented exclusive breast feeding and were less than 
6 months post partum. 12.7% were amenorrhiec and less 
than 6 months post partum, 10 (14.4%) implemented all 
the components. The remaining 2 (2.8%) implemented 
none of the three components. Results of analysis also 
revealed that the number of pregnant women who 
implemented these three components were significantly 
lower than those who implemented one or two of the 
components effectively (P<0.001). Results are shown in 
Table 5. 

Finally, pregnant women who implemented only one 
component had more than 4 times odds for unintended 
pregnancy (OR=4.12, CI= 3.21 to 4.72, P=0.04), those 
who implemented two components had about 3 times 
(OR=2.82, 95%CI= 2.54 to 2.94, P=0.01) while those who 
did not implement any of the three components had more 
than 7 times odds for unintended pregnancy (OR=7.52, 
95%CI= 7.23 to 7.94, P=0.001). Results are shown in 
Table 5. 
 
 
DISCUSSION 
 
In this study, the incidence of unintended pregnancy 
among lactating mothers practicing LAM was 14.3%. This 
value is relatively lower than values obtained in previous 
studies within and outside Nigeria. Etuk and Ekanem 
(2003) recorded 30% incidence of unintended pregnancy 
in a similar survey in Calabar, Nigeria. In Egypt, the 
incidence of unintended pregnancy among LAM users 
was 29% (Omar and Anna 2008), while in Turkey, the 
incidence was recorded as 32.8%. The differences 
observed here could probably be due to variations in 
some socio-demographic variables among the different 
populations under study. In the present study, most of the 
participants (83%) were highly educated, married (77.5%), 
multiparous (78.9%) and between the ages of 31 and 35 
years (50.7%). These  attributes  have  been  consistently  
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Table 3. Sources of information on LAM. 
 

Item Number %  Item Number % 

Had been informed about LAM     Mother’s reaction to the information   

Yes 71 100  Accepted 71 100 

No  0 0  Rejected 0 0 

       

Sources of information about LAM     First person to inform about LAM   

Medical staff 40 56.3  Medical staff 40 56.3 

Relative 18 25.4  Relatives 18 25.4 

In school 9 12.7  In school 9 12.6 

Mass media 0 0  Friends 4 5.6 

Friend 4 5.6  Mass media 0 0 
 
 

Table 4. Knowledge about LAM by users. 

 

S/No. Question 
Correct 

response (%) 
Incorrect 

response (%) 
P-

value 

1 What is the meaning of LAM? 30 (42.3) 41 (57.5) 0.192
NS

 

2 What are the basic criteria for the effective use of LAM? 26 (36.6) 45 (63.4) 0.024* 

3 The effectiveness of LAM expires when? 36 (50.7) 35 (49.3) 0.906
NS 

4 When can LAM start? 32 (45.1) 39 (49.3) 0.406** 

5 Does the mother who practices LAM need to stay close to the baby? 40 (56.3) 31 (44.3) 0.690
NS

 

6 How does LAM work? 18 (25.4) 53 (71.6) 0.285
NS

 

7 Can LAM continue after weaning? 39 (54.6) 23 (32.4) 0.042* 

8 Does LAM provide protection against STIs? 56 (78.9) 15 (21.1) 0.00** 

9 How effective is LAM? 30 (42.3) 41 (57.8) 0.192
NS

 

10 Does the use of LAM affect infant’s health? 36 (50.7) 35 (45.3) 0.906
NS

 

11 Does the use of LAM affect mother’s health? 28 (39.4) 43 (60.6) 0.075
NS

 

12 What are the good effects of LAM? 31 (43.7) 40 (56.3) 0.285
NS

 

13 What are the bad effects of LAM? 16 (22.5) 55 (77.5) 0.00** 
 

**P<0.01, significant at 1%; *P<0.05, significant at 5%; 
NS

P>0.05 not significant at 5%. 
 

 
Table 5. Distribution of LAM components property 

implemented by breastfeeding mothers with unintended 
pregnancies. 

 

LAM component  N (%) 

1 only 8 (11.3) 

2 only 13 (18.3) 

3 only 10 (14.1) 

1 and 2 7 (9.8) 

1 and 3 12 (16.9) 

2 and 3 9 (12.7) 

1, 2 and 3 10 (14.1) 

None  2 (2.8) 
 

Values in the parenthesis are percentages. Components: 1 = 

exclusive breastfeeding,  2 = absence of menstruation 
(amenorrhoea), 3 = less than 6 months post partum. 

 
 
shown in previous surveys to improve knowledge and 
practice of LAM among users.  Thus,  in  a  study  carried  

out by Susu et al. (1996), it was found that contraceptive 
knowledge and practice was positively influenced by 
education level, parity, marital status and age of users. 
This corroborates findings by Sandra et al. (1987) in a 
Bangladeshi study. These attributes were more 
prominent in the present study population than the 
aforementioned. 

Also, the failure rate recorded in this study and others 
are significantly higher than the internationally accepted 
values of 1 to 2% on effective use and 5% on typical use 
of the method (Kazi et al., 1995). This is probably be-
cause these studies have some common features, which 
include poverty of knowledge and aberrant practices of 
LAM by users. Poor knowledge of the method, and 
incorrect practices by users were among the key factors 
identified as being responsible for the high failure rate of 
LAM recorded in prior studies (Valdes et al., 2000; Miriam 
et al., 1997). 

In a study in Northern Nigeria, Audu et al. (2006) 
observed low level of  awareness  of  LAM  among  users 
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Table 6. Logistic regression between the component implemented and the likelihood of having 

unintended pregnancies (odds ratio and 95% confidence interval). 
 

LAM implementation  OR 95% CI P 

Number of component implemented 1.0 - - 

3 components 2.0 (reference) - - 

    

2 components  
3.0 

2.54-2.94 0.01* 
2.82 

    

1 component 4.12 3.21-4.72 0.04* 

0 component 7.52 7.23-7.94 0.001** 
 

Adjusted for socio-demographic characteristics and post partum maternal behaviors. *P<0.005, 

significant at 5%; **P<0.01, significant at 1%. 
 
 

 

 (42.1%), poor utilization and wrong use of the method. 
These contributed to the high incidence of LAM failure 
according to that survey. A similar study in Turkey 
demonstrated low knowledge of LAM by users, more than 
half (52%) were not aware of the contraceptive property 
of breastfeeding, 48.16% did not know the importance of 
frequency and duration of sucking on efficacy of LAM 
(Vural et al., 1999). Another survey in Turkey by Turk et 
al. (2010) showed that only 17.2% of women using LAM 
fulfilled the LAM criteria and 82.8% did not. Two of the 
three criteria necessary for LAM to be effective were not 
met by users. These include absence of menstruation 
within the first six months (43.8%) and exclusive 
breastfeeding (70.3%). 

Similar poor knowledge was observed among users of  
LAM in the present study. Fifty-seven percent of them did 
not know the full meaning of LAM. Forty-four percent 
were ignorant of the optimal breastfeeding behaviors that 
help maximize LAM efficacy. Fifty-five percent did not 
know the take-off time and duration, while 46% were 
ignorant of the effect of weaning and the time when LAM 
should be switched over to another method or addition of 
a complementary contraception. Consistent with present 
finding, Brogan et al. (2006) in their study in India found 
that only 47.6% of the respondent knew the tenets for 
effective practice of LAM. 

A discordant result was obtained by Miriam et al. 
(1997) in a multi-center study. In that study, a good level 
of awareness and practice with 98% efficacy of LAM was 
recorded. That result yielded insight on the possibility of 
continuing the use of LAM beyond six months. LAM was 
found to be highly effective as an introductory post-
partum method when offered to a variety of cultures, 
healthcare settings, socio-economic strata and industrial 
and developing country locales. The parameters studied 
in that survey yielded high efficacy, and the basic tenets 
of the 1995 Bellagio consensus on LAM was re-
confirmed. LAM was therefore recommended for incorpo-
ration into hospitals, maternity, family  planning,  maternal  

and child health and other primary healthcare setting 
(Miriam et al., 1997). 

The present study also revealed the aberrant practices 
among LAM users. Only 14.1% actually implemented the 
three components of LAM. About 2.8% did not implement 
even one component, while 43.7 and 39.4% implemented 
1 and 2 components, respectively. Results of multiple 
logistic regression analysis showed that those who 
implemented only one component had 4 times odds for 
unintended pregnancy while those who implemented two 
components had 3 times likelihood of having unintended 
pregnancy. Those who did not implement even one 
component had about 7 times odds for unintended 
pregnancy.  

Earlier studies have shown that the socio-demographic 
characteristics of the study population are factors to be 
considered in assessing the knowledge and practice of 
LAM and associated incidence of unintended pregnan-
cies. Compelling evidences have shown that occupation 
outside home (employed) and previous awareness of 
LAM emerge as predictors of its acceptance (Vural et al., 
1999; Khella et al., 2004). This has reflected in the 
present study, most participants (71.8%) were employed 
and virtually all of them were previously aware of LAM. 
Majority of them got the information from their physicians 
while others were either informed by their friends or rela-
tions. Existing research indicates that these two factors 
can impact a negative influence on the practice of LAM. 
Studies have shown that occupation outside home has 
encouraged passive practice of LAM. Even when practice 
of expressed breast milk is intensified, the natural 
sucking stimulus that initiate the signal that result in 
suppression of fertility is absent. The sucking stimulus is 
regarded as a major behavioral and physiological para-
meter that account for the variation in the timing of return 
of fertility. One study showed that mothers who were 
separated from their infants (but expressed milk to 
provide 100% breast milk for their babies) had a higher 
pregnancy risk (5.2%) during the first 6 months (Valdes,  
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2000), while another study demonstrated that mothers 
who practiced exclusive breastfeeding had a zero chance 
of being pregnant during the first 3 months, less than 2% 
between 3 and 6 months, and about 6% after 6 months 
(assuming the menstrual periods have not yet returned 
(Jen O’Quinn, 1998, 1999). 

Review of literatures revealed that in areas where 
breastfeeding is practiced physiologically, that is, 
frequently, day and night with little or no supplementation 
given, the continuous breast feeding after menses had 
returned was associated with significant continued delay 
in fertility. Such is unrealistic in a breast feeding mother in 
a job outside home. A high rate of unintended pregnancy 
among our respondents is therefore substantiated, as 
majority of them were employed. In conflict to these 
findings, Miriam et al. (1997) observed that LAM was 
effective in all settings, even when exclusive 
breastfeeding may not be fully implemented, but the most 
important factor according to that survey was the duration 
of each breastfeeding. Also, studies have shown that 
previous knowledge of LAM does not guarantee its active 
practice. This was the observation in the Republic of 
Kazakhstan (a member of Soviet Union) intervention 
studies. Knowledge of LAM as a contraceptive method 
was high among study participants interviewed after de-
livery, and 70% of all women reported that they planned 
to use LAM as protection from unintended pregnancy. 
However, correct knowledge about the method was very 
low. Only 35% of the women knew all the three criteria for 
effective LAM use. A follow-up study revealed that among 
the LAM users who became pregnant post-partum, none 
of them knew all the three criteria for successful LAM 
implemented (Shamil et al., 2004).  

A high incident of unintended pregnancy was recorded 
among participants in the present study despite the fact 
that they were all previously informed about the method. 
This therefore underscores the important of effective 
practice of LAM if its efficacy is to be maximized. Other 
contributing factors observed in this study were: maternal 
age, education level, marital status, religion, parity and 
area of residence. Most respondents (98%) were within 
the ages of 20 and 40 years, and this appears to be the 
most sexually active and fertile age bracket. This 
corroborates the findings by Akinrinola et al. (2006), who 
observed that more than one quarter (27%) of all 
Nigerian women fell within similar age bracket and this 
appears to be the peak age for sexual exuberant and 
fertility. They observed that women in this age bracket do 
not want many children soon, but were unwilling to use 
contraception. 

Consistent with the findings in the present study, 
Sandra et al. (1987) observed that the median duration of 
amenorrhea was less in high educated than low educated 
women, which could have accounted for the higher failure 
rate of LAM among the highly educated participants. 
Even though some population professionals have accepted 

   
 
 
 
that LAM is too difficult for women to learn and apply 
correctly (Bracher, 1992; Trussell and Santow, 1991), but 
no basis for this assertion has ever been provided. It 
seems logical to suppose that it will not be too difficult for 
a population made of highly educated women to learn 
and implement LAM properly. However, effect of other 
confounders should be considered; this is probably why 
LAM failed in a study population that is made up of highly 
educated participants such as ours. 

With regards to the effect of marital status on practice 
of LAM, married mothers were more likely than the 
unmarried ones to violet the tenets of LAM; this could be 
explained by the fact that married lactating mothers are 
found to engage in more sexual activities with their 
husbands to fulfill their marital obligations than the un-
married ones (Ndifon et al., 2006). Also, previous studies 
have shown that one in every two married lactating 
women would not want a child soon or wanted no more 
children, but were not using a contraceptive method 
effectively or use tradition contraceptive methods (Fatima 
et al., 2005). These contradict the findings by Ermalynn 
et al. (1996). Also, ethnic variation in practice of LAM as 
observed in the present study, corroborates the finding in 
prior studies (Wiemann et al., 1998; Novotny et al., 2000; 
Li and Grummer-Strawn, 2004), and may reflects the 
heterogeneity in culture/norms with regards to 
contraception. 
 
 

Conclusion 
 

High incidence of unintended pregnancy observed in this 
study was associated with poor knowledge and aberrant-
practice of LAM by breast feeding mothers. Therefore 
improving women knowledge (especially breast feeding 
mothers) on the proper guidelines of LAM could be of a 
great help in reducing high incidence of unintended 
pregnancy among LAM users. 
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