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ABSTRACT This study examines the practice of forced feeding, which is considered a harmful nutritional practice for children in Yoruba culture. The health implication of the practice on child healthcare forms the central theme of the paper. Forced feeding is a traditional practice in which young children (babies) are forced to eat.  The practice is sustained through gender stereotypes and other health related customs and attitudes. The practice is linked with infant morbidity and mortality, related to poor feeding habit. Yet, in Yoruba traditional rural communities, the practice still persists, thus endangering the health security of the children. The study was conducted in rural Yoruba communities of Ile-Ogbo, Kuta and Oluponna.  The study employs ethnographic field methods featuring observational method, Key-informants Interview, Focus Group Discussion, Structured Interview and Case Study Analysis.The study reveals that forced feeding is harmful to child healthcare because it leads to many opportunistic infections in children.  Thus, its eradication is imperative.
INTRODUCTION

In traditional African society, forced feeding was the main method of feeding children. The practice is learnt by females through socialization process, and practiced as an expected role of a responsible mother.  Usually the elderly woman in the family, known as “Iya agba,” helps the young mothers to force- feed babies with the idea that young mothers’ knowledge about forced feeding is limited.  With the introduction of bottle-feeding, which mediates between breastfeeding and forced feeding, forced feeding seems to have been discouraged.

The enunciation of baby friendly initiatives brought about the adoption of exclusive breastfeeding and feeding babies through cup and spoon.  This initiative was accepted and practiced in most urban locations in Yoruba societies.  However, in many rural areas, where women faced strenuous work with little or no time spared for child feeding; serious low income earning; ignorance on child nutritional health; as well as gender stereotype; and babies’ attitude against bitter drugs, there is a resurgence of forced feeding practice. Also enhancing the practice of forced feeding are the notions that forced feeding brings intimacy between mother and child; that babies fed with bottle-feed are “cow babies”, and that babies do not like to eat voluntarily.  All these notions have given support to the practice of forced feeding.  Undoubtedly, the practice is associated with some health and gender implications, which are negative to child health security.

Forced feeding is noted for exposing children to unhygienic conditions, which lead to child morbidity such as diarrhoea, cholera, and many other gastro-intestinal problems.  The positioning of the baby may result to other complications such as food escaping to nostrils, brain, or ears, thus leading to respiratory tract infection.  In essence, child mortality occurs due to some of these nutritional complications.

Although it seems improbable that there exists gender distinction in how children are fed, but gender stereotypes as learnt in socialization pattern keep the forced feeding resilient.  Usually, mothers do forced feeding.  Mothers learnt the practice as an expected role of a good mother, which otherwise may bring shame to the family, should their daughter marry without mastery of forced feeding practice.  Therefore, female children learnt the practice at childhood during role-play both consciously and unconsciously through imitation of mothers by daughters, and instructions from mothers.  The implication of this is that females are hindered from effective participation in the labour force in favour of child rearing.  This usually brings about low productive capacity and poverty to the women folk, thus, bouncing back to harmful nutritional practice against child healthcare.

Scholars have mentioned in their various writings that infant health is affected by certain opportunistic infections such as diarrhoea, cholera, respiratory tract infection and kwashiorkor (Oni et al., 1991; Oke et al., 1989, 1982; Escobar et al., 1983; Ekanem et al., 1991). It assumed that, a positive relationship exists between cultural practices, child nutrition and child well-being.  UNICEF has also noted that out of 14.8% infant mortality rate in Nigeria, 35% of that cases occurred due to diarrhea incidence (UNICEF, 1998; WHO, 2001).  The prevalence of mortality due to diarrhoea is put at 3 to 4 million young children (0 – 5 years) per year in Nigeria; while the morbidity is said to triple that figure.  Undoubtedly, this results from harmful nutritional practice in child healthcare.
The relationship between health and culture has also been stressed.  Oke (1989), Odebiyi (1977), Jegede (1998) and Ajala (2002a) have emphasized the influence of different cultural practices on the health care system in different places.  Specifically, Jegede (1998) noted how cultural variables such as subsistence, political and social systems bear on health decision of the people.  While Ajala (2002a) particularly observed the implication of beliefs and people’s perceptions on maternal and child healthcare of the rural dwellers in the Yoruba society, Oke (1989) observed how specific cultural practices may lead to certain ill-health in child caring.  On her own, Odebiyi (1977, 1998) specifically noted how some harmful cultural practices are deleterious to health security of the people. The thrust of the foregoing is that there exists a convergence between health and cultural practices.  Cultural practices are declared as the main determinants of health, simply because health care system itself is a cultural pattern.  Health care system evolves from categories of life style, environment and human biology (Ajala, 2002b).

From the above, it is obvious that certain cultural practices may be harmful or beneficial to healthcare system.  In Yoruba tradition, forced feeding in child nutritional culture has been identified as harmful to child healthcare (Odebiyi, 1977).  In her work, she noted that the culture is surrounded with unhealthy attitudes such as poor hygiene, over feeding and under- feeding, which result in malnutrition in children.  However, since 1985 when Primary Health care (PHC) and Child Survival Initiatives (CSI) were launched, efforts have been made to eradicate the practice in Yoruba society.  But due to poor micro-economic policies which have left the rural dwellers to remain impoverished; low literacy capacity among the mothers; poor political will to implement and sustain the goals of PHC and CSI; and some cultural attitudes such as gender stereotypes in maternal and child healthcare system, as well as the belief that children force-fed have more intimacy with their mothers than those who used  bottle-feeding , forced feeding still remains resilient especially in the rural communities of Osun State (Ajala, 2002b).  Hence, this study opens up the conception of forced feeding, its practice and mothers’ knowledge on the practice as well as its implications on child health.  The study similarly explores the community-friendly strategies to discourage the practice.

This work is a descriptive analysis of nutritional practice in child healthcare system, among the rural communities of Osun State, Nigeria.  It employs social change as its theoretical strength, while the study methods rest on ethnography, with emphasis on qualitative study.  The qualitative study employs non-participatory observation, Key-informants interview, structured interview, focus group discussion and case study analysis. The study employs the community as its unit of analysis.  This is because of holistic perception of the problem under study.  Child health care system is largely affected by both etic and emic cultural perceptions as they are related to the community healthcare as a whole rather than an individual or a household.  Therefore, the aggregate behaviours, attitudes and beliefs associated with child nutritional practice in the community forms the basis of the study analysis.

Social change theory primarily explains the differences in attitudes, behaviours, technology, or social institution in comparison with what they were in the past.  It involves the development of new patterns in all variables of life, which can be explained either diachronically or synchronically.  The two perspectives of culture, which is synchronism (culture resilience) and diachronism (culture change), are viewed in relationship with forced feeding practice.  In this direction, the perspectives of Oke (1987) and that of Linton (1945) are considered most appropriate. To Linton (1945) synchronic and diachronic aspects of culture change are not mutually exclusive; rather stability and change should be considered as essential aspects of any culture of a living people (Oke, 1987). Thus, in Linton’s analysis culture change should be redirected to reflect a scheme for the description of culture content. Oke (1987) however enumerated such culture contents as falling into three main categories viz:  universals, specialties and alternatives.  In the thesis of Ralph Linton (1945), universal culture includes the ideas, beliefs, habits and conditioned emotional responses shared by all normal adult members of a society.  Specialties are those cultural patterns shared by the members of certain socially recognized groups who are distinctive categories of individuals (Ajala, 2002a).  The total population does not share such elements.  The alternatives are those traits, which are well known to all adults but with respect to which there is free choice.  According to Ajala (2002a:  46) universal culture often seems resilient but not static, while changes become more frequent in the alternatives and specialties.  The practice of forced feeding seems to belong to the universal cultural zone in traditional Yoruba communities.  It is a practice guided by certain universal beliefs, ideas, norms, and conditioned emotional responses shared by all mothers in the Yoruba community.  Thus, it becomes very difficult to uproot unless its cultural contents are well understood.  Not only that, the nature and content of forced feeding need be properly examined through both at emic and etic perspectives; and through diachronic and synchronic examination.

Underscoring the above thesis, one is tempted to explore Barnelt (1953) analysis of culture change in the theoretical analysis of forced feeding in Yoruba community.  Barnelt (1953) specifically focused on intersectoral analysis of innovation in his study of six different cultures.  He is of the opinion that innovation can either be endogenous or exogenous or both.  Innovation being a process of acculturation is a complex phenomenon, which depends on several cultural variables for adoption.  To Barnelt (1953), innovation can lead to accommodation, replacement and/or rejection.

If Barnelt thesis is juxtaposed with Feeder et al’s (1993) conception of Innovation Adoption Model, which is carved out from Todaro’s construct (Saginga, 1998), one still tends to be confused as to why forced feeding still remain resilient, despite health innovations that have been introduced in Yoruba communities.  The Primary Health Care (PHC), Child Survival Initiative (CSI), Baby-friendly Programme and Maternal and Child Healthcare Development Programme (MCHDP) have all been introduced.  All these initiatives encompass child nutritional strategies, yet forced feeding remains resilient.  Thus, child morbidity and mortality remain higher.

The crux of discussion here is that the study examines three basic factors    necessary for the adoption of new healthcare programmes, as expounded by Feder et al (1993:  256) and Saginga (1998).  These factors are: 
(i) socio-economic characteristics of the adopters, which include age, education, family size, income, risk and uncertainty and belief system;
(ii) structural and institutional factors such as information availability, policy intervention, contact, infrastructural facilities, locational factors, and culture contexts ;and
(iii) technological characteristics as perceived by individuals, which include relative advantage, compatibility, complexity, triability and observability.

All the above factors are found to have effects on the utilization of new healthcare development programmes.  It is true from the ethnographic evidence given rise to this work that the process of innovation fails to take into account the above factors, hence the inability of the innovation to yield the desired goals.

Of course, in a low-income community, where literacy capacity is very low, with gender stereotypes conditioning pattern of culture change and where certain customs and ethos are held sacrosanct, a new model of planned change should evolve to in changing harmful practices affecting the community’s health.  In view of this, the transformatory-integrational approach associated with Ajala (2002a) is considered.  The detail of this approach is discussed below.

In context with the foregoing, this study was initiated among the rural dwellers of Ayedire Local Government area of Osun State, Nigeria.  The study was conducted through triangulation of some ethnographic methods.  The primary goal of the study is to understand the nature and pattern of forced feeding in order to discourage cultural factors supporting the practice.  Within this primary goal, the specific study objectives are: 
(i)
to find out the prevalence of forced feeding in rural communities of Yoruba society;

(ii)
to examine mothers’ knowledge of the implication of the practice on child health;

(iii)
to investigate the health problems associated with the practice; and
(iv)
to find out cultural factors supporting the practice;

(v)
to determine appropriate intervention strategy to discourage the practice.
METHODOLOGY



This study was conducted in the Yoruba society of Southwestern part of Nigeria, where Ayedire Local Government Area of Osun State was purposively selected.The Yoruba people occupy the rainforest region of Southwestern Nigeria.  The region falls within the core of tropical rainforest zone of the sub-Saharan Africa.  Presently, the large expanse of this group covers the Coast of Lagos, up to the southern bank of River Niger, extending eastward to the confluence region of Lokoja.  From Lokoja, Yoruba territory extends downward linking the Edo people of the old Benin Kingdom in the mid-western Nigeria who are also noted to be a brand of Yoruba.  From there, Yoruba community extends Southward back to the Coast of Lagos and shares the Western boarders with  the Republic of Benin. Specifically, Yoruba people occupy Lagos, Ondo, Ogun, Oyo, Osun, Ekiti, parts of Kwara, and Kogi States in Nigeria.  The population was estimated at 46 million in 1990 (NPC, 1990).Geographical location of Yoruba people provides opportunities for rich fauna and flora, which form the basis of rich cultural heritage in terms of belief and economy associated with their nutritional culture.

Osun State was purposively selected as a follow-up of an initial study on socio-cultural factors affecting maternal and child healthcare in Osun State.  The most striking finding of that study is that children’s health is largely affected by harmful practices associated with maternal and child healthcare in the rural communities of the State (Ajala, 2002).  Among those harmful practices, harmful nutritional practice singles out.  Thus, this particular study purposively selected one of the Local Governments in the State having features that are more rural.  Ayedire Local Government apart from being a rural Local Government was one of the six Local Government Areas selected for the previous study mentioned above.  Its choice then was motivated by the fact that the Local Government area was one of the Local Government areas selected for pilot execution of Primary Health Care Programme (PHCP) in 1985, yet, the Local Government area still suffer the resilience of certain harmful practices associated with child healthcare.

The study was carried out in the three main communities of Ayedire Local Government Area. Ayedire Local Government has three main dispersed communities viz:  Kuta, Ile-Ogbo and Oluponna.  The Local Government area has a population of about 127,000 people with its headquarters at Ile-Ogbo.The respondents were scientifically selected through multi-staged random sampling system. Data collection lasted for six months.  Six months was considered appropriate because there is no linguistic barrier between the researchers and the respondents.  All the research crew has in-depth knowledge of Yoruba language.  The study also involved five research assistants.  All this made data collection faster.
The research elements comprised  five categories of people, namely:  (i) Nursing mothers; (ii) Health workers (both traditional and orthodox); (iii) Fathers; (iv) Elderly men and women; and (v) Children under age zero and two years. 

Specifically, the study involved non-participatory approach, structured interview, key-informant interview, Focus Group discussions, and Case studies, as data collection methods. At the proposing stage of this study, reconnaissance survey was conducted to the field site.  Since the study is based on multi-sited field research, all the field sites were visited to assess the actuality of the research problems.  Visitations were made to the traditional rulers in the towns, some local health workers in the existing health institutions in the towns, religious leaders and community development officers attached to the Local Government area.  During the reconnaissance survey, information related to community history, location of healthcare institutions, and the cultural perception of the community on child health was collected.  This preliminary survey also enabled the study to locate its key-informants and provided opportunity for familiarization with the site prior to the actual research conduct.

Reconnaissance survey was followed by ethnographic pretest, which lasted for three weeks.  During the pretest, linguistic differences between the researcher and the community were reconciled, and the research instruments were tested for reliability.  The pretest revealed certain inaccuracies in the research instruments, which were corrected. During the pretest, area survey of all the research communities was fulfilled to enable the study to design its sample.

The study involved multi-stage random sampling technique.  The first stage was the selection of enumeration areas (EAs), which was based on quota sampling system.  This method was used as a result of community settlement pattern reflecting quarter delimination.  Each community has distinctive areas known as quarters for specific occupation based on their socio-economic lifestyles.  Thus, in each community, the following quarters were identified:  Market places; Government Reserved Quarters; Common Residential Areas and school areas.  Religion and health institutions are located in the Common Residential Areas (CRAs). Quota Sampling therefore reflected the selection of between 25 – 30% of the study sample from each of the identified quarters.  This method provided the study an equal representation for generalization.

The next stage of random sampling was household selection for structured interview.  In each quarter, household listing was conducted to ascertain the number of households in each quarter.  At Ile-Ogbo, 300 households were selected, while 100 households each were selected in Oluponna and Kuta.  To arrive at that selection, the study employed 25% sampling quota, which was based on one-fourth sampling frame in each quarter. From each of the sampled households, a nursing mother was selected at random.  That implies that the study involved 500 nursing mothers for structured/household survey.

During the structured interview, while the field assistants were administering the structured questionnaire, the principal investigators who are trained ethnographers were involved in non-participatory observation of the nursing mothers in their child health caring.  From the observation, the study located some case studies of forced feeding, among those that were selected for in-depth case-study analysis.  Similarly, some respondents were marked out for Focus Group Discussion.

The structured questionnaire contains one hundred and forty-eight multiple set of questions interrogating socio-demographic characteristics of the respondents, fertility history, conception of child health, perception towards child feeding practice and knowledge of forced feeding, implication of forced feeding, utilization of healthcare institutions and the community awareness of intervention.  Since the questionnaire was indirectly administered and open-ended, responses were expressively recorded without restriction on respondents.
The next stage of fieldwork was key-informants interview, which featured 27 resource persons purposively selected from the three research communities.  The research questions were investigated from the key-informants through diachronic perspective of culture change with the feeling that such has effects on child nutrition and health in Ayedire Local Government Area.
The last two phases of data collection were the focus group discussion and case study analysis.  For focus group discussions, twelve discussion groups were held.  The groups featured diverse socio-economic characteristics of the people in Ayedire Local Government Area.  Only nine case studies were held.  The case study involved the process of forced feeding, where preparation of force-feeding, conduct of force-feeding, children’s attitudes to force- feeding, the mothers’ attitudes, and mother-in-laws’ attitudes to forced feeding were measured.

At the end of data collection, the stored data were retrieved and translated. After that, content analysis of the data was conducted.  This was followed by correlation and categorization of variables, which form the basis for the research report.

RESULTS
Conception of Forced Feeding:  The Yoruba like any other human society believes that there are three basic needs of man.  These are feeding, shelter and clothing.  Out of these three needs, feeding is fundamentally paramount to man’s survival.  Thus, Yoruba emphasizes in the  saying that, tounje ba kuro ninu ise, ise buse, meaning that “if a poor man can feed there is no more problem”.  This belief translates to nutritional culture, which is embedded in child caring practice.  This nutritional culture makes it mandatory to feed children.  Children must be fed at all cost.  The desire to feed children forces women to engage in child’s forced feeding.  The joy of a woman is to see her children well fed.  Hence, all efforts are geared towards filling the child’s stomach with food, even if the child rejects the food.  That translates to forced  feeding.
Forced feeding thus becomes a universal nutritional culture in the Yoruba society.  The practice is further reinforced with the belief that it creates intimacy between children and their mothers.  This belief is hinged on the perception that as the child is made to lie on mother’s lap and fed forcefully, the mother shows sympathy on child’s attitude, and the child in turn establishes a deep emotional attachment on the mother.  A respondent  who used forced feeding for almost all his children supported this assertion by saying that:  

All my children truly know that I am their mother; they do not want me to suffer at all.  They take proper care of me all the time, except one of them whom I fed with feeding bottle.  That one does not care and does not have mercy on me at all.

Another belief associated with forced feeding is that mothers believe that children do not always want to eat.  Children are believed to be more interested in playing even at the time they should eat.  Often, they play with food, thus taking much of the mothers’ time in feeding their children.  To make them eat faster and always, the practice of forced feeding becomes a necessity.

In addition to the above, children are often reluctant to willingly take bitter drugs.  So to make them take bitter drugs, they are forced.  Hence, in forced feeding, such bitter drugs are sometimes mixed with baby’s food, and then it is forced to take the drug.

Among the Yoruba, there are two types of forced feeding.  The first entails putting the baby on mother’s lap in a lying position across the mother’s knees with the baby’s head slightly downward.  During the process, food is poured into the mother’s folded palm around the baby’s mouth, with one of the mother’s fingers used to block baby’s nostril.  This position gives opportunity for the baby to breathe only through the mouth.  As the baby opens its mouth to breathe, the food passes into the mouth, and the baby is half-breathed.  About 79% of the mothers that engaged in forced feeding (78.6%) use this method.  This is because it is quicker and that the method is inherited from the elderly mothers.  The second type features putting the baby on mother’s lap in sitting position, so that the baby’s head leans on mother’s chest.  Then the mother folds her palm and puts it around the baby’s mouth, with baby’s nostrils remain blocked.  This position leaves the baby to be in half-breath through the mouth.  As the baby opens the mouth for breathing, the food in the mother’s folded palm forcefully passes through the mouth.  About 21% (21.4%) of the mothers involved in forced feeding use this method.

Forced feeding is prevalent in the studied communities, although the prevalence is difficult to measure.  Yet the respondents declared that over the years, there has been a downward trend in the practice.  However, during the study, it was noticed that about 42% (41.8%) of nursing mothers still practise forced feeding.  Community-based prevalence measurement reveals that 39% of mothers in Ile-Ogbo, 45% in Kuta and 42% in Oluponna still practice forced feeding.

The study reveals that since 1985 the practice has been declining.  A respondent noted that: 
Before, we did not have any other means of feeding our babies than forced feeding.  It was when Primary Health Care was introduced, that we started changing it.

The advent of Primary Health Care (PHC) in 1985 introduced the use of exclusive breast-feeding and feeding bottle.  Also in 1990s, PHC campaigned against the use of feeding bottle and emphasized the use of cup and spoon to feed babies and children.  The project had a relative change on forced feeding until 1993 when the tempo of the project declined (Ajala, 2002a).  Since 1993, coupled with harsh micro-economic conditions in Nigeria, which leave rural communities in serious poverty, and the resilience of gender stereotypes related to child nutritional culture in rural Yoruba communities, the practice of forced feeding resurfaced.The study shows that mothers are unaware of the harmful implications of the practice; thus, they continue to indulge in the practice.

Mothers’ Knowledge of  the Implication of Forced Feeding:  From the study, it is evident that mothers are not aware of the harmful implications of forced feeding.  Mothers believe that they are assisting the babies to eat.  In case-study analyses, sixty percent of the mothers are fond of telling their babies while force-feeding them that Sebi tire naa la n se, that is, “we are doing something good for you”.  When they were informed of the harmful implications of forced  feeding, they could not conceive how forced feeding could cause such health problems. When research assistants convinced them, many of them reluctantly accepted the information.  Even when they are informed, some mothers still exercise certain reservation in their belief of such harmful implication.  Such mothers responded that: 
You educated people; you have come again with your ideas.  This is a custom we have being involved for a long time.  How then can such a practice lead to ill health, which can kill children?
Health Problems Associated with Forced Feeding:  Child nutritional culture in some parts of the Yoruba society has being linked with some opportunistic infections, which often lead to child mortality (Odebiyi, 1977; Oke, 1993; Ajala, 2002a).  Odebiyi (1977) specifically noted that the unhygienic preparation of children’s food might lead to cholera epidemic among the children.  In addition, Oke (1993) noted the relationship between infant feeding practice and diarrhoea in Yoruba culture.

Although this study does not include test of measurement between forced feeding and child morbidity and mortality, it was gathered qualitatively from mothers’ experience of child health that there exists a relationship between forced feeding and etiology of some diseases in children.

The process of forced feeding reveals that mothers engaged in the practice are not aware of the health implications of certain practices, which are related to force-feeding. These include unhygienic conditions in forced feeding.  Mothers do not wash their hands properly.  They only dip their hands in water and remove it, and immediately use the hands in forced feeding.  The used utensils are not also properly cleaned.  This situation can lead to diarrhoea.  A respondent observed when she was informed of this implication that: 

May be that is responsible for the incessant case of diarrhea in my child.

Apart from diarrhoea, forced feeding is capable of resulting to overfeeding and underfeeding in children.  Since children are force- fed, to gauge child’s feeding satisfaction is impossible.  Thus, child’s feeding satisfaction is measured through mother’s perception.  Mother observes the child’s stomach.  If the stomach is heavy, the child is assumed to have been satisfactorily fed.  However, this situation often results in overfeeding which results in pain in children.  Children are then left to cry even longer after forced feeding.  Another extreme implication is that the mother may stop feeding the child when the child continues to express discomfort in forced feeding.  This situation may result in underfeeding of children.  These two situations lead to malnutrition.

Children may also experience choking which may lead to convulsion.  As a result of forcing children to feed through forced feeding process, the children are harshly treated, being folded on mother’s laps, still half-breathing.  The situation may lead to choking; and eventually results in convulsion.  Respondents affirmed the incidence of convulsion while forced feeding.  Their belief is that at the occurrence of such circumstance aye ti ye si, that is, “witches and sorcerers have cursed the child”.  The process through which children are made to force feed often lead to escaping of food particles to brain, and lung, which may result in cough and other respiratory tract infection in children. This may result in sudden death if not promptly and properly managed.
DISCUSSION AND CONCLUSION
Despite all the harmful implications in forced feeding among the 
Yoruba of southwestern Nigeria, the practice persists.  With the  introduction of PHC, which encompasses child survival initiatives  including healthy nutritional culture for children, one thought that the practice of forced feeding should have been eradicated.  The resilience  of the practice reveals that there is need for persistence and continuity in healthcare programmes meant to discourage the practice, for such  programmes to yield a desirable result.  It also implies that changing the cultural practice of the people requires an understanding of what the 
practice is, what it entails, why  people engage in the practice, the  knowledge of its implications, reasons for change of the practice, and  educating the beneficiaries on all the above and considering them in the  introduced change.


It is true that attitude and customs of a people are cultural 
heritages to the people practicing them.  Once the people have been  engaged in the system for a long time, it therefore becomes a resilient 
culture.  Hence, unless such practice is viewed from both historical and 
ahistorical perspectives of culture change, such practice becomes 
difficult to alter.  Thus, forced feeding has been deeply rooted in Yoruba  nutritional culture of child feeding.  The practice however got its deep 
root in beliefs, attitudes and customs associated with child feeding in the  study area.


As noted above, such beliefs include role model constructed within gender stereotypes, the belief in child-mother intimacy, and the  perception that children do not want to eat voluntarily.  As a result, the  practice of forced feeding becomes a harmful nutritional culture, which 
has negative impacts on child health.  Yet due to the above-mentioned factors, the practice continues with its attendant harmful effects on child 
health.


To discourage the practice, one needs to change the attitudes and 
practices promoting the forced feeding practice and then, sustain the 
changed attitudes by integrating the new ideas and constructs of child feeding practice in the entire community health programme. This can be  achieved through a strong commitment to three standard models of social change education viz:  attitude and knowledge models; practice  model and responsibility model. The overriding objectives of these  models include sensitizing the community to the problem of forced 
feeding as a cultural practice; providing information about child rights  and health protection mechanisms, and developing leadership skills in women as determinants of their own future and as promoters of Positive 
Life Style (PLS) for themselves and their children. The above approaches constitute the nucleus of transformatory-integrational model 
for changing harmful nutritional practices on children in the rural  communities of the Yoruba society. 
This study has revealed that forced feeding among rural Yoruba communities of Osun State is a harmful nutritional practice, which is dangerous to child health. The study implication is that there should be intervention approach, which will be structured in line with transformation of this attitude and practice, and integration of the introduced change in the communities.
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