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Introduction  

Optimal nutrition during infancy and childhood is critical to ensure optimal child health, growth and 

development. Research conducted in the area of infant feeding practices provides consistent and robust 

evidence about the importance of adopting optimal feeding practices, particularly exclusive 

breastfeeding during the first six months of a child’s life. Exclusive breastfeeding is one of the most 

important determinants of morbidity and mortality in infants and children, and provides benefits 

extending into adulthood.  

Recent evidence suggests that more than 800 000 deaths in children in the developing world could be 

prevented by universal coverage of optimal breastfeeding for infants under 2 years of age, and provision 

of breastfeeding support is one of the most cost effective interventions to promote child survival (Black 

et al., Lancet, 2013). Breastfeeding protects the child against diarrhoeal disease, pneumonia and otitis 

media, while providing nutritional and psychosocial benefits (Butte, Lopez-Alarcon & Garza, 2002; 

Horta, Bahl, Martines, Victora, 2007) as well as lifelong health and socioeconomic benefits for both 

mother and child.  New evidence suggests that breastfed children score consistently more highly on IQ 

testing, and are higher achievers overall (Victora et al., Lancet 2016).   

Determinants of breastfeeding practises are multifactorial and operate at social, structural and 

individual levels. Individual characteristics including age, education, self-efficacy, smoking, overweight 

and maternal depression can all influence feeding decisions. Support to mothers, fathers and other 

family members at the household level, including counselling by community health workers, peers or 

lactation advisors, or even post discharge phone calls have all been shown to improve breastfeeding 

rates. Community activities like support groups and group counselling can also be effective.  Attitudes 

and experiences of family members and broader society can also have a strong influence on 

breastfeeding practises. In many settings lack of support for continued breastfeeding in the workplace 

can undermine feeding practises for working women and, in general, returning to work is associated 

with shorter durations of breastfeeding. So, it is important to remove structural and societal barriers 

that prevent mothers adopting optimal breastfeeding practises, and for societies to value breastfeeding. 

Interventions to support breastfeeding are required at all levels, including legislative, policy, and media 

in order to change social attitudes, values and practises, as well as individual perceptions.  

Within the health system, health workers play a strong role in providing support for breastfeeding at 

crucial points during pregnancy, delivery and the postnatal period when infant feeding decisions are 

made, and challenges experienced and addressed. However, there remain many gaps in health worker 

knowledge and skills at all levels. Interventions in health facilities, including counselling by health 

workers or peer-to-peer counselling, and support for early initiation of breastfeeding have all been 
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shown to improve breastfeeding rates. Policy interventions aimed at the broader health system have 

also been shown to improve breastfeeding practises, including implementation of the Mother-Baby 

Friendly initiative (MBFI), which was started by WHO in 1991 (Rollins et al., Lancet 2016). 

However, despite strong positive evidence of the benefits of breastfeeding, and availability of effective 

interventions to promote breastfeeding, South Africa fails to meet recommendations on optimal 

feeding practices. An estimated 8% rate of exclusive breastfeeding for the first 6 months of life, is 

among the lowest in the world (UNICEF, 2012), and mixed feeding remains the norm (UNICEF, 2015). It 

is usual for other food and fluids to be introduced to the baby during the first weeks of life, and early 

cessation of breastfeeding is common practise (Doherty et al., BMC paediatrics, 2012). Policy changes 

and conflicting recommendations as a result of the HIV epidemic in South Africa have further 

undermined breastfeeding practises, and adversely affected community and health worker attitudes to 

breastfeeding.  

KwaZulu-Natal Department of Health has implemented a number of initiatives to promote 

breastfeeding in recent years. This includes the Mother-Baby Friendly Initiative (MBFI), implemented in 

KZN since 1995. By 2012, there were 44/56 hospitals in KZN designated as Mother and Baby Friendly. 

Other interventions that support breastfeeding include the KwaZulu-Natal Initiative for Newborn care 

(KINC), Kangaroo Mother Care (KMC) in all hospitals, and widespread community mobilisation activities 

during World Breastfeeding Week in August. Further, KZN DoH was one of the first provinces to stop the 

provision of free formula milk to HIV positive mothers in 2010, and to adopt new PMTCT guidelines that 

encourage breastfeeding.   

The low rates of breastfeeding reported in South Africa indicate that there is a need for serious 

engagement at all levels of society as well as throughout the health care system to promote optimal 

feeding practices, and ultimately reduce childhood morbidity and mortality. However, in order to 

successfully employ and evaluate interventions to improve infant feeding, there is a need to accurately 

determine trends in breastfeeding practises. To date there is a paucity of national and provincial data on 

breastfeeding rates. Estimates of the rates of exclusive breastfeeding (EBF) in KwaZulu-Natal vary widely 

and, there are no recent, reliable, estimates. The current estimates that are available suggest that EBF 

rates are low. The purpose of this study is to provide reliable estimates of feeding practices at 14 weeks 

of age in all districts in KZN, in order to evaluate whether improvements to exclusive breastfeeding rates 

are being achieved going forward as a result of the broad ranges of interventions being implemented by 

the KZN Department of Health and other role players to promote and support breast feeding.  
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KIBS Project intervention 
 

Overview 
The KwaZulu-Natal Initiative for Breastfeeding Support (KIBS) is a three-year project undertaken by the 

KZN Department of Health in partnership with the University of KwaZulu- Natal (Centre for Rural Health 

and Department of Paediatrics). The aim of the project is to provide technical and logistical support for 

the Department of Health to implement existing and proposed interventions to support breastfeeding. 

The project will be conducted over three years (2014-2017) and in this report we present the results of 

the baseline survey conducted before starting the intervention. 

The intervention comprises four components as follows:  

The intervention focuses on 1) training and mentoring to improve the skills of various cadres of health 

workers providing support for infant feeding at different levels of the health system. In particular, this 

project will focus on the development and support of new cadres of health workers deployed to support 

optimal infant feeding practises, particularly breastfeeding, in clinics, hospitals and communities. These 

include: nutritional advisors, lay health workers recently deployed in all PHC clinics; lactation advisors, 

enrolled nurses who will be deployed in all hospitals to support breastfeeding, particularly in the labour 

ward and postnatal ward; community caregivers (CCGs) who work at household level and whose roles 

include visiting pregnant women and new mothers in their homes.   

In addition, the KIBS project will provide funds to support 2) establishment of Human Milk Banks in one 

facility in each of 11 districts in KZN by the DoH. Standard operating procedures, training materials and 

training will be provided to staff teams responsible for the Human Milk Banks in each designated health 

facility.  

3) A media campaign will be supported by the funding for the KIBS project, particularly to support key 

community messages related to the establishment of Human Milk Banks.  

Finally, a 4) cross sectional survey will be conducted to establish a robust estimate of feeding practises 

at 14 weeks in every district of KZN at the start and at the end of the project. Baseline findings of this 

survey are presented in this report.  

In this way the KIBS project will provide broad-based support to KZN Department of Health initiatives to 

provide strong support for breastfeeding within the health system and reaching out into the broader 

community.  
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KIBS training component 

Establishment of a KIBS training and mentoring team 
A training and mentoring co-ordinator, who is a breastfeeding support technical expert, has been 

employed by the project to coordinate and support project activities. In addition, four lactation mentors 

have been employed and trained to provide training and mentoring support of lactation advisors, 

nutritional advisors and community health facilitators.  

Training and mentoring of lactation advisors 
Posts for enrolled nurses to be known as lactation advisors are being created in each hospital in KZN (56 

in total) by the KZN Department of Health. These lactation advisors will support the early initiation of 

breastfeeding in hospitals, and provide advice to mothers about exclusive breastfeeding and safe 

formula feeding following discharge, with the aim of improving rates of early breastfeeding initiation 

and reducing early malnutrition rates (< 6 months) by providing carers with the skillset to safely and 

effectively feed their babies.  

Newly appointed lactation advisors will undergo two weeks residential training including a week of 

theoretical training and a week of clinical practice, based on WHO lactation management training. The 

training programme will be conducted by the KIBS training and mentoring team with support from the 

Department of Health: Integrated Nutrition Programme.  

Over the project period, following the training, five one-day mentoring visits will then be conducted by 

the KIBS mentors to each lactation advisor in the workplace to monitor the quality and consistency of 

the counselling provided. This will include an assessment of competency, both practical and theoretical, 

which each lactation mentor will have to achieve before taking up their post.  

 

Mentoring of Nutrition Advisors  
Nutrition advisors have been appointed to work within each primary health care (PHC) clinic since 

2012/13. There are a total of 571 nutrition advisors who are deployed in every clinic in KZN, and they 

have received 6months training prior to their appointment. All clinic-based nutrition advisors will 

receive a visit in their facility from KIBS mentors to provide mentoring and support for them in their own 

setting. Each nutrition advisor will also attend two sub-district level meetings where all nutrition 

advisors from a single sub-district will attend a one-day workshop to strengthen their skills in providing 

support for breastfeeding and infant feeding. This will enable nutrition advisors to provide further 

support in PHC Clinics and in the community when assisting with outreach services to pregnant women 

and postpartum mothers.  
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Training of Community Health Facilitators (CHFs) 
The KIBS training and mentoring team will provide breastfeeding training for all CHFs in KZN. CHFs 

provide support and training to CCGs and if they themselves are trained as breastfeeding counsellors 

this will provide a valuable resource to support CCGs on an ongoing basis.  

CCGS work in communities throughout KZN, and visit pregnant women and postnatal mothers in their 

homes as part of the Framework for Accelerating Community-based Maternal, Neonatal, Child and 

Women’s Health and Nutrition Interventions (MNCWH&N C-Framework). CHFs are responsible for 

training of the CCGS, and they will receive refresher training on lactation management to strengthen 

community-based support of breastfeeding by CCGs. The training will comprise a 5 day residential 

training for CHFs in each district, based on the WHO breastfeeding counselling training.  

 

 

  



 

13 
 

Methods 

Aim of the study 
To investigate breastfeeding practices among infants at 14weeks of age (91-111days) in each of eleven 

districts in KZN.  

Primary outcome 
Proportion of mothers who are exclusively breastfeeding their infant at age 13-<16 weeks for each 

district in KZN 

Secondary outcomes 
Proportion of infants ever breastfed 

Proportion of infants where breastfeeding was initiated and who have ceased breastfeeding at age 13-

<16weeks 

Proportion of mothers who are mixed breastfeeding their infant at 13-<16weeks  

Proportion of mothers who are exclusively replacement feeding their infant at 13-<16weeks 

Proportion of mothers reporting early initiation of breastfeeding (within one hour of delivery) 

Feeding practises among schooling and working mothers  

Feeding practises among mothers reporting themselves HIV positive 

Feeding practises among mothers attending clinics in urban vs rural areas 

Coverage of health services during antenatal and postnatal period 

Attitudes and knowledge of mothers about breastfeeding 

Evaluation design  
A cross sectional, quantitative survey was conducted between June 2014 and March 2015 in all districts 

of KwaZulu-Natal. All fixed and mobile primary health care clinics in the province were included in the 

sampling frame.   

Study setting 
The study was conducted in primary health care (PHC) clinics (including both fixed and mobile clinics) in 

eleven districts in KZN. 

Study population 
The study population comprised all caregivers attending PHC clinics in KZN with an infant aged 13-

<16weeks (91-111 days).  

Sample size 
The sample size was calculated to provide district level estimates of exclusive breastfeeding rates at 

14weeks for each of the 11 districts in KZN. Multistage stratified random sampling was used to select 

health facilities in each district. From each district, nine clinics were randomly selected for inclusion in 
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the study, giving a total of 99 clinics in the sample. All carers of infants aged 13- <16weeks were eligible 

to participate.  

A total of 4059 interviews were required in 99 randomly selected clinics across KZN province (369 

interviews in each district). Interviews were conducted with all eligible caregivers attending the clinic. 

Data collection continued in all selected clinics in each district contemporaneously until the required 

sample was realised for that district therefore resulting in a self-weighted sample (PPS). 

Inclusion criteria for participants 
• All mothers who attended the clinic with a baby aged 91-111 days and aged 15years or more 

were eligible to participate. 

• Non maternal caregivers attending the clinic with a baby aged 91-111 days answered a subset of 

relevant questions.  

 

Ethics and consent 
Ethics approval was obtained from the Biomedical Research ethics committee (BREC) at UKZN 

(BE064/14) and from the KZN Department of Health. Formal permission for the study was obtained 

from the KZN Department of Health. All participants provided written informed consent.  

Data management and analysis 
Data were collected using android devices and uploaded to a centralised server in real time using 

proprietary software. Extensive data quality checks were conducted by a dedicated quality control team 

ensuring data completeness and validity. 

Data cleaning and analysis was conducted using Stata 13 for windows with the appropriate survey 

settings to generate district level estimates of the primary variables as well as the 95% confidence 

intervals.  

For non-normal categorical variables, we report medians and the interquartile range and where 

significance testing was conducted using the Wilcoxon rank sum test.  For categorical variables, we 

report descriptive statistics and proportions using the Stata SVY adjustment.   

The classification of rurality utilised in this report is based on Cooperative Governance and Traditional 

Affairs (KZN-COGTA) definitions which segments the KwaZulu Natal province into 5 distinct categories 

[Appendix 01] (Department of Co-operative Governance and Traditional Affairs, 2011). 
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Results  
A total of 4175 interviews were conducted, 3661 with mothers and 514 with non-maternal care givers.  

Characteristics of participants 
Table 1 shows the demographic characteristics of all the participants.  

Table 1: Demographic characteristics of participating carers 

Relationship with the child   N= 4175 N % 

Mother 3 661 87.7 

Grandmother 197 4.7 

Father 36 0.9 

Other relative 203 4.9 

Non relative caregiver 78 1.9 

Population group N % 

African 4097 98.1 

Coloured 19 0.5 

Indian origin 46 1.1 

White 13 0.3 

Characteristics of the baby N % 

Sex of baby (% male) 2046 49 

Age of baby in days (median, IQR) 102 98 - 106 

 MOTHERS ONLY                                                 N=3661 

Mothers age in years (median, IQR) 24 20 - 29 

 N % 

Aged under 18years 273 7.5 

Has more than one child 2011 54.9 

Childs father is known to be alive  3610 98.6 

In a relationship with the child’s father 3251 88.7 

Staying in same house as the child’s father 874 26.8 

EDUCATION N % 

Mother is still schooling 269 7.3 

Completed schooling N % 

None 31 0.9 

Completed Grades 1 to 7 270 7.4 

Completed Grades 8 to 12 3064 83.7 

Post school  qualification (Diploma or Degree) 296 8.1 

WORK N % 

Mother has been working in the last 12 months  879 24.0 

Mother has done paid work since baby was born 296 8.1 

Mother receives child support grant for any child 2447 66.8 

Mother receives maternity grant/pay from employer 137 3.6 

Mother receives disability grant  22 0.6 

Mother receives maintenance/money from partner 2456 67.3 

Mother receives money from family members 1196 32.8 



 

16 
 

Father information  
Among 3661 mothers, 45 mothers reported the father of the child had died and five reported not knowing 

whether the father was alive. Table 2 shows the father information as reported by the remaining mothers.  

Table 2: Fathers information as reported by mothers 

Fathers information   N=3611 

 Median  IQR 

Fathers age in years (Median (IQR) 29 24 - 35 

Fathers education N % 

None 46 1.3 

Completed Grade 7 157 4.4 

Completed Grades 8 to 12 2995 82.9 

Post school  qualification (Diploma or Degree) 414 11.5 

Fathers Income  N % 

Father is employed  2405 66.7 

Father receives money on a regular basis 2621 72.7 

Child support from the father  N % 

Father has given some money since the birth of 
the child 

2873 79.7 

Father has bought formula  1052 9.2 

 

Household information 
Most mothers reported that they were living in the same house as the baby. However, of 3661 mothers 

interviewed, 52 (1.2%) mothers reported that they did not stay in the same house as the baby. Table 3 

shows information on the household conditions for all mothers. 
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Table 3: Socio economic characteristics of the mother's household 

Household socio economic indicators      N=3661 

 N % 

Main material of house   

Brick 2479 67.7 

Traditional (mud) 1101 30.1 

Informal (corrugated iron, etc.) 81 2.2 

Main water source   

Piped in house/yard 2024 55.3 

Piped public tap 875 23.9 

Unsafe water source+ 699 19.1 

Tanker truck 63 1.7 

Fuel used for cooking    

Electricity  2274 62.1 

Wood  1011 27.6 

Other  (Coal, cow dung, paraffin, gas) 376 11.2 

Type of toilet   

Flush toilet in the yard 873 23.9 

Ventilated pit latrine 1747 47.7 

Pit latrine 955 26.1 

Bucket, Bush, No toilet 85 2.3 
+ Unsafe water source: Borehole; river/pond/lake/dam; rainwater tank; surface spring water   

 

Feeding practises 
Definition of exclusive breastfeeding: Mothers were only deemed to be exclusively breastfeeding if 

they reported never giving any formula, other foods or water at any time since the baby was born. The 

mother was asked several questions about feeding practises since birth including specific questions 

about ever having given her baby formula milk or water, and about giving pre-lacteal feeds. Only 

mothers who consistently reported having given no other food or fluids except breastmilk were 

categorised as exclusive breastfeeding.  

Non-maternal caregivers were asked about feeding practises of the baby on the day of the visit and 

previous feeding practises but were given the option to report that they did not know about previous 

feeding practises.  

NOTE: survey adjusted proportion is the result once a statistical calculation has been done to allow for 

the clustering which results from sampling mothers in the clinic rather than in the community. This 

provides a more reliable estimate of the results.   
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Infant feeding practises at 14weeks of age for all participating infants 
A total of 1982 infants were reported to be exclusively breastfed at 14weeks, including infants brought 

by both mothers and non-maternal caregivers. This provided an estimate of 45.1% of infants being 

exclusively breastfed at 14weeks of age for KZN with statistically significant differences between some 

of the districts. There were 1316 mothers (31.5%) who reported that they were not currently 

breastfeeding. Table 4 shows feeding practices among all infants at 14weeks of age in KwaZulu-Natal. 

Table 4: Feeding practices among ALL infants at 14weeks of age in KwaZulu-Natal 

 N=4175 n 

  

% Survey adjusted 

proportion (95% CI) 

Baby is currently breastfed  2859  68.5 67.9 (64.8-70.9) 

Exclusive breast-feeding now 1982 47.5 45.1 (40.3 – 50.0) 

 

Infant feeding practises reported by non-maternal carers 
Of the 514 infants who attended the clinic without the mother: 36 (7.0%) were brought by their father; 

400 (77.8%) by another relative (Table 1), usually the grandmother 197 (38.3%); 78 (15.2%) infants were 

brought by a non-relative caregiver. Non-maternal caregivers reported that the mother of the baby was 

dead in 17 cases. Of 514 non-maternal caregivers interviewed, 132 (25.7%) were unable to report on what 

the infant was fed in the preceding 24 hours and 4 were unable to say whether or not the baby was 

breastfed at all. Non-maternal caregivers were also asked about how they fed the baby during the clinic 

visit, 360 (70.0%) reported that the infant was not receiving breastmilk during the visit, while 86 non-

maternal caregivers (16.7%) reported feeding the baby expressed breastmilk. 

The reported feeding practises by non-maternal caregivers are shown in Table 5.  

Table 5: Reported feeding practices among infants aged 14weeks attending with non-maternal 
caregivers 

 N= 514 N 

  
% 

  
Survey adjusted proportion 
(95% CI ) 

Unable to report 132  25.9 25.7 (17.8 – 35.8) 

No breastfeeding 339 68.2 63.6 (54.5-70.2) 

Any breastfeeding now 154 30.0 36.0 (29.4-43.2)  

Exclusive breast-feeding now 73 14.2 11.9 (7.1-19.3)  
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Infant feeding practises among mothers 
Answers to a series of questions were used to determine exclusive breastfeeding rates among infants 

brought to the clinic by their mothers. Exclusive breastfeeding was defined as giving only breastmilk, no 

other food or fluids (except prescribed medicines), SINCE BIRTH. Some mothers (120/3661: 3.3%) who 

reported exclusive breastfeeding at the time of interview, gave food or fluids in the first few days of life 

(pre-lacteal feeds). For this analysis, these mothers are not classified as breastfeeding exclusively. Some 

mothers reported that they were exclusive breastfeeding but also reported that they had given formula 

milk or water to the baby at some time since birth. For this analysis, these mothers are not classified as 

breastfeeding exclusively.  Table 6 shows feeding practices among mothers at 14weeks. 

Table 6: Feeding practices among mothers at 14weeks 

N=3661 n 
 

% Survey adjusted 
Proportion (95% CI) 

Never breastfed 348 
 

9.5 9.7 (7.0-13.2) 

Mother has stopped breastfeeding 608 
 

16.6 17.1 (14.0-20.6) 

Mother is currently breastfeeding 2705 
 

73.9 73.2 (69.7-76.5) 

Exclusive breast-feeding now 1909 
 

52.1 50.5 (45.3 – 55.6) 

 

Mothers who reported never having breastfed 
Some mothers reported never breastfeeding (348/3661; 9.5%). Reasons given by mothers for never 

breastfeeding are show in Table 7. These can be more broadly categorised into health reasons (HIV 

status or being sick), logistical reasons (going back to work or too busy), negative perceptions about 

breastfeeding (not enough milk, baby crying, or did not like breastfeeding) and advice given (by health 

worker or family member). Most commonly mothers stopped breastfeeding because of perceptions 

about breastfeeding (108/348: 31.0%), health reasons were also a common reason, particularly HIV 

positive status (95/348: 27.3%) but logistical and work related reasons were also important reasons for 

stopping breastfeeding (89/348: 25.6%). It was rare for mothers to stop breastfeeding because of advice 

received.   
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Table 7: Reasons given by mothers for never breastfeeding 

N=348 n 
 

% 

I did not have enough milk 76 21.8 

I had to go back to work 67 19.3 

Because of my HIV status 49 14.1 

I was sick 46 13.2 

I did not like breastfeeding  22 6.3 

I was too busy  22 6.3 

Baby was crying all the time 10 2.9 

A health worker advised me not to breastfeed 8 2.3 

My mother/partner advised me not to breastfeed 4 1.2 

 

Mothers who have stopped breastfeeding 
Some mothers who had initiated breastfeeding had stopped breastfeeding their infants by the time they 

were interviewed at 14 weeks (609/3661; 16.6%). The reported duration of breastfeeding among these 

mothers is shown in Table 8. Most mothers who initiated breastfeeding but stopped by 14weeks stopped 

in the first month of life. Similarly reasons were given for stopping breastfeeding, were most commonly 

negative perceptions about breastfeeding and logistical reasons like having to go to work, as shown in 

Table 9.   

Table 8: Duration of breastfeeding among mothers who have stopped breastfeeding 

N=609 n % Cumulative % 

Less than one week 113 18.6 18.6 

Two weeks  133 21.9 40.4 

Three to four weeks 176 29.0 69.3 

Five to six weeks 38 6.3 75.5 

Seven to eight weeks  78 12.8 88.3 

Nine to ten weeks 19  3.1 91.5 

Eleven to twelve weeks  33 5.3 96.9 

Thirteen to fourteen weeks  19 3.1 100.0 
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Table 9: Reasons for stopping breastfeeding as reported by mothers 

N=609 (multiple responses allowed) n 
 

% 

I did not have enough milk 168 27.6 

I had to go back to work 121 19.9 

Other or no response  117 19.2 

Baby was crying all the time 91 14.9 

Breastfeeding  was  painful 53 8.7 

I was too busy 51 8.4 

I was too busy  51 8.4 

Because of my HIV status 34 5.6 

A health worker advised me to stop breastfeed 17 2.8 

My mother/partner advise to stop breastfeed 16 2.6 

I did not like breastfeeding  15 2.5 

My baby was not gaining weight  14 2.3 

 

Mothers who reported mixed feeding 
Mothers who reported mixed feeding their babies (giving breastmilk as well as other food or fluids) were 

asked to report the baby’s age when they started giving other food or fluids in addition to the breastmilk. 

Nearly half the mothers (47.1%) who were mixed breastfeed started giving water or food within 4 weeks 

of the infant’s birth.  Table 10 shows the time mothers reported starting giving other food or fluids.  

Table 10: Time of starting other foods or fluids for infants being mixed fed 

 

Infant feeding practises among younger mothers   
Of the 3661 mothers interviewed, 703 (19.2%) were aged less than 20 years, with the majority of teenage 

mothers aged 18 or 19 (11.7%). There was no statistically significant differences in the exclusive 

breastfeeding rates between the younger and older mothers. However, older mothers were significantly 

more likely than younger mothers to never breastfeed or to mixed feed.  Table 11 shows infant feeding 

practices by mothers’ age. 

 

N=1086 n %  Cumulative % 

Less than one week 144  13.3 13.3 

Two weeks  138 12.7 26.0 

Three to four weeks 229  21.1 47.1 

Five to six weeks 96  8.9 55.9 

Seven to eight weeks  176  16.2 72.2 

Nine to ten weeks 82  7.6 79.7 

Eleven to twelve weeks  108  10.0 89.7 

Thirteen to fourteen weeks  112  10.3 100 
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Table 11: Infant feeding practices by mothers' age 

 Mothers aged < 
20 years 

 n (%) 

Mothers 20 
years and older  

n (%) 

 All 

 n= 703 n=2958 P value  n=3661 

Never breastfed 34 (5.1) 
 

314 (10.6) 
 

0.016 348 (9.5) 

Stopped breastfeeding 114 (16.2) 494 (16.7) 
 

0.195 608 (16.6) 

Any breastfeeding  now  555 (79.0) 2150 (72.7) 
 

0.002 2705 (73.9) 

Mixed BF 
 

227 (32.3) 573 (19.4) 0.003 800 (21.9) 

Currently exclusive 
breastfeeding 

328 (46.7) 1581 (53.4) 0.697 1909 (52.1) 

 

There were 273 mothers (7.5%) who were aged less than 18 years. These mothers were asked further 

questions about how they have been received at the clinics. Twenty nine mothers (10.6%) reported that 

they had been negatively received by a health worker at some point during their pregnancy, delivery or 

since becoming a mother. Of those mothers, 11 felt like this had been a barrier to accessing care.    

Infant feeding practises among HIV infected mothers  
Of the 3661 mothers surveyed, 3569 have had an HIV test and reported an HIV status. Fifty five mothers 

choose not to answer the questions relating to HIV, 29 mothers were missing and five mothers said they 

have never been tested for HIV. Of the mothers who have been tested for HIV and reported an HIV status, 

1274 (35.7%) reported being HIV positive.  Of the HIV positive mothers, 1134 (89.2) reported taking ARVs 

or FDC. Table 12 shows infant feeding practices by HIV status. HIV positive mothers were statistically more 

likely to choose to never breastfeed and less likely to be breastfeeding the infant at 14weeks of age.  

However, if breastfed, they were less likely to be mixed feeding. 
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Table 12: Infant feeding practices by HIV status 

 HIV Positive 
 n (%) 

HIV Negative  
n (%) 

 All 

 n= 1274 n=2295 P value  n=3569 

Never breastfed 212 (16.6) 
 

123 (5.4) 
 

p < 0.0001 335 (9.4) 

Stopped breastfeeding 223 (17.5) 
 

367 (16.0) 
 

P=0.0347 590 (16.5) 

Any breastfeeding  now  839 (65.9) 
 

1805 (78.7) 
 

P < 0.0001 2644 (74.1) 

Mixed BF 142 (11.1) 
 

635 (27.7) p<0.0001 777(21.8) 

Currently exclusive 
breastfeeding 

699 (54.9) 
 

1172 (51.1) 
 

P = 0.425 1871  (52.4) 

 

Infant feeding practises among mothers attending Rural and Urban clinics  
More than two thirds the mothers interviewed, 2500/3661 (68.3%) attended clinics situated in mostly 

rural areas (Categories B3 and B4) with the majority of these coming from category B4 areas.  In Table 

13 we report the feeding practices of mothers attending rural and urban facilities. 

 

Table 13: Infant feeding practice by urban / rural facilities 

 Mostly rural+  
N (%) 

Mostly urban* 
N (%) 

 

  
n=2500 

 
n=1161 

 
P value  

Never breastfed 203 (8.1) 145 (12.5) 0.546 

Stopped breastfeeding 372 (14.9) 236 (20.3) 0.058 

Any breastfeeding  now  1925 (77.0) 780 (67.2) 0.019 

Mixed BF 530 (21.2) 270 (23.3) 0.328 

Currently exclusive 
breastfeeding 

1396 (55.8) 513 (44.2) 0.047 

* Category A, B1 and B2 (Metros, Large towns and Small towns) 
+ Category B3 and B4 (Scattered groups, dwellings and villages) 

 

Table 14 shows infant feeding practices among mothers attending fixed and mobile clinics. 
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Table 14: Feeding practices among mothers attending fixed and mobile clinics 

 Fixed clinic  
n (%) 

Mobile clinic 
n (%) 

 All 

 n=3267 n=394 P value  N= 3661 

Never breastfed 312 (9.6) 36 (9.1) 0.838 348 (9.5) 

Stopped breastfeeding 561 (17.2) 47 (11.9) 
 

0.725 608 (16.1) 

Any breastfeeding  now  2394 (73.3) 311 (78.9) 0.572 2705 (73.9) 

Mixed BF 676 (20.7) 
 

124 (31.5) 0.002 800 (21.9) 

Currently exclusive 
breastfeeding 

1722 (52.7) 187 (47.5) 0.120 1909 (52.1) 

 

Feeding practises among mothers while away from the infant  

 

Schooling mothers  
There were 247 mothers who reported having returned to school since their baby was born. Of these 

mothers, 90 (36.4 %) reporting giving breastmilk while at school (either breastfeeding or giving EBM) 

and of these 78 mothers reported giving EBM.  How mothers reported feeding their babies while at 

school is given in Table 15. 

Overall feeding practices among schooling mothers showed 55/257 mothers to be breastfeeding 

exclusively, giving an exclusive breastfeeding rate of 22.3% among mothers who had returned to school, 

this is lower than the general population.  

Table 15: Feeding practices among schooling mothers during the time they are at school 

N=247 n % 

Formula alone 145 58.7 

Mixed breastfeeding (formula and breastmilk) 12 4.8 

Breastmilk only (includes breastfeeding and EBM) 90 36.4 

 

Working mothers 
Overall, 71/299 (23.7%) mothers who had returned to work at the time of interview were exclusively 

breastfeeding. Most working mothers reported that their baby was fed only formula milk while they 

were at work (203/299: 67.9%) while 89 mothers reported their baby was exclusively breastfed of 

whom 59 (19.7%) gave EBM. The infant feeding practices of working mothers are shown in Table 16.  



 

25 
 

Table 16: Feeding practices among working mothers while they are at work 

N=299 n % 

Formula alone 203 67.9 

Mixed breastfeeding 7 2.3 

Breastmilk only 89  29.8 

 

Infant feeding practises for all infants by district  
The rate of exclusive breastfeeding at 14 weeks in the Ugu district was statistically lower than the 

provincial average while the uMkhanyakude and uMzinyathi districts have the highest estimated 

breastfeeding rates.  Table 17 and Figure 1 below show the estimated rates of exclusive breastfeeding in 

the 11 districts of KwaZulu-Natal. 

Table 17: Exclusive breastfeeding rates at 14weeks of age by district 

 Survey adjusted 
proportion 

95% Confidence interval for proportion 
(lower – upper) 

KZN 45.1 40.3 50.0 

Amajuba DM 47.9 37.2 58.9 

Sisonke DM 48.8 41.1 56.6 

Ugu DM 33.0 26.5 40.3 

Umkhanyakude DM 59.4 46.3 71.3 

Umzinyathi DM 57.4 44.5 69.5 

Uthukela DM 55.2 46.1 64.0 

Uthungulu DM 46.6 35.3 58.3 

Zululand DM 46.0 36.8 55.5 

eThekwini MM 38.7 27.8 50.7 

iLembe DM 51.7 41.5 61.8 

uMgungundlovu DM 49.8 40.2 59.3 
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Figure 1: Estimated rates of exclusive breastfeeding by district 

The rate of exclusive breastfeeding among mothers in KwaZulu-Natal was estimated at 50.4% (CI: 45.3-

55.6) with some variation in the exclusive breastfeeding rates in the 11 districts. In Figure 2, the 

proportion of mother’s breastfeeding exclusively at 14 weeks is shown.  

 

Figure 2: Estimated rates of exclusive breastfeeding among mothers 
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Of the 4175 caregivers interviewed, 514 (12.3%) were non maternal care givers. The Ugu district had the 

lowest proportion of non-maternal caregivers, 8.4% (CI: 6.0 – 11.7) while in uThukela a fifth of the 

interviews were conducted with non-maternal caregivers, 20.1% (CI: 13.3 – 29.1). In Figure 3, the 

proportion of non- maternal caregivers is shown for each district.  

 

Figure 3: Proportion of non-maternal carers in each district 
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Figure 4: Infant feeding practices by district 
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Knowledge and Attitudes of mothers about breastfeeding 
In order to determine mothers’ knowledge and attitude towards breastfeeding they were requested to 

comment whether a series of statements were true or false (Table 18). 

Table 18: Knowledge and attitudes of participating mothers 

N=3661 
Mother responded that the statement was true 

n % 

Doctors and nurses encourage breastfeeding  3590 98.1 

Breastfeeding is easier than feeding with infant formula 3464 94.6 

I feel comfortable to breastfeed my baby wherever I am 3306 90.3 

Breastfed babies have less diarrhoea 3154 86.2 

My community encourages breastfeeding over feeding 
with formula  

2820 77.1 

Most women in my community have breastfed their babies  2717 74.2 

Colostrum is nutritionally useless and should be discarded 1637 44.7 

A mother who feels that the baby is not getting enough 
milk should top it up with formula  

1041 28.4 

I am worried that my breasts will lose shape if I breastfeed 
my baby 

683 18.7 

Three months of breastfeeding is enough 509 13.9 

Infant formula is as good as breastmilk 367 10.0 

Access to services  
The mothers were asked about the services they accessed while pregnant and what feeding advice they 

were given shown in Table 19.  
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Table 19: Antenatal care 

n=3661 n % 

Attended  ANC during last pregnancy 3556 97.1 

Cadre of Healthcare worker who advised about feeding    

Nurse  2217 60.6 

HIV counsellor  258 7.1 

Nutritional advisor  450 12.3 

CCG in the clinic 71 1.9 

Other /Do not know cadre of HCW 54 1.5 

Did not receive feeding advice during ANC 588 16.1 

Community based antenatal services   

CCG  or community nurse ever visited mother at home 609 16.6 

CCG or community nurse visited mother during pregnancy 391 10.7 

CCG or community nurse gave feeding advice during 
pregnancy 

339 10.1 

 

The mothers were also asked about their time at the facility where their baby was born (Table 20).  

Table 20: Perinatal care 

n= 3661 n % 

Place of delivery  

Health facility  3496 95.5 

Born outside health facility and then went to 
health facility after delivery  

130 3.6 

Born outside a health facility   11 0.3 

Missing  24 0.66 

Breastfeeding support   

Baby placed skin to skin after delivery  2406 65.7 

Pre-lacteal feeds  397 10.8 

Was the baby breastfed after he/she was born  3152 86.4 

How soon after the baby was born did you 
breastfeed?  

 

Within 1 hour of delivery 1587 50.4 

After 1 hour from delivery 1401 44.5 

Do  not know/ missing   395 8.1 

Never breastfed 348 9.5 

Where was the first breastfeed given?    

Labour ward  1143 36.3 

Post natal ward  2007 63.7 

Received advice or help from health care 
worker about feeding their baby 

  

Given advice only 1227 33.5 

Given help and advice 1810 49.4 

No help or advice given 459 12.5 

Delivered outside health facility  141 3.9 

Missing  24 0.66 
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Most mothers mentioned that nurses in the wards advised them on and helped them with feeding their 

child soon after birth. 

The mothers were also asked about services they had received from the CCGs in the community after 

their baby was born (Table 21).  

Table 21: Postnatal care in the community 

n=3661 N % 

CCG or community nurse visited home since baby 
was born  

453 12.4 

CCG or community nurse given feeding advice  378 10.3 

Who in the community gave feeding advice? 
 

  

Reported feeding advice from family member 1407 92.7 

Reported feeding advice from Non-family 
member  

172 11.3 

Reported feeding advice from a traditional health 
practitioner 

8 0.5 

Mothers reported no feeding advice given  by a 
community or family members 

2115 57.8 
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Summary of main findings  
 The rate of exclusive breastfeeding (EBF) in the KwaZulu-Natal province is 45.1% (95% CI: 40.3-

50.0) with significant differences in the rates of EBF between the districts. This is higher than 

previous estimates and is based on a rigorous definition of exclusive breastfeeding since birth.  

 Overall rates of breastfeeding in this population are high, with 73.9% of infants still being 

breastfed at 14 weeks. However, a substantial minority of mothers still chose never to 

breastfeed or have already stopped breastfeeding by the time their infant was 14weeks of age.  

 Many mothers and carers are already giving other food or fluids together with breastmilk by 

14weeks of age, and it remains common for mothers to start giving other food and fluids in the 

first month of the baby’s life. 

 Younger mothers (under 20years) are less likely to decide not to breastfeed, and more likely to 

be mixed feeding than older mothers, but the EBF rate is similar among older and younger 

mothers. 

 Mothers reporting themselves HIV infected have similar rates of exclusive breastfeeding 

compared to HIV negative mothers, however they are more likely than HIV negative mothers to 

choose to formula feed from birth, and are less likely to mixed feed. 

 Infants of mothers attending rural clinics were more likely to be breastfeeding their infants at 

14 weeks of age and more likely to be exclusively breastfeeding compared to mothers attending 

urban clinics.  

 Infants of working and schooling mothers show low EBF rates and high rates of formula feeding. 

However, a proportion of mothers do continue to exclusively breastfeeding despite having to go 

to work or school. 

 Feeding practises vary considerably in different districts in KZN. Reasons for this remain unclear.  

 In general, knowledge of appropriate breastfeeding practice among mothers is good.  However, 

a substantial proportion of mothers still believe that colostrum should be discarded. 

Study Limitations  
 The data presented is self-reported and relies on the participants recall and accurate responses. 

Exclusive breastfeeding is a difficult variable to measure in that it requires understanding and 

accurate recall  

 Due to the cross sectional design of the survey, we are not able to report on causal factors.  

 Non maternal caregivers were able to give only limited information on feeding practices and 

information from non-maternal caregivers in regards to EBF may be inaccurate. 
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Conclusion 
These results show higher rates of exclusive breastfeeding than previous estimates. A rigorous 

methodology was used to determine these estimates and a strict definition of exclusive breastfeeding 

was used. However, other recent studies have also reported similar overall improvements in 

breastfeeding rates, which support our findings. This study investigated a younger age group (14weeks) 

compared to other studies, so higher estimates of EBF rates are to be expected. We are unable to 

comment on breastfeeding rates among older infants, and other studies have shown that the 

substantial drop offs in breastfeeding rates with age also shown in this study, continue beyond 14 

weeks, so our findings may still be compatible with the very low EBF rates previously reported at 

6months of age. Further research is required to investigate whether the improved rates of 

breastfeeding shown in this study are sustained to 6 months of age and beyond.  

It is possible that this EBF rate is an overestimate as there is likely to be some recall bias. Mothers are 

aware that health workers promote exclusive breastfeeding so they may be reluctant to admit to giving 

other food or fluid to their babies. However, this result still reflects a major improvement in EBF rates 

and could be as a result of multipronged interventions to support breastfeeding which have been 

undertaken by the KZN Department of Health in recent years. In particular, although HIV positive 

mothers were still more likely to choose to exclusively formula feed from birth, those HIV positive 

mothers who decided to breastfeed were less likely to add other food and fluids. Overall breastfeeding 

rates were also much higher among HIV positive mothers than shown in previous studies, suggesting 

that new recommendations for HIV and infant feeding have led to substantial improvements in feeding 

practises among HIV positive mothers.  

Most mothers who have to be away from their baby because of work or school commitments chose to 

formula feed while away from the baby, and were more likely to exclusively formula feed. However, it is 

encouraging to see that some of these mothers were giving their infants expressed breastmilk, and did 

continue breastfeeding. Policy changes need to be put in place to support and encourage working 

mothers to continue to breastfeed, and facilities should be available in the workplace and in schools to 

support expressing and storage of breastmilk. Mothers, particularly younger mothers, may need 

additional support and information about how to express and store their breastmilk safely.  

Reasons reported for stopping breastfeeding were multifactorial but it was uncommon for 

inappropriate advice from health providers to be the reason for mothers choosing to formula feed. 

However, practises to support infant feeding at health facilities can still be improved, with some 

mothers reporting receiving no feeding advice in the ANC or not being supported with feeding after 

delivery. Few mothers received advice or support from a community worker either during the antenatal 
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or postnatal period. At delivery, only half of mothers reported initiating breastfeeding within one hour 

after birth. All these interventions have been shown to improve breastfeeding rates and should be 

further strengthened.  

Although it is encouraging to demonstrate improvements in feeding practises, there remain substantial 

numbers of mothers who are feeding their babies with formula and other food or fluids, even at this 

young age, and are putting the baby’s health and life at risk by doing so. More work needs to be done to 

address these shortfalls, and further research should be used to investigate how EBF can be supported 

among these mothers and carers.   



 

35 
 

References 
1. Black RE, Victoria CG, Walker SP, Bhutta ZA, Christian P, De Onis M, Ezzati M, Grantham-

McGregor S, Katz J, Martorell R, Uauy R. Maternal and child undernutrition and overweight in low-

income and middle-income countries. The Lancet. Published on line on 6 June 2013, 2013. 

2. Butte NF, Lopez-Alarcon MG, Garza C. Nutrient adequacy of exclusive breastfeeding for the 

term infant during the first six months of life. World Health Organisation. 2002. Available 

[Online]http://www.who.int/nutrition/publications/infantfeeding/9241562110/en/index.html. 

Accessed 08/10/2015. 

3.  Doherty T, Sanders D, Jackson D, Swanevelder S, Lombard C, Zembe W, et al. Early cessation of 

breastfeeding amongst women in South Africa: an area needing urgent attention to improve child 

health. BMC pediatrics. 2012;12:105. PubMed PMID: 22827969. Pubmed Central PMCID: 3441849. 

4. Horta BL, Bahl R, Martines JC, Victoria CG. Evidence on the long-term effects of 

breastfeeding:Systematic reviews and meta-analyses. World Health Organisation. 2007. 

Available[Online]http://whqlibdoc.who.int/publications/2007/9789241595230_eng.pdf. Accessed 

08/10/2015 

5. Rollins NC, Bhandari N, Hajeebhoy N, Horton S, Lutter CK, Martines JC, et al. Why invest, and what it 

will take to improve breastfeeding practices? Lancet. 2016 Jan 30;387(10017):491-504. PubMed PMID: 

26869576. 

6. UNICEF (2015).http://www.unicef.org/nutrition/index_24824.html 

7.  Victora CG, Bahl R, Barros AJ, Franca GV, Horton S, Krasevec J, et al. Breastfeeding in the 21st 

century: epidemiology, mechanisms, and lifelong effect. Lancet. 2016 Jan 30;387 (10017):475-90. 

PubMed PMID: 26869575. 

8. Department of Co-Operative Governance and Traditional affairs. (2011). Delivering municipal 

services in rural areas. Retrieved March 29, 2016, from 

http://www.treasury.gov.za/publications/igfr/2011/lg/15. Rural services 2011 LGBER - Final - 9 Sept 

2011.pdf 

 

 

 

 

http://www.who.int/nutrition/publications/infantfeeding/9241562110/en/index.html.%20Accessed%2008/10/2015
http://www.who.int/nutrition/publications/infantfeeding/9241562110/en/index.html.%20Accessed%2008/10/2015


 

36 
 

Appendix 01  

 

Classification of Municipalities into categories 

Class  Characteristic  

Metros (A) Category A municipalities 

Secondary Cities (B1) All local municipalities referred to as secondary 
cities  

Large towns  (B2) All local municipalities w ith an urban core. There 
is huge variation in population sizes amongst 
these municipalities and they do have large urban 
dwelling population. 

Small towns (B3) They are characterised by no large tow n as a core 
urban settlement. Typically, these municipalities 
have a relatively small population, a significant 
proportion of which is urban and based in one or 
more small towns. Rural areas in this category are 
characterised by the presence of commercial 
farms, as these local economies are largely 
agriculturally based. The existence of such 
important rural areas and agriculture sector 
explains its inclusion in the analysis of rural 
municipalities. 

Mostly rural (B4) These are characterised by the presence of at 
most one or two small tow ns in their areas, 
communal land tenure and villages or scattered 
groups of dwellings and typically located in 
former homelands. 

Districts (C1) District municipalities that are not water services 
providers. 

Districts (C2) District municipalities that are water service 
providers 

 


