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Background  
In this report, we present the results of a longitudinal qualitative study about infant feeding decision 

making in the first six months of life, conducted in KZN between November 2015 and October 2016. This 

study formed part of a three-year initiative with the overall aim of improving breastfeeding rates and 

thereby improving infant and child morbidity and mortality in KZN. The project, known as the KwaZulu-

Natal Initiative for Breastfeeding Support (KIBS) comprises a partnership between the University of 

KwaZulu-Natal (Department of Paediatrics and Children Health and Centre for Rural Health) and the 

KwaZulu-Natal Department of Health, Nutrition Directorate.  

This study was conducted following the implementation of a broad intervention to support 

breastfeeding in the province, which included the appointment and training of lactation advisors in all 

hospitals in KZN. The proposed role of lactation advisors was to promote and support early initiation of 

breastfeeding after delivery and ongoing exclusive breastfeeding for 6 months and beyond.  In addition, 

mentoring was undertaken for nutrition advisors based at a primary health care clinic level to support 

exclusive breastfeeding practices. Other components of the intervention included provision of support 

for setting up of human milk banks in each of 11 districts in KZN, a communication strategy and 

baseline/follow up surveys to quantitatively investigate feeding practises at 14weeks of age. 

This cohort study aimed to prospectively explore feeding practices among women and their infants up 

to six months, to explore the reasons for their choice of feeding practices and what precipitated changes 

in feeding practises. We also aimed to provide insight into the role of lactation advisors. 

Introduction 
Global and national data indicate that malnutrition remains one of the most common indirect and direct 

causes of death among children under five years of age (Awogbenja & Ndife, 2012). The protection, 

promotion and support of breastfeeding is essential for the achievement of the newly launched 

Sustainable Development Goals by 2030 (Victora et al., 2016). Sub-optimal breastfeeding accounts for 

approximately 1.4 million deaths globally, representing 12% of all deaths in children under 5 years of age 

and the loss of 44 million disability adjusted life years (Nkonki et al, 2014). It has been estimated that 

823000 annual deaths would be saved in high-mortality low and middle income countries in 2015, if 

breastfeeding was scaled up to near universal levels (Victora et al., 2016).  

Exclusive breast-feeding (EBF) is advocated for HIV negative and HIV positive mothers in the first 6 months 

of the child’s life, and it is recommended that breastfeeding should continue for up to two years 
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(Awogbenja & Ndife, 2012; Doherty et al., 2012; WHO, 2016).  In South Africa, children are vulnerable to 

malnutrition, particularly those children living in lower socio-economic settings (Zere & McIntyre, 2003).  

Maintaining EBF during the first six months of a child’s life is challenging (Awogbenja & Ndife, 2012). EBF 

rates in South Africa are low and have not improved over the past 13 years (Doherty et al., 2012; Doherty, 

Chopra, Nkonki, Jackson & Greiner, 2006). Further, mixed breastfeeding in the first six months of life, 

which carries the highest risk of exposing babies to HIV and malnutrition, is the most common infant 

feeding practice in SA (Ijamba et al., 2012).  

The importance of implementing optimal feeding practices within the first two years of a child’s life is well 

documented (Nkonki et al., 2014; Doherty et al., 2012).  Benefits of breastfeeding include short-term 

benefits such as decreased child morbidity from diarrhoea and respiratory infections, and long-term 

benefits such as increased intelligence, and reduced obesity and non-communicable diseases in later life 

(UNICEF, 2013; Victora et al., 2016). Inherently linked to optimal infant feeding practices is the mother’s 

context, and her ability to practice ideal feeding behaviors. Factors influencing mothers’ infant feeding 

practices have highlighted a number of factors that negatively impact the mother’s ability to implement 

correct feeding practices, and include mother’s knowledge, attitudes, beliefs, age, income, marital status, 

education and her need to return to work or school (Goosen, McLachlan & Schübl, 2014; Ghuman, 2009; 

Rollins et al., 2016). Family members, partners and community members  are also able to exert influence 

on a mothers’ decision to breastfeed (Buskens; Jaffe & Mkhatshwa, 2007; Goosen, McLachlan & Schübl, 

2014; Mugivhi, 2010; Desclaux & Alfieri, 2009; Alexander Laar & Govender, 2011) and key circumstances 

for this influence is based on age of the mother and HIV status.   

In a high HIV prevalence setting like KZN where feeding recommendations have changed frequently in 

recent years and rates of EBF are low, it is important to understand how and why decisions about infant 

feeding are made. Further studies exploring factors influencing mother’s infant feeding practices are 

needed (Williams, Innis, Vogel & Stephen, 1999) to guide development of appropriate targeting 

interventions. This report presents findings of a prospective longitudinal study exploring influencing 

factors and decision-making practices of infant feeding among mothers in KwaZulu-Natal, including 

working mothers, teenage mothers, and HIV infected mothers from rural and peri-urban settings. 
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Methods 

Aim 
To explore factors influencing decision making of infant feeding practices in the first six months of life 

among mothers in KwaZulu-Natal.  

Objectives: 
1. To explore mothers experiences, attitudes and perspectives of infant feeding in the first 6 months 

of life 

2. To explore infant feeding practices among HIV infected mothers; teenage mothers, working 

mothers and mothers who do not work in the first six months of a child’s life.  

3. To investigate the factors that influence infant feeding practices among participating mothers. 

4. To compare women’s decision making practices of breastfeeding in rural and urban contexts 

Study design 
The study used a longitudinal qualitative design to explore individual narratives about infant feeding 

choices and practices from birth to six months of life. This design allowed the researcher opportunities 

to prospectively capture critical moments and processes that were involved in participants’ infant 

feeding choices during this period (Calman, Brunton & Molassiotis, 2013). 

Study site 
The study was carried out in two sites in KwaZulu-Natal, one a rural area and the other a peri-urban 

area. The sites were selected in partnership with the KZN Department of Health because they both had 

functioning lactation advisors at the hospital. The deep rural area has a population of 108 000, and is 

characterized by high illiteracy rates, widespread poverty, and poor service delivery, with one district 

hospital catering for a population burdened with HIV, tuberculosis and malnutrition. The peri-urban area 

is an industrial hub in a large municipality and houses about 290 000 residents in largely formal 

settlements. Similar to rural area, the peri-urban area has one district hospital. The population is also 

affected by HIV and AIDS, but with lower rates of malnutrition (Local Government Handbook, 2012-

2016).  

Sampling and recruitment  
Women who were more than 36 weeks pregnant were approached for recruitment: in the peri-urban 

site recruitment was undertaken in the antenatal clinic at the hospital; in the rural site recruitment was 

undertaken in the gateway clinic situated in the town close to the hospital. Recruitment was guided by a 

purposive sampling technique to ensure that participants included teenagers, working women and HIV 

infected women. In addition, a further 5 participant were recruited to represent mothers who were not 
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in the designated categories (teenagers, working women or HIV-positive women) and we refer to them 

in the text as “other” mothers.  Participants were included in the cohort based on whether they planned 

to give birth in one of the two baby-friendly hospital specified.  

Inclusion criteria 

 Pregnant women who were ≥36 weeks pregnant. 

 Pregnant women who had lived in the household for at least 6months and who intend to stay 

living in the household for 6 months post-delivery.  

 Working women: women who receive regular monthly pay from a formal fulltime employment 

(at least five days per week) and who intend to return to work after the infant is born.  

 Teenage mothers: women who will be aged 18 years or less at the time that the infant is delivered.  

 HIV positive: HIV positive women will include those who report themselves HIV positive and are 

enrolled in the PMTCT programme. 

Exclusion criteria  

 Pregnant women aged less than 15 years at the time of recruitment.  

 Pregnant women aged 15-17 years where their mother/legal guardian is unable to provide written 

informed consent 

 Pregnant women who intend to leave the household in the 6 months after the infant is born 

 

Data collection  
Data was collected in participants’ households by two trained fieldworkers, one in each site.  An 

interview guide was used to explore three main topics; current feeding practices; reasons for adopting 

particular feeding practices; people involved in infant feeding decisions and a 24 hour food and fluid 

recall questionnaire. The questionnaire was adapted from the WHO tool (2001) and translated to IsiZulu. 

The interview guide was piloted with mothers of young children in one local clinic and amended 

accordingly.  

Data collection procedure 

Seven visits were conducted with each participant in their home. The first visit was undertaken before 

the delivery of the baby.  At the first visit, written informed consent was obtained from all participants. 

Among teenagers mothers (age 15-17 years) consent was obtained from parent/legal guardian and 
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assent from the participant. Baseline data was collected at this visit, including socioeconomic 

characteristics and plans for feeding of the baby.  

After delivery, monthly in-depth interviews were conducted in the language of preference, either 

IsiZulu, IsiXhosa or English and were audio recorded. This also involved a review of the previous 

interviews to recap of what was previously discussed. This technique allowed fieldworkers and 

participants to keep the focus on the longitudinal elements of infant feeding practices and decision 

making (Calman, Brunton & Molassiotis, 2013), and we were able validate our study findings. 

Ethical considerations 
Ethics clearance for this study was obtained from the Biomedical Research Ethics Committee at the 

University of KwaZulu-Natal (BE301/15) and the KwaZulu-Natal Department of Health. To preserve 

anonymity, codes were assigned to each participant based on the area, the category and number of the 

visit. Audio recordings and transcripts were stored at UKZN in a password protected file.  

Data analysis 
All interviews were transcribed verbatim and translated into English.  Framework analysis was used for 

the analysis of in-depth interviews.  This is a qualitative analysis method and its primary objective is to 

order data in order to reduce data volume and prioritize questions (Ritchie & Spencer, 1980) and is 

followed by interpretation of data using thematic analysis, typologies and explanation analysis.  

Guided by the principles of framework analysis, the study team chose research questions to prioritize 

the analysis focus. Researchers listened to all the audio recordings. Interviews which included relevant 

data were grouped in a matrix table and prioritized for transcription.  Transcripts were exported to 

NVivo v10 for further analysis, where themes were identified. Comparative analysis between two skilled 

qualitative researchers was performed to ensure analysis accuracy. Analysis continued until saturation 

point was reached. 

Quantitative demographic data and 24 hour food and fluid recall data was double entered into Epidata 

v3.1 and descriptive analysis was conducted using SPSS v23. 
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Results 
In total, 170 in-depth interviews were undertaken with mothers between November 2015 and October 

2016.  The number of interview undertaken in each setting and the timing of the interviews are shown 

in Figure 1.   Mothers who dropped out of the cohort are reflected in Figure 1. 

Demographic characteristics of the 30 mothers who participated in the study are shown in Table 1. 

This results section is divided into 5 sections based on five broad themes which emerged from the study.  

The first section reports on complementary feeding practices of mothers in KZN. This section reports 

findings from the 24-hour food and fluid recall questionnaire in which all 31 mothers participated, 

specifically outlining the time complementary feeds were introduced and the type of complementary 

feeds mothers choose.   

The second section covers enablers and barriers to success among mothers who planned to exclusively 

breastfeed for 6 months. Thus, only findings from a selected number (22) of mothers who intended to 

exclusively breastfeed are presented in this chapter.  

Section three focuses mainly on the ten teenage mothers in the cohort and presents findings on infant 

feeding decision-making among teenage mothers and how these play out in the community and homes.  

Section four presents infant feeding practices of 10 HIV-positive women enrolled in this study.  

Section five highlights the role of lactation advisors in promoting breastfeeding to all mothers after 

delivery and assisting with the establishment of breastfeeding for those mothers who chose to 

breastfeed.   
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Figure 1: Recruitment and participation in visits 
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Table 1: Demographic characteristics of cohort 

MOTHERS ONLY N=31 

Mothers age in years (Median, IQR) 21 18-32 

 N % 

No. of ANC visits during current pregnancy N=31 

<4 ANC visits 9 29.0 

4-8 ANC visits 22 71.0 

Feeding plan  N % 

Breastmilk only 22 71.0 

Formula only 4 12.9 

              Breastmilk and formula  5 16.1 

 N % 

HIV testing-Ever tested 31 100 

ARV/FDC 11 35.5 

Mother category N % 

Working 7 22.6 

HIV positive 11 35.5 

Teenager 10 32.3 

Other (Not working/HIV-/20+years old) 8 25.8 

In a relationship with the child’s father  26 83.9 

Staying in same house as the child’s father  13 41.9 

Other children 17 54.8 

Feeding practices with previous children (first 3 months) N % 

Breastmilk only 13 41.9 

Formula only 2 6.5 

Breastmilk and formula  2 6.5 

No previous children  14 45.2 

EDUCATION- Highest grade passed N % 

Grades 4-7/Primary school education 2 6.5 

Grades 8-11/Secondary school education 20 64.5 

Grade 12/Matriculated 9 29.0 

WORK N % 

Current paid work 5 16.1 

ADDITIONAL INCOME SOURCES N % 

Mother receives money from employer 3 9.7 

Mother receives money from self-employment 3 9.7 

Mother receives child support grant for any child  10 32.3 

Mother receives disability grant 2 6.5 

Mother receives maintenance/money from partner 21 67.7 

Mother receives money from family members  15 48.4 

Other sources  5 16.1 



  

Page 14 of 53 
 

 

Section 1: Complementary Feeding 

  
The results shown in this section reflect data from the 24-hour food and fluid recall questionnaire in 

which all mothers participated.  Each mothers answered questions about how she had fed her baby over 

the previous 24 hours at the time of the monthly interview (appendix 1).  All mothers fed their infants 

differently and introduced other food and fluids at different times.  As shown in Figure 2 below; the 

majority of the mothers exclusively breastfed in the 24 hours preceding their first visit at the end of 

month one.  As time progressed from the end of month one to the end of month six, fewer mothers 

reported exclusive breastfeeding in the 24 hours prior to the visit an increasing proportion of mothers 

reporting giving other food or fluids or no longer giving any breastmilk.  

 

In those cases where mothers missed interviews (Figure 1) they did not complete the 24hour recall.  
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Figure 2: 24 hour food and fluid recall 

 

The type of food and fluids added and the time points at which these were added are shown in Table 2. 

 

Table 2: Type of other foods and fluids given in previous 24hours at each time point 

 Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 

 n=30 n=31 n=30 n=24 n=23 n=28 

Water 5 7 7 10 9 17 

Infant formula 9 14 14 11 11 13 

Other milk 
(Tinned/Powdered/Fresh) 

1 0 0 0 0 1 

Juice/Tea 0 1 0 0 3 10 

Broth/Soup 0 1 0 2 4 13 

Yoghurt/Amasi 0 2 1 2 5 14 

Solid/Semi-solid food 0 4 7 9 14 25 
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Section 2: Enablers and barriers to 
success among mothers planning to 
exclusively breastfeed for 6 months 

 

At the time of recruitment during the last month of pregnancy all mothers were asked about their plans 

for feeding their baby. At that time 22 participants stated their plans to exclusively breastfeed for 6 

months. Of the 22 mothers, 17 (nine rural; seven urban) gave their babies other liquids and solids before 

they reached six months, and five (three rural; two urban) successfully exclusively breastfed for six 

months.  

Among the five mothers who exclusively breastfed, three were HIV-positive mothers, one was a fulltime 

working mother and one stay at home mother from Zimbabwe. In this section, we describe mothers’ 

perceptions about barriers and enablers to exclusive breastfeeding.   

Barriers to exclusive breastfeeding for 6 months. 
Barriers to exclusive breastfeeding for mothers were similar among all participating mothers who 

planned to EBF, and comprised an interplay of health system factors, maternal-baby factors and social 

factors (family pressure and returning to work/school). However, although many factors may have 

played a part, for each mother who added other food or fluids before 6 months, a single precipitating 

factor was identified that directly led to cessation of EBF. Table 3 shows the main reason for adding 

other food/fluids for each of the 17 mothers who failed to EBF for 6 months. 
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Table 3: Main reason for adding food and fluids among mothers who planned to EBF for 6months 

Mother ID Health system Mother-baby factors Family pressure Returning to Work/School  

M03: Urban, HIV positive Advised by the nurse to stop 
breastfeeding at three months upon 
returning to work 

   

M05: Rural, Other   Pressured by aunt to give traditional 
medicine at one month 

 

M09: Rural, HIV positive  Mother perceived milk insufficiency at 
five months 

  

W10: Urban, Teenager Advised by the nurse to give water 
within 1 month 

   

M13: Rural, Teenager    Introduced formula milk upon returning 
to school at two months 

M14: Rural, Working    Baby given water with sugar while 
mother was at work at three months 

M15: Rural, Teenager   Pressured by the grandmother to 
introduce complementary foods at 
two months 

 

W15: Urban, Other Advised by the nurse to give water at 3 
months 

   

W17, Urban, Teenage  Mother perceived milk insufficiency at 
four months 

  

W19: Urban, Teenager Baby given pre-lacteal feeds at the 
hospital within one week 

   

M19: Rural, Other  Baby given water because breastmilk not 
coming out during the first 3 days 

  

M22: Rural, Teenager   Instructed by her mother (child’s 
grandmother) to feed the baby soft 
solids at 4 months 

 

M24: Rural, HIV positive    Mother struggled to express at work and 
introduced formula milk  at 3 months 

W30: Urban, Teenager  Baby struggled to latch and was given 
formula milk at 1 month 

  

W31: Urban, Working Baby given pre-lacteal feeds at the 
hospital within one week 

   

W47: Urban, HIV positive  Baby perceived as not getting full from 
breast alone at 5 months 
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W49: Urban, Other   Advised by her mother to add 
porridge at 3 months  

 

Total no of mothers  5 5 4 3 
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Health system factors 
Most mothers in the study attended ANC visits more than four times (Table 1), and all delivered their 

babies in hospital. No mothers received a home visit from community health workers during the 

antenatal period or post-delivery. During ANC visits, all mothers received health education about the 

benefits of breastfeeding. All mothers had a general understanding based on the ANC education, that 

breastfeeding is more nutritious than any other milk and protects infants from getting diseases. One 

mother from the rural site revealed the knowledge she received from the ANC. 

P: The sisters (nurses) are the one who usually advise us, they teach us in the morning after prayer. One 

day we learnt about breastfeeding, on why it is important for a woman to breastfeed. She explained 

everything and others were answering questions, and I got some knowledge that I didn’t know about, 

and the sister complimented breastfeeding. She taught us that breast milk is important for the baby and 

the mother as well. She first said it creates love between the mother and the baby. I think I know some 

few points, if I’m not lying, that the baby…ok first they say the baby becomes smart, he grows well, his 

poop doesn’t smell bad, he’s protected from diseases such as flu when he’s breastfeeding (M04_HIV 

pos_month 3) 

Once mothers had given birth, they reported that they were assisted with initiation of breastfeeding by 

health workers at the hospital. One teenage mother narrated: 

P: Yes, there is a nurse who was supervising me whether I feed him right, is he sucking ok? If there are 

the sounds she will tell me that he’s not sucking well, I must take my breast out and put it back again 

until he feeds quietly (W10_Teen_month 01). 

In one of the two hospitals it was common practice in the hospital for newborns to be given pre-lacteal 

feeds while mothers waited for their milk to come in or were recovering post caesarean section. This 

was a barrier to EBF for these mothers, however breastfeeding was resumed when the mother got 

home. One first-time mother described this:  

P: I even told the nurse I don’t have milk and then the nurse gave my baby formula (W31, working 

_month 01) 

When mothers experienced breastfeeding challenges at home, they usually consulted with the health 

workers. When mothers sought advice from health workers, they were frequently given inappropriate 

advice that did not support EBF, and for many, this was a key barrier to EBF and led directly to mothers 

failing to EBF. 
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Some mothers mentioned how they were encouraged by the health workers to give the baby water 

after reporting constipation and concerns, suggestions which they implemented.  A new teen mother 

mentioned: 

P: The last time he poo was on the day when he was born, on the 29th. Two days after he still didn’t, so I 

gave him water because they said at the clinic I must give him water with sugar and if it continues I must 

go to the chemist and get the medicine (W10, teen_month 01). 

For another mother, water was suggested by a health worker to help keep the baby hydrated. 

P: When I went back to the sister (nurse) to ask about whether I should give the baby water she said “just 

make sure you boil it”. 

I: And how old was your baby when you received this message if you can remember? 

P: Between 10 weeks and 14 weeks. They said you can give him 5 spoons a day to avoid dehydration and 

that time it was very hot. After that consultation, I continued with water (W15, other_month 03). 

 

An HIV positive working women expressed that she stopped breastfeeding immediately after returning 

to work as encouraged by the health worker: 

P: She (the baby) stopped breastfeeding because of the reasons I’ve stated before, that I am scared that 

the nanny/aunt will give her water, (or) medicine which is wrong. So I discussed with the nurse on our 

last visit, which was on the 29th, because I decided to go back to work on the 1st. I asked her to advise me 

since I’m deciding to stop breastfeeding, she said to be on the safe side she is encouraging me to stop 

breastfeeding (W03_HIV pos_month 03) 

 

Maternal-Baby factors 
All mothers reported success in initiating breastfeeding before discharge from the hospital. However, 

after returning home, some mothers experienced breastfeeding as tiring, embarrassing, and the 

perception that breastmilk alone was not enough to satisfy the baby’s hunger.  

The most commonly cited barrier to exclusive breastfeeding was the perceived lack of breast milk to 

sustain the baby.  The reasons for this perception included the baby constantly crying, baby wanting to 

breastfeed for longer, or no milk being produced when expressing. This ‘forced’ mothers to add other 

solids or introduce formula milk even when the advice from the clinic was to only give breast milk:  
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P: I feed him because there is nothing else I can do when the baby is hungry, he’s hungry I’m forced to 

give him porridge because if I continue to listen to the people from hospital and clinic the baby will go 

hungry (M13, other_month 05)  

For some mothers, especially HIV positive mothers, the perceived lack of breast milk led them to stop 

breastfeeding altogether.  

P: The milk wasn’t coming out of my breasts and the baby was crying, even when I was expressing 

nothing came out so I thought it better to stop breastfeeding, instead of mixed feeding him. So I fed him 

formula only  

I: So how do you feel that you stopped him from breastfeeding before 6 months?  

P: It didn’t feel right because I didn’t plan like that but I told myself that it’s better now because he’s 

getting full (M09, HIV pos_month 05). 

 

Some mothers mentioned that when they started moving around, it became hard to breastfeed for 

longer periods as breastfeeding became tiring and inconvenient. This led to them introducing other 

foods in addition to breastmilk.   

P: I will stop him now because he’s breastfeeding a lot, although I have plenty, but no this person (baby) 

is breastfeeding a lot. I will now give him formula because it is too much for me (M22, teen_month 05). 

There were also a few cases where the mother reported that the baby did not want to breastfeed at all. 

For some mothers this happened early on where mothers mentioned that they believed this was due to 

having big or small nipples, resulting in baby struggling to latch on. In these cases, mothers used 

expressing breast milk as a strategy, which enabled them to continue to give breast milk exclusively 

 P: Yes, he doesn’t touch it, if I put my breast in his mouth he cries. I don’t know why he does that. So, I 

express my breast milk into his bottle and that is when he feeds (M14, working_month 02). 

For some mothers, latching on was a barrier and led to the mother introducing formula milk. 

P: What made me to stop…actually I didn’t stop him. He was breastfeeding during the night, and during 

the day he feeds formula milk, but now he didn’t want breast milk, he’s used to feeding formula with a 

bottle. When I give him my breast he would just push it with his tongue and not want to latch on it so we 

stopped like that. I didn’t plan to stop him, he just stopped by himself (W10, teen_month 05). 
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How mothers feel about breastfeeding in public places was another factor highlighted in this study, 

particularly among teenage mothers residing in the urban area, who chose to rather formula feed when 

in public places: 

I feed him bottled milk not anything because I don’t like to take out my breasts in public and feed the 

baby, I don’t like it. I can’t, but I do see some other people doing it but no, I cannot imagine myself doing 

it (W19, teen_month 03). 

Social factors 
All mothers, except one who lived alone, stayed with their partners or family members. Mothers 

reported often being asked by significant others about when to add solid foods, and feeling pressured to 

do so.  

 P: The baby’s father supports that I am giving the baby food, he’s happy because he was always asking 

me “when will the baby start eating” I told him “after 6 months he’ll start eating food” but he kept 

asking until I added food at 5 months (M05, other_month 05). 

Several mothers mentioned lack of support from family members, as being another barrier for mothers 

who wished to EBF for 6 months. An HIV positive mother revealed having added other foods as a result 

of pressure, a decision which her aunt supported.   

P: They (her family) said  I must stop breastfeeding him and give him infant formula, maybe he’ll get full. 

They just said…they said our kids will die if we keep on listening to the nurses because you will find that 

their (nurses) kids are eating and ours are not (M08, HIV pos_month 02)     

The use of traditional medicine or practices was often mentioned by mothers from rural areas. Although 

most mothers were against the use of traditional medicine, they were told by elders to use them. A 

young mother talked about how her child’s paternal aunt instructed her to give ‘their’ baby traditional 

medicine as a way of keeping up with the family’s tradition.  

P: His aunt told me that all of the children from their clan usually get traditional medicine to get better 

and remove all the dirt in the stomach, so they could be strong and better. They are the ones who 

showed me where to get it, they instructed me with everything, then I did it because it’s their baby I must 

follow their rules (M05, other_month 02).  
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Inability to reject opposing messages meant that some mothers changed their plans to exclusively 

breastfeed in response to family pressure.  In particular, some teenage mothers being young and being 

expected to be obedient were unable to go against those family members who suggested other feeding 

practices.   

I: When grandma tells you that to breastfeed only is wrong, how do you respond? 

P: I stop it and do what she says (M01, teen_month 02). 

Returning to work or school  
Returning to school or work was a barrier to EBF for many mothers who introduced formula milk at that 

time and only breastfed when they were with the baby.  

P: Yes, I’m mixed feeding him because he eats formula when I’m not at home, during the day, and then 

when I come back he stops the bottle and breastfeeds (M13, teen_month 02). 

One fulltime working mother was committed to exclusive breastfeeding even while working, she 

expressed breast milk, and this enabled her to EBF even when she was away from the baby. She 

described: 

Because when I’m at work I can express…oh I express 4 bottles and when I come back from work he still 

hasn’t finished them, everything is going well so far (M14, working_month 06).  

Enablers among mothers who successfully EBF for 6 months 
Self-efficacy, commitment, HIV status and cultural meaning attached to breastfeeding, were found to be 

some of the underlying factors for mothers who successfully EBF. A mother from Zimbabwe stated how 

breastfeeding symbolized the meaning of motherhood:  

P: I have to do it…that is what being a mother is, to breastfeed, you know... and you have that bond. Me 

and my kids, that one (older child), we still have that bond (W15, other_month 01). 

When visited at 6 months, the same mother stated that her commitment and resolve was an enabling 

factor that helped her to successfully EBF. This mother also planned to stay with her baby, not returning 

to work, for six months in order to EBF for this period.  
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P: You know with breastfeeding, it’s just commitment. If you tell yourself that you want to do this, you 

will do it no matter what people might say. Even if there are stumbling blocks along the way, so I think it 

is all about committing yourself (W15, other_ month 06). 

For HIV positive mothers, the motivation to EBF came from the fact that they didn’t want to infect the 

baby through mixed feeding. This resulted in them maintaining exclusive breastfeeding for 6 months 

regardless of challenges experienced along the way.  The mother below narrates. 

P: I wanted to prove what the lactation advisor said at the hospital that…sometimes it (HIV) creates 

trouble, like when the baby is 5 years old he/she dies. Sometimes when you mix formula and breast milk 

the baby becomes (HIV) infected. I want to see if I can give birth to a baby who is negative while I am 

positive (W07, HIV pos_month 03). 

The main enabling factor mentioned by mothers was the strong belief that breast milk was sufficient for 

the baby:  

P: Maybe the main reason is that my milk is still plenty otherwise if he was looking hungry or something 

maybe I was going to introduce something.  (W15, other_month 04). 

Those who were committed to exclusively breastfeeding appeared better able to stick with their 

decisions despite pressure and discouragement from friends and family. Such participants, were most 

often HIV positive and older.  

P: When they talk I pretend as if I hear them but I don’t do what they are saying (M08, HIV pos_month 

03) 

Another participant went on to elaborate why she rejects conflicting messages from others. 

P: No I don’t listen to a person who is not well educated about this, I usually listen to people who are well 

educated because he/she (uneducated person) will tell me something that is not right. I usually listen to 

those that are educated and ask them on how should I breastfeed my baby and they explain to me. 

Because if I listen to other people they won’t help me (M11, HIV pos_month 04).  

  



  

Page 25 of 53 
 

Section 3: infant feeding decision making 
among teenage mothers 

 

In this section we report on the findings from ten teenage mothers between the ages of 15-19 who were 

enrolled in the cohort study. All teenagers were living with at least one adult in the household. Most of 

the teenagers were having their first child. The analysis revealed four main themes: a) process of infant 

feeding decision-making in the household, b) poor infant feeding advice from key family members, c) 

autonomy and teenage dependency, d) managing conflict between clinic and home infant feeding 

advice. 

Infant feeding intentions and rationale 
Among the ten pregnant teenagers, eight expressed an intention to EBF their infants for 6 months. 

Teenage mothers said this intention was mainly based on their knowledge about benefits of EBF, from 

information received during Antenatal Care (ANC) visits and in the post-natal ward. Teen 7 reported: 

P: I chose to breastfeed her breast-milk only because after I had finished giving birth, the nurse told me 

not to give the baby anything except milk, excuse me, except breast milk or if I get medicine from the 

clinic that is all. She said I must not give the baby water and other things until she is 6 months old (Teen7, 

urban_Visit1). 

However, for some teens, not having money to buy formula was the reason given for why they wanted 

to breastfeed. Teen 5 mentioned: I chose to breastfeed because for now I don’t have money to buy 

formula milk (Teen 5, rural_Visit1). 

Teen 10, who planned to formula feed only, stated that being HIV positive was the main reason for 

choosing to feed her baby formula: “It’s too risky, the chance of him contracting it (HIV) uh it great. They 

(nurses) might not say it that great but I don’t want…I don’t want to take a chance. When visited 

postnatally it was observed that the mother did not initiate breastfeeding and baby was fed formula and 

cereal. This was the only teenage mother who was HIV positive in the study. 
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The one teen who planned to mixed feed her baby, giving both formula milk and breastmilk, did not give 

a reason for choosing this feeding method. But during follow-up visits it was observed that she is a 

school-going mother.  

Process of infant feeding decision making in the household 
During the follow-up period, it emerged that teenage mothers had introduced liquids or solids to the 

infants’ diet as early as within the first few days after the baby was born. Introduction of pre-lacteal 

feeds was found to be a common practice, with mothers saying that they introduced other fluids while 

they were waiting for their milk to come in, as advised by their own elders: “Granny advised me to buy 

formula, because the milk wasn’t coming out enough and the baby was always crying. My granny felt 

she might catch cancer if she’s not feeding (Teen1, rural_Visit1). 

Most infant feeding decisions in the household were taken by elders, with teenagers having little or no 

influence on how their babies are fed. For instance, when teenagers were asked who makes the decision 

on what the baby should eat in the household, 9/10 teenagers answered that it was either the 

grandmother, mother, aunt or older sister who made such decisions as stated by the teenager here: 

P: It is my mother who makes decisions on what the baby should eat and she keeps them. We only add 

our opinions there and there but really it is my mother (Teen 5, rural_Visit4). 

 

The decision making process was similar across households. This involved an elder assessing what the 

baby’s needs are, communicating these to the mother and telling the mother the solution. The mother 

was then expected to passively comply with this advice. Below, a teenage mother who introduced 

liquids and solids within the first month after birth describes: 

P: My mother advised me to add other foods because she ‘felt’ the baby wasn’t getting full from 

breastmilk only, so she advised me to give her soft foods like purity and yoghurt. Because with breast 

milk alone, she feeds frequently, but when she is given soft foods the baby get full for a long time (Teen 

1, rural_Visit2). 

Another teenager who changed from breastfeeding to formula feeding reported: 

P: They said I don’t have milk in my breasts. No matter how much I eat it doesn’t come out well 

I Ok “they said” who was that? 
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P: My grandmother (Teen 2, rural_Visit2). 

 

At times, the elders changed what the baby eats based on their belief that the baby is old enough to 

experiment with other foods. 

P: They said I must stop him [from eating porridge] because he’s fine now and the time is not right for 

him to be eating such food 

I: Who said you must now stop feeding him porridge? 

P: It was my aunt (Teen 6, urban_Visit3) 

 

Even when the teenagers noted the baby’s needs before the elders, most of them emphasized that they 

never made any feeding decisions alone without consulting an elder. Teen 4, who made decisions alone, 

was the exception to this. She was slightly older than the rest in the teenage group and was having her 

second child, she planned to EBF and rejected any advice in the household that went against that. Her 

autonomous behaviour was met with unpleasant reactions from the significant elders. Below she talks 

about the consequences of this lack of ‘obedience’. 

P: My mother is not saying anything anymore because she’s saying I don’t listen to her so she wants 

nothing to do with me. I will sort myself out but I don’t care what they say I’m just waiting for the right 

months to feed him solids. She is angry that I didn’t agree to feed him porridge when she advised me so 

at three weeks. Now she’s angry, she’s saying “the baby will not grow he will trouble you and you will 

always carry him”. She just says she fed porridge to her babies and that how they grew up and nothing 

wrong happened, and there’s nothing wrong with it. But I don’t see it that way, time has changed, it is 

not like before and these porridges have so many things in it, so how would I know which one is right? 

(Teen 4, rural_Visit05).  

Autonomy and teenage dependency 
Generally, mothers consulted and accepted any feeding advice in the household without examining or 

challenging it because elders were perceived to have more knowledge and more experience with 

regards to baby care, as stated by teen 10: 

I: Mm…there are many outlets let’s say, that talk about ways to feed the baby like magazines, internet 

and mom-connect [DoH sms support programme]. Have you ever consulted one of those if maybe you 

want to know something about what to feed your baby…? 
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P: No, I consult my mom, she’s got 3 kids, and she knows better (Teen 10, urban_Visit1) 

Teen mothers mostly depended on their elder’s for financial support as illustrated in table 1. Further, 

they depended on elders for also guidance and experience.  

I: The box has instructions that tells you how to prepare the milk, do you follow those instructions? 

P: I never read them because my mother tells me what to do, (Teen 8, urban_Visit06) 

This behavior by teenagers illustrated the extent of dependency they had on their elders, which meant 

that most of the time teenagers applied certain advice from the elders with no understanding of the 

purpose. For instance, Teen 2 stated: 

My grandmother told me to feed him this type of formula, I don’t know why she said that. (Teen 2, 

rural_Visit2) 

Participants also emphasized that in addition to them ‘trusting’ advice from the elders, they also 

witnessed immediate results in the baby’s behavior, for example, a baby sleeping for longer. This led to 

mothers being receptive of further suggestions as they viewed them as a way of the family ‘helping out’.  

However, a few mothers stated that they were not happy with some solids given to the baby but this 

was never communicated with the elders. This teenage mother narrated this: 

I had a problem with porridge because he was still young and that I shouldn’t feed him but I fed him 

anyway. What was I supposed to do because my mum said I must feed him? But I didn’t like to and I fed 

him anyway. He was too young to be fed maize porridge (Teen 8, urban_Visit6). 

Managing conflict between clinic advice vs. home advice 
When participants were asked about their main source of infant feeding advice, they frequently referred 

to advice given at home. “My aunt who can tell me something and I listen” (Teen 3, rural_Visit3) 

Further, this study revealed that when teenagers were faced with a conflict about whether to accept 

advice from clinic staff or from family members at home, they usually chose advice from home. The 

instances mentioned by participants where they chose advice from home included how to prepare 

formula, introducing solids and use of traditional medicine. Teen 9 below narrates a time when she was 

faced with such conflicting advice: 
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They said at the clinic we must reduce food for her and my mother was like ‘no let us not reduce food 

because she’s going to be hungry, let us reduce milk’. So, yah making decisions while choosing the 

nurses, listening to her, yah it was confusing. I did not know if I trust my mum and what my mum says or 

not. It was very confusing my mom would tell me something else, the nurses would tell me something 

else. But I actually listened to my mum. I just end up listening to my mum (Teen 9, urban_ Visit 6). 

All teenagers were exposed to infant feeding education during ANC. This meant that when choosing to 

take advice from home, they were aware that they were not complying with recommended feeding 

practices. However, even with this knowledge, teenagers were not empowered to apply health workers’ 

feeding advice. At times teenagers avoided conflict during clinic visits by not revealing the truth about 

what the baby eats when asked by health workers. One teen reported: 

P: Last week I took him here to the mobile clinic and when they asked me what I am feeding the baby I 

told them that I feed him breast milk. I didn’t say I also give him porridge, she then said I must not stop 

and must continue giving him breast milk (Teen 5, rural_Visit5) 

Poor feeding advice from key family members 
This study revealed that most poor feeding practices adopted by teen mothers were suggested by key 

role-players in the household. Traditional medicine and water, were amongst the fluids most frequently 

suggested by grandmothers, and these were perceived by elders to help with cleaning the baby’s 

intestines. Also, most elders perceived the baby crying as an indication of hunger and as a result solids 

or formula were suggested for better health and better sustenance.  Teen 1 explains: “Mom was like ‘no 

we won’t sleep today’ because she kept screaming like my breast milk was not enough for her” (Teen9, 

urban_Visit 1) 

The kind of solids suggested was mainly maize meal porridge and this was suggested as early as in the 

first month of the baby’s life.  

I: Ok, he’s 6 weeks, alright. Now that you are feeding him porridge who gave you that advice? 

P: My mother said I can feed him porridge because he was not getting full (Teen 7, urban_Visit2) 

Another teenager from an urban area mentioned:  

He was 2 months when my mum said I must cook maize porridge for him because with solids he would be 

full for a long time and I fed him. After three months she said I must feed him other solids, I gave him. I 
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would go and buy food for him, then I would feed him. Now that he’s…he’s grown a bit she said I must 

make mashed potatoes, sometimes butternut and cook fruit when it has softened up I shall blend it and 

feed him (Teen 8, urban_Visit6).  

Returning to school 
Seven out of ten teenage mothers in the study returned to school within the first month of giving birth. 

Three of them continued to breastfeed by expressing breastmilk to feed the baby, while others started 

introducing formula feeds in addition to breastfeeding once they went back to school. Teen 3, who 

expressed breastmilk for her baby upon returning to school, stated: 

P: I’m breastfeeding him and when I go to school I leave him with expressed milk. I express in his bottle 

and in a cup, then I put it in a fridge because I am at school for long period. My mom would then take it 

out when I’m at school and warm it using warm water (Teen 3, rural_Visit1). 

The same teen was asked about how she knows about the expression methods, she stated: 

P: The lactation advisor [lactation counsellor at the hospital]. He told me that I must express for 6 

months. I can put the milk in the fridge or in the freezer for a long period. I followed his instruction. He 

also said if I want that thing to express [breast pump] I must go and check it at [name of shops], that is 

where I could find it. (Teen 3, rural_Visit1)  

When we visited the same mother at 2 months, she was found to be mixed feeding and she stated that 

being unable to express enough milk to leave behind to feed her baby as the reason for this.  

P: I feeding him both because sometimes breast milk doesn’t come out enough so I thought it better to 

mixed feed him (Teen 3, rural_Visit2) 

Some teens, especially those coming from the urban area, mentioned being uncomfortable with 

breastfeeding in public. This led them to feed their babies formula milk in public places. Teen 9 revealed: 

P: I don’t like to take out my breasts in public and feed the baby, I don’t like it. I can’t, but I do see some 

other people doing it but no I cannot imagine myself doing it, so I give him formula (Teen 7_urban_ 

visit3). 
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Section 4: Infant feeding practices among 
HIV-positive mothers 

 

In this section, we report on ten HIV-positive mothers who were enrolled in the study. Eight of the ten 

HIV positive participants planned to exclusively breastfeed (EBF) and the other two intended to 

exclusively formula feed (EFF) their infants. Among the eight women who planned to EBF, only three 

participants breastfed exclusively until 6 months, while three mixed fed from as young as 3 months and 

the other two stopped breastfeeding altogether after 3 months. Of the two women who chose to EFF, 

one did so from birth until 6 months, whilst the other breastfed for 3 days and stopped breastfeeding 

after returning from the hospital, and introduced formula. Reasons for participants feeding choices 

during and post pregnancy, are outlined in table 4.   

All mothers were on ART during the pregnancy and lactation period and most of them revealed that 

their HIV status was known by significant others. Three themes emerged from this section of the study 

and these were; a) Sources of infant feeding advice for HIV infected mothers, b) Health worker messages 

are confused, out of date, and elicit fear; and c) Family support as a determinant of mothers’ feeding 

choice
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Table 4: Feeding intention and rationale among HIV positive mothers 

Participant’s details Feeding intention at baseline and Rationale Time when 
other 
solids/liquids 
introduced 

Rationale for maintenance of 
EBF/change in feeding practice 
 

Rural 02:36 years 
old; on ART; HIV 
status disclosed to 
significant others. 

EBF: “I chose to breastfeed him because there is a 
bond between me and him, he can see that I am 
his mother and it is healthy it protects him against 
diseases” 

2 months “ I give him gripe water once a day as it 
cleans his stomach and help with his 
bowel movement” 
 

(Breastfeeding continued, plans to 
continue beyond six months stated) 

Rural 04: 34 years 
old; on ART; HIV 
status disclosed to 
significant others. 

EBF: “I think…I didn’t have much knowledge 
because when I found out that I must breastfeed 
exclusively and not give the baby other food, I 
thought they are saying that because I’m positive 
until the nurses explained to me that, ‘no, 
everyone must breastfeed exclusively for 6 
months’ whether positive or negative and then I 
made a decision to breastfeed exclusively”  

6 months I think I won’t be able to afford formula 
milk because it’s expensive, he will 
continue with breast milk until he’s 12 
months. Also, I wouldn’t know whether 
he will be infected from mixed feeding 
and I told myself that it better to feed 
him breast milk only. 
 
(Breastfeeding continued, plans to 
continue beyond six months stated) 

Rural 08: 26 years 
old; on ART; HIV 
status NOT 
disclosed to 
significant others 

EBF: “At the clinic they said the baby must 
breastfeed for six months before you mixed feed” 

4 months “I was not happy with his body weight. 
The neighbours also commented that if 
he doesn’t eat he will get sick. From 
there on I regretted giving breastmilk 
only and just gave the baby real food” 

 
(Breastfeeding stopped abruptly at 5 
months) 

Rural 09: 21 years 
old; on ART 
treatment; HIV 
status NOT 
disclosed to 
significant others 

EBF: “The sisters (nurses) from the hospital, they 
told us that how important it is to breastfeed and I 
thought it better to breastfeed him for these 6 
months and then change him” 

4 months “He was not getting full and my milk was 
not coming out well”  
 
 
(Breastfeeding stopped abruptly at 4 
months) 

Rural 11: 38 years 
old; on ART 
treatment; HIV 
status disclosed to 
significant others 

EBF: “ I wanted to FF, but changed my mind when 
they (nurses) told me that even though I have this 
problem (HIV) I can breastfeed then I change my 
mind to EBF” 

6 months “He gets healthy; he is protected from 
diseases. Breast milk is healthy” 

 
(Intentions to continue breastfeeding 
not stated) 

Rural 18: 28 years 
old; On ART 
treatment; No 
information given 
about HIV status 
disclosure. 

EFF: “My problem is that I don’t trust myself 
because I’m HIV positive so now I don’t like the 
baby to suck my breasts. Sometimes the breasts 
do develop sores and that means the baby will go 
hungry just because you have a sore in your 
breast. The baby sometimes develop thrush in his 
tongue, when you clean this thrush he can get 
hurt and then you breastfeed him with wounded 
breast then the baby become infected yet he was 
born negative so you must keep him negative and 
think about his future ” 

- - 
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Urban 03: 34 years 
old; on ART 
treatment; HIV 
status disclosed to 
significant others 

EBF: “I breastfed my older children before but I 
breastfed without any knowledge so when they 
told me that I can still breastfeed, I chose to 
exclusively breastfeed” 

3 months “I have decided to go back to work on 
the 1st  and I am scared that the 
nanny/aunt will give her water, medicine 
which is wrong when I am away, so I 
decided to change her to formula” 
 
(Breastfeeding stopped abruptly at 3 
months) 

Urban 07: 41 years 
old; on ART 
treatment; HIV 
status disclosed to 
significant others 

EBF: “I want to prove what the nurses said, that I 
can have a baby who is negative while I am 
positive” 

6 months “What keeps me going is that I like that 
he doesn’t get sick, he never suffer from 
fever, nose-blocking or sneezing and I 
can see that breast milk is really healthy 
food for him” 

 
(Breastfeeding stopped abruptly at 6 
months) 

Urban 47: 39 years 
old; on ART 
treatment; HIV 
status disclosed to 
significant others 

EBF: “I would not be able to afford formula” 5 months “I noticed that she’s crying a lot and I 
think maybe it because she’s not full 
then I decided, let me try feeding him the 
small purity, you know then she ate it 
and finished the whole bottle and I 
realised that oh the problem was in his 
stomach because after he finished eating 
purity he didn’t cry that much” 
 
(Breastfeeding continued, plans to 
continue beyond six months stated) 

Urban 48: 18 years; 
on ART treatment; 
HIV status disclosed 
to significant others 

EFF: “I knew that I cannot breastfeed, one because 
of my status. It’s too risky, the chance of him 
contracting it uh it is great. They (nurses) might 
not say it is that great but I don’t want…I don’t 
want to take a chance. Two because I want to go 
and work, he’s still young I have to work and 
provide for him” 

- -  



 

Advice from health workers 
The main source of feeding advice for HIV-positive mothers was health workers, with EBF for six months 

being the dominant message communicated to mothers. HIV-positive mothers were found to follow 

health workers feeding advice diligently. It was noted that health workers’ advice impacted on feeding 

decision making throughout the 6 month observation period. For instance, several mothers only decided 

to breastfeed upon receiving health worker advice as seen in table 2 “No I didn’t know I was going to 

breastfeed as I though only [HIV] negative people were allowed to breastfeed, until I visited the clinic” 

(Urban07, Visit 2) 

When we explored whether there were other key individuals from whom mothers sought advice, 

mothers consistently emphasized that they only took advice from the clinic. A mother who was EBF, 

from the rural setting stated: 

P: I don’t listen to a person who is not well educated about this, I usually listen to people who are well 

educated, such as the nurse because a nurse will not tell me something that is not right. I usually listen to 

those are educated and asked them on how should I breastfeed my baby and they explain to me. 

Because if I listen to other people that won’t help me (Rural 11, Visit 1) 

The most dominant factor for listening to the health workers’ voice over that of others, was because, by 

following recommendations from the health workers, mothers believed that they could prevent their 

infants from becoming infected with HIV, as explained by the mothers below.  

P: …they said we must breastfeed the babies for six months because if we do so, the baby will not get 

infected, it is a rule to breastfeed the baby for six months (Rural09, Visit03)  

Another mother who EBF for 6 months emphasized the ‘danger’ of sub-optimal feeding practices:  

P: They said that I must only breastfeed the baby then give him medicine because it is dangerous to give 

him other things it can cause him to get the virus but if I breastfeed him exactly like what they taught me 

it can prevent him from getting the virus (Rural11, Visit02) 

Most mothers revealed that they never changed their feeding practice without consulting the clinic first. 

“I don’t know when I can stop breastfeeding him, I will hear from the clinic or they will say I must stop him 

or what, I don’t know (Rural02, Visit 2)” 
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A similar statement was noted from another mother from the same study area. 

 I: Ok you said you planned to breastfeed the baby for 6 months or a year? 

P: I will go to the hospital and ask them to give me a time frame but I wish to breastfeed him for a year if 

they can give me that medicine for protecting him I will breastfeed him for a year then after I will start 

giving him food (Rural11, Visit 4)  

 

Inadequate health worker messages 
Most mothers who participated in this study had more than four antenatal clinic visits, where they 

received infant feeding counselling. Counselling was mainly conducted in groups, during ANC visits and 

there was no opportunity for individual counselling. During post-natal counselling in the hospital wards, 

mothers had an opportunity to consult with health workers when then needed individual counselling. It 

emerged that at times mothers’ specific concerns were not addressed, for example, one mother talks 

about how her concern about breast sores prevented her from choosing breastfeeding (table 2).  When 

this was explored further, the mother revealed that she never received comprehensive information 

through PMTCT counselling from her clinic: “I have never received prevention of mother-to-child 

transmission counselling, never! You are also staying here in this area, have you heard them teach or 

saw them talking about that? They never do that. They don’t do that” (Rural 18, Visit 2)  

Another mother who planned to formula feed talked about the counselling she received regarding her 

decision: 

P: No, they just don’t like formula feeding in that hospital that is what I notice. They don’t…they don’t 

talk about it that much, they focus more on breastfeeding. If you going to formula feed they say “ok fine, 

formula feeding, feeding-cup” that’s all they say. And they don’t promote dummy, teats and all that but 

besides that, it was just breastfeeding one way, breastfeeding one way. (Urban 48, Visit 1) 

It was also noted that some mothers from the rural site were not given sufficient information about the 

Nevirapine they were giving their babies. 

I: They said you will give the baby the Nevirapine for how long? 

P: No I didn’t get such information on how long he will take it because I didn’t ask, I thought about 

asking them but I got scared (Rural04, Visit7). 
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At times the information provided by health workers shared instilled fear.  

P: I would have chosen to breastfeed him for 6 months even though the baby’s father has the money [to 

buy formula], I’m scared of his life. I would have chosen to breastfeed him because we were told that 

when the baby is 5 years…He usually get sick and most of them die, that what they (nurses) said 

(Urban07, Visit06). 

Some mothers in the cohort had to go back to work within a few months post-delivery. The fear of 

mixed feeding led such mothers to terminate breastfeeding, abruptly. Mothers stated that, this was 

their way of ensuring that the baby is not mixed fed when they are away and therefore ‘safe’ from 

getting HIV. 

P: I don’t want to mix feed because I know the disadvantages, only if I know how to express because 

right now I don’t have even a litre in there. What if it doesn’t get enough when I’m at work. Whoever is 

looking after the baby. it could be the sister, cousin will give her (baby) water. Yet she knows that I’m 

positive, but she’s not educated about it. She will feed her (baby), give her tea, when she’s (the cousin) 

eating porridge she will feed her (the baby) and that damages the intestines because the intestines have 

a protection layer. So if I do all those unwanted things I will destroy everything (Urban03_Visit02). 

Another mother mentioned how her fear to mixed feed led her to discontinue breastfeeding at once. 

” I made a decision to stop breastfeeding him yesterday because the milk wasn’t coming out of my 

breasts. He was crying and even when I was expressing nothing was coming out, so I thought it better to 

stop and feed him formula only, as I didn’t want to mixed feed” (Rural08, Visit04). 

The constant need to be vigilant all the time due to fear of having the baby mixed fed was mentioned as 

tiring by those who continued to breastfeed even after returning to work. This mother stated:  

P: It is hard to keep an eye the baby all the time and guarding other people’s actions, but I’m now used 

to it because I’m thinking about his life, it is ok if I’m the one who has the virus it would be problematic it 

both of us are taking the treatment (Urban07, Visit04) 

Family support  
Eight of the women had their HIV status known by their significant others (see table 4). Mothers’ whose 

status was known received support from key family members on their choice to EBF.  By doing this, 
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family members also ensured that the baby was as protected as possible from mixed feeding and thus 

being exposed to HIV. A mother from the urban area narrated: 

I: So you said, only your mother who knows about your HIV status. How do you deal with other family 

members who want to feed the baby anyhow? 

P: I told them that they must never feed the baby anything because my brother’s baby died when he was 

5 years, he had HIV. I told them that I was instructed to breastfeed him for 6 months because when we 

mixed feed he might die too when his 5 years, maybe he will suffer from diarrhoea just like he did, so 

they are scared (Urban07_Visit04). 

Another mother revealed how, together with her partner, listen to health workers’ advice on how to 

feed the baby 

P: No he (father) become cool because he also sees that they doing it to protect the baby. So, we can’t 

give the baby what they didn’t tell us, we must do whatever they tell us so that he can be safe. (Rural11, 

Visit03) 

It was also seen that mothers who had had not disclosed their HIV positive status did not receive as 

much support as those who had disclosed. As a result, they were pressured to adopt suboptimal feeding 

practices. One mother speaks about the pressure she got from her family to introduce other foods.  

P: They said I must stop breastfeeding him and give him infant formula maybe he’ll get full. So, when I 

decide to feed him cream of maize my aunt was happy. They (aunts) just said…they said our kids will die 

if we keep on listening to the nurses because you will find that their kids are eating and ours are not. 

(Rural08_Visit03) 
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Section 5: The role of the lactation 
advisor in establishing breastfeeding 
after delivery. 

 

A total of 30 mothers were recruited into the study.  Of these, 23 mothers reported having some 

interaction with lactation advisors. 

The lactation advisor from the peri-urban area worked in the antenatal clinic attached to the hospital as 

well as in the postnatal ward, in order to promote breastfeeding and assist mothers to initiate 

breastfeeding after the baby was born.  One mother described her interaction with this lactation 

advisor: 

P: Yah they (names the lactation advisor) taught us so much at the clinic. Yah, she taught us almost every 

time (we were) there, even during labour she taught us, for the last time when the baby was born. 

The same mother describes specific aspects of her positive experience with the lactation advisor after 

her baby was born:  

M: Yah her last lesson, between me and the lactation adviser was there at C ward. I now had a baby with 

me not that I’m learning theory, you know her last lesson at C ward where we had our baby with us, we 

positioned the breast, the stomach, arm and the head. Her last lesson was powerful. 

(Urban_03_Visit_Age 2 weeks). 

Examples of key advice messages given to mothers by lactation advisors included about the baby’s 

development, how to express breastmilk, not giving any water, and avoidance of mixed feeding for HIV 

positive mothers. Some mothers felt that the advice from lactation advisors at the hospitals was 

superior to that which they received from the local clinic as one mother explained.  

P: I didn’t learn a thing at the local clinic. They don’t tell me anything, everything that I know I got it from 

(Named the Urban) hospital. My friends have no influence I don’t remember having a serious 

conversation with them. Right now I am still following what I learnt from the hospital 

I: So you still following the lactation advisers’ lessons? 
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P: I’m following them (Urban_03_Visit_Age 4-6 weeks) 

 

Lactation advisors advised mothers how they could sustain exclusive breastfeeding when they were not 

with their baby through expressing and leaving breastmilk for the carer to feed to the baby, as one 

mother explained: 

P: The lactation advisor. He told me that I must express for 6 months. I can put the milk in the fridge or in 

the freezer for a long period. I followed his instruction. He also said if I want that thing to express [breast 

pump] I must go and check it at [name of shops], that is where I could find it. (Rural 03_Visit_Age 2 

weeks) 

Lactation advisors boosted mother’s confidence in their ability to express. One mother who had tried to 

express before tells us how the lactation advisor assisted her: 

P: Yes, because I was failing to and I never expressed before, the lactation adviser helped me express and 

the milk came out and she said “see the milk is coming out, from here you can make the jag full”. Really, I 

have never expressed before so now they taught us to push back push but I never did it before. As I 

continue practising I’ll be ok. The lady really helped me out shame. I learnt a lot (Urban_03_Visit_Age 2 

weeks) 
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Discussion and summary of findings 
The importance of exclusive breastfeeding in optimizing children’s health is widely known, but poor 

breastfeeding rates are still reported in many developing countries, particularly in South Africa. In this 

study we sought to prospectively explore determinant factors and decision-making practices around 

infant feeding among mothers in KwaZulu-Natal with a particular focus on working mothers, teenage 

mothers, and HIV infected mothers from rural and peri-urban settings. 

At the time of recruitment, in the last month of pregnancy, most participants expressed that they 

planned to exclusively breastfeed their baby for 6 months. All mothers in our study attended the ANC, 

most for four or more visits, giving health workers extensive opportunities to encourage mothers to 

breastfeed and empower them with knowledge to refute opposing advice from family and friends. This 

study showed that infant feeding education was successful in encouraging mothers to choose exclusive 

breastfeeding for their baby, with more than 70% of participating mothers making this choice.  

 

In our analysis we first sought to provide in-depth insights into the experiences of those mothers who 

intended to exclusively breastfeed. Few of these mothers were able to successfully EBF for six months, 

and although this resulted from an interplay of factors, we were able to identify the most important 

precipitating factor that led directly to stopping EBF for each mother. Health system factors, particularly 

poor advice from health workers, and maternal-baby factors, usually perceived insufficient 

breastmilk, were identified as the main reasons why mothers failed to EBF. However, for some 

mothers social factors were the main drivers for adding other food or fluids, including pressure from the 

family and returning to work or school. In contrast, mothers who were HIV positive and those who 

attached strong cultural meaning to breastfeeding, were motivated to exclusively breastfeed.  

 

Health workers were the most important source of advice for mothers, especially when mothers 

experienced challenges at the hospital with initiating breastfeeding and with maintaining EBF at home. 

Yet, advice from health workers immediately post-delivery and in the first months of life was frequently 

not supportive of EBF. Poor health worker advice was the main reason for stopping EBF for one third 

of mothers who did not succeed in EBF.  Some health workers encouraged mothers to give their baby 

water, while health workers in the urban hospital routinely provided pre-lacteal feeds, disrupting 

mothers’ plans to breastfeed. Advice given by health workers to mothers experiencing challenges with 

breastfeeding was one of the key determinants influencing mothers’ ongoing feeding practices. 

Therefore, health workers not only have to provide clear counselling messages, they also have to be 
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able to respond to challenges experienced by mothers. Health workers’ lack of ability to solve lactating 

mothers’ problems, poses a threat to sustained EBF. The newly appointed lactation advisors in 

hospitals and nutritional advisors in clinics could provide an important resource in providing counselling 

for mothers experience problems with breastfeeding.  

 

Most participants who successfully EBF for six months were HIV positive, suggesting that in this situation 

infant feeding messages from clinic health workers comply with the current infant feeding guidelines. 

Family support among those HIV infected mothers who had disclosed their HIV status to their significant 

others helped mothers to sustain EBF. However, the advice given to some HIV positive mothers by 

health workers was incorrect at times and prevented EBF in some instances. There was a conflict 

between current guidelines to support ongoing breastfeeding for up to two years among HIV infected 

mothers, and the very strong message discouraging mixed feeding, leading to health workers providing 

inappropriate messages.  

 

Another finding from this study was that, although over 12 000 CCGs (CHWs) are employed in KZN, and 

both study sites had CCGs deployed in the area, no mothers reported being visited by a CCG. While it is 

concerning that mothers in this study were not visited by a CCG, we cannot generalize about CCG visits 

in other settings or even in the whole area, as the numbers in this cohort were small. However, mothers 

could benefit from support at household level from CHW aimed at providing support and building 

confidence.  

 

Older mothers were less likely to succumb to family pressure about introduction of other food and fluids 

compared to younger mothers. For mothers who had to adopt suboptimal feeding practices in order to 

obey family tradition, this has led to diminished control of what the baby eats, and was a major barrier 

to exclusive breastfeeding for these mothers. Family pressures have an important influence on decision 

making, particularly in respect to adding other foods and traditional medicines and this has been found 

in several African countries. Infant feeding interventions that focus on the mother without considering 

the mother’s position in the family and the culture of group decision- making, are likely to fail in our 

context.  

 

Maternal employment and schooling are key factors influencing mothers’ plans to exclusively 

breastfeed. For mothers who continued to exclusively breastfeed after returning to work or school, self-
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efficacy was the overarching enabler for such success. By definition, self-efficacy drives one’s 

motivation. In line with this, all the mothers who managed to EBF for 6 months also sought solutions 

such as expressing milk, stopping work and being with the baby all the time for the first 6 months. Self-

efficacy enabled mothers to seek solutions to enable breastfeeding even when experiencing significant 

challenges. There is therefore an opportunity for the health system to adopt strategies aimed at 

enhancing mother’s breastfeeding self-efficacy. 

Role of lactation advisors 
Lactation advisors are key in promoting breastfeeding during the antenatal and post-natal period.  

Advice and support from lactation advisors was well received by mothers who expressed that they 

continued to follow this advice even several months later. By providing hands on practical advice, 

lactation advisors assisted mothers to initiate breastfeeding.  Lactation advisors also played a key role by 

encouraging mothers to continue with exclusive breastfeeding and are ideally placed to inform mothers 

of techniques which could extend exclusive breastfeeding such as expressing breast milk for their baby. 

There were a significant number of mothers who did not have any interaction with the lactation advisor 

and one explanation for this could be that they delivered their baby when the lactation advisor was off 

duty.   

Decision making among teenage mothers 
We also explored the issues relating to autonomy and infant feeding decision making among teenage 

mothers. Our findings revealed that teenage mothers were knowledgeable about the benefits of EBF 

and most teenagers planned to EBF for 6 months based on counselling received during ANC and post-

delivery. However, although all the teenage mothers who planned to EBF did initiate breastfeeding, they 

were not able to sustain it for the full six months. This was because, once teenage mothers returned 

home after giving birth, responsibility to care for the infant’s needs was handed over to older 

members of the family. These elders were not supportive of EBF and frequently suggested starting 

complementary feeding as early as within the first month, a practice which may put infants at risk of 

diarrhoeal disease and malnutrition. When given conflicting feeding advice from the clinic and home, 

teenage mothers usually chose home advice. Once teenagers returned to school, they were unable to 

maintain breastfeeding.  

All teenagers were unmarried, living with immediate or extended family members upon whom they 

were dependent for support and childcare guidance, and most teenage participants were having their 
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first child. Among teenagers who followed feeding advice from elders, this advice was perceived as 

helpful and a positive support. Nine of ten participating teenage mothers, from both urban and rural 

settings, were not empowered to reject the feeding choices made in the household although they knew 

these to be against the recommended feeding practices, thus demonstrating a lack of autonomy. The 

exception was one teenager who was slightly older than the rest of the participants and was having her 

second child. 

Autonomy can be understood as one’s freedom to regulate their own behaviour as part of the process 

of developing independence and self-guided action. In an African household, the concept of autonomy 

and decision making for teenagers should be viewed in the lens of ‘epistemological authoritarianism’, a 

concept found in Kaphagawani (1998) writings. According to Kaphagawani (1998), in African households 

the adolescent stage is linked with incompleteness. This view reinforces the notion that children need 

understanding and adult help. Further, adolescence is associated with lack of autonomous thinking, 

where young individuals are perceived as less competent in dealing with serious life issues, such as child 

care. As a result, the “child’s voice in an adult-child relationship becomes silenced and invisible” 

(Kaphagawani, 1998).  

It is vital for health care professionals to understand the context in which infant feeding decision occurs 

when working with teenagers. For the one mother who was able to be autonomous in her decision 

making, withdrawal of support from parents and severe pressure by family to add other food were 

noted. Programmes aimed at empowering this vulnerable population to apply advice from the health 

workers on optimal feeding practices are needed, and these should include strong participation of key 

family members, like the child’s grandmother, starting from ANC and continuing throughout infancy. 

Programmes have been successfully implemented in other settings to improve teenage mothers 

decision making powers and enhance their psychological well being (Leelooijer et al 2013).  

Factors such as returning to school and fear of breastfeeding in public led to mothers introducing other 

foods and liquids before baby reached 6 months. Strategies such as expressing breastmilk into a cup for 

mothers to take with when travelling with the baby, need to be emphasized by health care workers for 

this population, as they are more likely than older age groups to be affected by concerns about 

breastfeeding in public. Broader societal interventions should also aim at improving the image of 

breastfeeding to overcome this challenge. It is important to note that although expressing is advised as 

the best short-term solution for maintaining exclusive breastfeeding when the mother is away from the 

baby, it may be a challenge for school going mothers, as they need to express frequently in order to 



  

Page 44 of 53 
 

maintain milk supply (Jacqueline et al, 2012). This is because school facilities in South Africa are 

currently not equipped to support lactating school children. Therefore, appropriate interventions aimed 

at the facility-based level need to be designed to support school children to breastfeed as suggested by 

the SA Minister of health (Tshwane Declaration, 2011). These can include providing a room at school 

where babies are cared for and the mothers can go during breaks to breastfeed.  

Decision making among HIV positive mothers 
Our study revealed HIV-positive mothers’ attitudes towards breastfeeding are changing.  Although 

mothers were aware of possible HIV breastfeeding transmission, most mothers chose to breastfeed 

their infants. Mothers expressed the belief that when practiced correctly, exclusive breastfeeding was 

the best option for their HIV exposed infants, as it was nutritious and prevented their babies from 

contracting other infectious disease.  

A noteworthy finding from our study was the shortcomings of the health workers counselling messages 

which influenced mothers feeding choices. Most mothers in this study held a firm understanding that 

breastfeeding stops with the introduction of other food, and health workers in our setting emphasized 

adoption of EBF up to 6 months and avoidance of other food while the child is breastfeeding to 

prevent breastfeeding HIV transmission. This resulted in mothers stopping breastfeeding abruptly at 6 

months, or when deciding to add other foods. Of significance in our study is that the use of scare tactics 

by health workers led to abrupt cessation of breastfeeding for mothers who were fearful that they 

might mixed feed. There were no mothers in the study that mentioned they could safely introduce other 

food or fluids if their viral load was suppressed and they were taking their ART regularly.  Messages 

about viral suppression and adherence to ART while breastfeeding may allay the fear of perinatal 

transmission when other food and fluids are introduced, extending the breastfeeding duration 

The strong advocacy for EBF during the ANC, meant that those mothers who chose to replacement 

feeding could not receive comprehensive feeding counselling. This contradicts guidelines that 

recommend HIV-positive mothers who choose replacement feeding should also receive education and 

support on how to prepare food. Our findings suggests that mothers who chose EBF continue to be side-

lined, especially in our baby-friendly hospital environment.  

For participants in this study, infant feeding counselling was provided to groups of mothers that 

included HIV negative persons. Although this is a positive step towards eliminating stigma which might 

result from separating the two groups, this also posed a problem as, in some cases, HIV positive 
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mothers’ concerns were not resolved. In addition, mothers in rural areas were often not empowered to 

ask questions relating to their and the child health concerns, such as the use and the duration of 

medication they were receiving. It is important during the ANC that opportunities are provided for 

individual infant feeding counselling for all mothers, where their particular questions can be addressed.  

Interventions to optimize infant feeding practices for HIV positive mothers remains a public health issue 

as the fight against malnutrition and child mortality continues. Health workers need to ensure that they 

are up to date with information about feeding to ensure mothers are able to make informed decisions. 

It is also necessary for health workers to find balance when encouraging breastfeeding and offer support 

to mother who choose otherwise.  

Conclusion 
Although the message to support breastfeeding is clear, challenges remain in providing support for 

breastfeeding, in particular for vulnerable groups like younger mothers and those infected with HIV. The 

Health system is in a strong position to improve the counselling and support provided, since mothers do 

listen to health workers advice, but improvements in quality of health worker advice is needed.  
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Recommendations  
Although key messages are being provided to mothers in the antenatal period, few mothers receive 

individual infant feeding counselling with the result that individual questions are not answered, 

particularly for HIV infected mothers. Individual infant feeding counselling should be provided to all 

mothers during ANC and in the postnatal period.  

Lactation advisors play a strong role in providing practical advice and support for mothers at the time of 

delivery and their advice continues to guide mothers throughout the first months of the baby’s life. All 

mothers should see a lactation advisor before being discharged from the health facility after delivery.  

Family members play a crucial role in decision making about infant feeding, to the extent that teenage 

mothers frequently handover all responsibility for these decisions to family members. Active support 

for the involvement of other family members in the ANC and care of the baby, particularly for teenage 

mothers, should be promoted within the health system.  

Messages promoting exclusive breastfeeding, particularly in HIV positive mothers, may be 

counterproductive and lead to mothers stopping breastfeeding entirely to avoid mixed feeding. Key 

messages promoting breastfeeding need to be clear, but also take into account the real-life challenges 

that mothers may face.  

Health workers are the most important role-players providing advice to mothers during the antenatal 

and postnatal period. It is crucial that they are able to manage and support breastfeeding when mothers 

have challenges. It is not enough to give appropriate breastfeeding messages, health workers need the 

clinical skills to manage challenges experienced by breastfeeding mothers. 

Confusion about the messaging for HIV infected mothers led to health workers giving incorrect 

messages related to mixed feeding leading to some mothers stopping breastfeeding and fails to 

promote continued breastfeeding to one year among mothers on ART. Health workers should have 

updates about infant feeding guidelines for HIV infected mothers, in particular how to support 

ongoing breastfeeding for these mothers for up to one year.  

Although breastfeeding should be encouraged among HIV infected women, those mothers who do 

chose to formula feed should receive comprehensive guidance on how to safely formula feed, rather 

than feeling side lined within the health system. 
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Although this is a small sample, no mothers received visits from CHWs during the antenatal or postnatal 

period. CHWs should be encouraged to visit pregnant women and new mothers in the household to 

support breastfeeding. 
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Appendix 1 

 

IF1  Are you currently breastfeeding? 1=Yes Skip to 
IF3 

0=No 

IF2  When did you stop? …………………………….days ago 

IF3  Did (name) drink plain water yesterday during the day or night? 1 = Yes  
 
 

0 = No  

IF4  Did (name) drink infant formula yesterday during the day or 
night? 

1 = Yes  
 
 

0 = No Skip to 
IF6 

IF5  How many times did (name) drink infant formula during the day 
and night? 

 
 
…………………………… times 

IF6  Did (name) drink tinned milk, powdered milk or fresh animal 
(cows) milk yesterday during the day or night? 

1 = Yes  
 
 

0 = No Skip to 
IF8 
 

IF7  How many times did (name) drink tinned milk, powdered milk or 
fresh animal milk during the day and night? 

 
 
………………………….. times  

IF8  Did (name) drink juice or juice drinks or tea or rooibos tea 
yesterday during the day or night? 

1 = Yes  
 
 

0 = No  

IF9  Did (name) drink clear broth/clear soup yesterday during the day 
or night? 

1 = Yes  
 
 

0 = No  

IF10  Did (name) drink or eat vitamin or mineral supplements or ORS or 
any medicines bought from a chemist or obtained from the clinic 
e.g. gripe water, muthi nyoni etc. yesterday during the day or 
night? 
 

1 = Yes  
 
 

0 = No  

IF11  Did (name) drink or eat any muthi or traditional medicines 
obtained from a traditional healer, yesterday during the day or 
night?  
 

1 = Yes  
 
 

0 = No  

IF12  Did (name) drink any other liquids yesterday during the day or 
night that I have not mentioned? 

1 = Yes  
 

0 = No  

IF13  Did (name) drink or eat yogurt/amaasi yesterday during the day 
or night? 

1 = Yes  
 
 

0 = No Skip to 
IF15 
 

IF14  How many times did (name) drink or eat yogurt/amaasi during 
the day or night? 

 
 
……………………… times 

IF15  Did (name) eat thin porridge yesterday during the day or night? 1 = Yes  
 
 

0 = No  
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IF16  Yesterday, during the day or night, did (name) drink anything 
from a bottle with a nipple/teat? 

1 = Yes  
 
 

0 = No  

IF17  Did (name) eat solid or semi-solid food (mushy soft food) 
yesterday during the day or night? 

1 = Yes  
 
 

0 = No Skip to 
end 
 

IF18  How many times did (name) eat solid or semi-solid food (mushy 
soft food) yesterday during the day or night 

 
 
………………….. times 

Now I will ask you about solid or semi-solid mushy food 
What was the solid / semi-solid mushy soft food that (name) had yesterday during the day or night 
 

IF19  a) Did (name) have any commercial baby cereal (cerelac) 
yesterday during the day or nights  

1 = Yes  
 
 

0 = No  

IF20  b) Did (name) have bread, rice, porridge or other foods 
made from grains yesterday during the day or night? 

1 = Yes  
 
 

0 = No  

IF21  c) Did (name) have any vegetables yesterday during the day 
or night? 

1 = Yes  
 
 

0 = No  

IF22  d) Did (name) have any fruits yesterday during the day or 
night? 

1 = Yes  
 
 

0 = No  

IF23  e) Did (name) have meat (beef, pork, lamb) or poultry 
(chicken) yesterday during the day or night? 

1 = Yes  
 
 

0 = No  

IF24  f) Did (name) have egg yesterday during the day or night? 1 = Yes  
 

0 = No  

IF25  g) Did (name) have any fish or seafood (fresh fish, canned 
fish, sardines, pilchards, tuna,) yesterday during the day 
or night? 

1 = Yes  
 
 

0 = No  

IF26  h) Did (name) have any cheese or other foods made from 
milk (custard etc.) yesterday during the day or night? 

1 = Yes  
 
 

0 = No  

IF27  i) Did (name) have any sugar and sweets (chocolates, cake, 
biscuits, honey, sweetened drinks sugary foods,) 
yesterday during the day or night? 

1 = Yes  
 
 

0 = No  

IF28  j) Did (name) have any other solid or semi-solid food that I 
have not mentioned yesterday during the day or night? 

1 = Yes  
 
 

0 = No  

IF29  k) How much did your baby weigh at birth? 
 

 
………………………..KGs 

IF30  l) How much does he/she weigh now? 
 

 
…………………………KGs 
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