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ABSTRACT

Objective:

To identify the reasons why high socio-economic class women in the Cape
Metropole decide not to breastfeed; to identify the factors that influence the decision-
making process when deciding which infant formula to feed the infant aged 0-6
months of age and to evaluate whether the type and volume of infant formula

selected by the mother is appropriate for the infant’s needs.

Method:

The study was conducted as an observational descriptive study and consecutive
sampling was used. Data was collected by means of a self-administered
questionnaire that was available both in Afrikaans and English. Both open and
closed ended questions were included. A Likert scale comprising four possible

answers was used to determine attitude.

Results:

A total of 55 utilizable questionnaires were obtained.

The majority of the mothers decided only after the birth of their infant to rather opt for
formula feeding.  Evident factors that were identified as a barrier to breastfeeding
include a lack of knowledge and experience as well as a lack of facilities at public

places and at work to breastfeed.



Perceived benefits of infant formula included that the father could help with the
workload and thus the father does not feel left out if the mother is breastfeeding, the
mother knows what volume of infant formula the infant receives and it is more

convenient if she is working.

The mothers were overall not concerned about possible side effects of breastfeeding
e.g. leaking and engorgement and did not feel that their breasts were physically not

of optimal physiology e.g. too small or too large to be able to breastfeed.

Conclusion:

Numerous internal as well as external factors influence high socio-economic class
women in the Cape Metropole when they decide whether to breastfeed or formula
feed their infants. The identified barriers to breastfeeding will have to be addressed
in this population in order to reach the WHO/UNICEF recommendation of exclusive
breastfeeding up to the age of 6 months, and thereafter breastfeeding up to 2 years

of age with the introduction of appropriate complementary foods.



OPSOMMING
Doelwit:
Die identifisering van die redes hoekom hoé sosio-ekonomiese klas vrouens in die
Kaapse Metropool besluit om nie te borsvoed nie; om die redes te identifiseer wat
the besluitnemingsproses beinvlioed wanneer die moeder besluit om formulemelk vir
haar baba van 0-6 maande te gee en om te evalueer of die tipe en hoeveelheid

formulemelk geselekteer deur die moeder toepaslik is vir haar baba se behoeftes.

Metode:

Die studie was uitgevoer as ‘n waarnemende beskrywende studie en die
aaneenlopende steekproef metode was gebruik. Data was ingesamel deur middel
van ‘n selfonderhoudende vraelys wat beskikbaar was in beide Afrikaans en Engels.
Beide oop en geslote eindigende vrae was ingesluit. ‘n Likert-skaal wat bestaan het

uit vier moontlike antwoorde, was gebruik om houding te bepaal.

Resultate:

‘n Totaal van 55 bruikbare vraelyste was verkry.

Die meerderheid van moeders het besluit om eerder met formule te voed na die
geboorte van hulle baba. Duidelike faktore wat as struikelblokke vir borsvoeding
geidentifiseer is, sluit in ‘n gebrek aan kennis en ervaring van borsvoeding sowel as

‘n gebrek aan fasiliteite in openbare plekke en by die werk om te kan borsvoed.

Waargeneemde voordele van formulemelkvoeding sluit in dat die vader kan help

met die werkslading en dus voel die vader nie uitgesluit as die moeder borsvoed nie,
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die hoeveelheid formulemelk wat die baba ontvang is bekend aan die moeder en

formule voeding is meer gerieflik indien sy werk.

Die moeders was oor die algemeen nie bekommerd oor die moontlike newe-effekte
van borsvoeding, bv. lek van melk en stuwing van die borste nie en het ook nie
gevoel dat hulle borste fisiologies nie optimaal was, bv. te klein of te groot, om te

kan borsvoed nie.

Gevolgtrekking:

Daar is verskeie interne sowel as eksterne faktore wat hoé sosio-ekonomiese klas
moeders in die Kaapse Metropool se besluit beinvioed wanneer hulle besluit om
hulle babas te borsvoed of formulevoed. Die geidentifiseerde struikelblokke tot
borsvoeding moet aangespreek word om die WGO/UNICEF aanbevelings van
ekslusiewe borsvoeding tot die ouderdom van 6 maande, en daarna volgehoue
borsvoeding tot 2 jarige ouderdom met die insluiting van toepaslike komplementére

voedsel, te kan bereik.
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“The child receives breast milk direct from the breast or which has been

expressed.”’

Complementary Feeding:

“The child receives both breast milk and semi-solid or solid food.”"

Complementary Food:

“‘Any food given to an infant of six months of age and above, as part of the

transitional process during which the infant learns to eat food appropriate for his or

her developmental stage whilst continuing to breastfeed as well.”
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CHAPTER 1:

INTRODUCTION AND PROBLEM STATEMENT

1.1 INTRODUCTION

Breastfeeding is a health behaviour that has an immediate and delayed impact on
infant morbidity and mortality.* Breastfeeding has a range of benefits for both the
mother and her infant, including nutritional, immunological, biochemical, anti-allergic,
anti-infective, intellectual, developmental, psychological, psychosocial, economic,

and environmental benefits.>%7:8910.11

It is recommended that all babies should be exclusively breastfed for at least the first
six months of life and thereafter for up to two years of age and beyond, together with

appropriate complimentary food.>*® 44

In South Africa, only 7 percent (%) of children between 0—-6 months are exclusively
breastfed; while 67% of children younger than 6—9 months are breastfed while also
receiving complementary food and 30% of children between 20-23 months are still

being breastfed.

The United Nations Children’s Fund (UNICEF) estimates that breastfeeding prevents
over 6 million deaths per year of children under 12 months. Breastfeeding also has
the potential to save another 1.5 to 2 million infants from death each year according

to both the World Health Organization (WHO) and UNICEF.>"



The mother’s decision to stop breastfeeding may affect the future health of the infant
as well as the development of parenting skills in the mother.*®'>"® The choice to
rather formula feed might thus have far reaching effects for the mother, her infant,

the family as well as for the country."

“The Baby-Friendly Hospital Initiative” (BFHI), a global campaign, to certify hospitals
that comply with the WHO and UNICEF’s Ten Steps to Successful Breastfeeding, as
baby friendly, was launched in 1989 by UNICEF and WHO to advocate

breastfeeding.*®'?

1.2 PROBLEM STATEMENT

Despite policies on breastfeeding, which have been drawn up and implemented, and
the obvious advantages, the low prevalence of exclusive breastfeeding is a cause of
concern in South Africa. The South African Demographic Health Survey (SADHS)
conducted in 1998 found that in the first 3 months of life, only 10% of infants were
exclusively breastfed (Figure 1.1), while the rate of bottle-feeding was 48.3%
nationally. In the age group 0—3 months, 17% of infants were never breastfed. Only
2% of children aged 4-6 months were still exclusively breastfed. Mothers with no
education had a median exclusive breastfeeding duration of 1.1 months whereas
mothers with an education higher than Standard 10, had an exclusive breastfeeding

duration of 0.4 months.'®

According to the SADHS, complementary food and breast milk are given to 64% of

infants 0-3 months old, and to 76.5% of infants 4-6 months old. The reported use of



bottles with teats is also very common in South Africa. Of non-breastfed infants 0-3
months of age, 45% are given bottles with teats and of breastfed infants 0-3 months
of age, 58% receive bottles with teats, and thus these infants were not fed via a

cup.'®

12

10

Percentage
(o))

10-12 Months

0-3 Months

Figure 1.1: The prevalence of exclusive breastfeeding among infants younger

than 12 months: SADHS *®

The South African Vitamin A Consultative Group (SAVACG) found that the
percentage of infants never breastfed averaged 12% in South Africa while it

averaged 24% in the Western Cape."?



By determining which factors may influence mothers’ decisions regarding feeding
practices, one can aid in developing strategies to reach the worldwide breastfeeding

goals.

1.3 STUDY AIMS

The main aim of the study was therefore to identify factors that influence high socio-

economic class mothers’ decision regarding infant feeding practices.

1.4 STUDY OBJECTIVES

1.4 1 To identify the reasons why high socio-economic class women decide not to
breastfeed.

1.4.2 To identify the factors that influence the decision-making process when
deciding which infant formula to feed the infant aged 0—6 months of age.

1.4.3 To evaluate whether the type and volume of infant formula selected by the

mother is appropriate for the infant’s needs.



CHAPTER 2:

REVIEW OF RELEVANT LITERATURE

2.1 RECOMMENDED INFANT FEEDING PRACTICES: 0-6 MONTHS

Breast milk is widely acknowledged to be the most complete form of nutrition for
infants due to the fact that it provides the necessary elements for optimal growth and
development. >%"'? Breast milk has nutritional, immunological, biochemical, anti-
allergic, anti-infective, intellectual, developmental, psychological, psychosocial,
economic, and environmental benefits for the mother and infant.>®782101
Breastfeeding is therefore the preferred feeding option for all infants and exclusive
breastfeeding is thus advocated as the sole source of nutrition for the first 6 months

of an infant’s life.>® 712

After the age of 6 months, infants should still be breastfed while receiving adequate
and appropriate weaning food. Breastfeeding should be continued for as long as it

is the mother’s wish and it is convenient for her.?°

The WHO and UNICEF goals for the year 2000 were that at least 50% of mothers
should be exclusively breastfeeding their babies up to at least four months of age.
Available data show that unfortunately these breastfeeding goals were not achieved

in most countries and thus new objectives were established for the year 2010.°

In 1981, the International Code on Marketing Breast Milk Substitutes was devised by

the WHO, to protect mothers and health workers from commercial pressure by



breast milk substitute manufacturers (Table 2.1). This was endorsed by the infant
formula manufacturers and forbids the provision of free samples of infant formula to
mothers, health care workers and health facilities. In 1994 the World Health
Assembly passed an additional resolution to ensure that the practice of distributing
free gift samples of infant formula through physicians’ offices and other health care

facilities was also discontinued.?'

Table 2.1: Ten important provisions of the International Code on Marketing of

Breast Milk Substitutes *

No advertising of breast milk substitutes to the public.

No free samples of breast milk substitutes or related products to mothers.

No promotion of breast milk substitutes or related products in health facilities.

No company mother craft nurses to advise mothers.

No gifts or personal samples to health care workers.

No words or pictures idealizing artificial feeding, including pictures of infants on

the labels of the product.

Information to health workers must be scientific and factual.

All information on artificial feeding, including the labels, should explain the

benefits of breastfeeding and the costs and hazards associated with artificial

feeding.

9. Unsuitable products, such as sweetened condensed milk, should not be
promoted for babies.

10.All breast milk substitute products should be of a high quality and take into

account the climatic and storage conditions of the country where they are used.

oAM=~

® N

The WHO/UNICEF planned to address the influence of hospitals on breastfeeding
practices, in 1989, by issuing a joint statement that described The Ten Steps to
Successful Breastfeeding. These steps (Table 2.2) are internationally relevant to
both developed and developing countries. It outlines the policies and practices,
which should be implemented in hospitals, in order to protect, promote and support

breastfeeding.?’




Table 2.2:  The Ten Steps to Successful Breastfeeding %

1. Have a written breastfeeding policy that is routinely communicated to all health
care staff.

2. Train all health care staff in skills necessary to implement this policy.

3. Inform all pregnant women about the benefits and management of breastfeeding.

4. Help mothers initiate breastfeeding within half an hour of birth.

5. Show mothers how to breastfeed and how to maintain lactation even if they
should be separated from their infants.

6. Give newborn infants no food or drink other than breast milk, unless medically
indicated.

7. Practice rooming-in so that mothers and infants can remain together 24 hours a
day.

8. Encourage breastfeeding on demand.

9. Give no artificial teats, pacifiers, or soothers to breastfed infants.

10.Foster the establishment of breastfeeding support groups and refer mothers to
them on discharge from hospitals or clinics.

The Innocenti Declaration was drawn up and adopted by participants at the
WHO/UNICEF policy makers’ meeting in 1990. It called for all governments to
develop national breastfeeding policies and to set appropriate targets for the

1990s.?’

In 1991, the WHO/UNICEF Baby Friendly Hospital Initiative, a global initiative and
structured method of promoting, protecting, and supporting breastfeeding, was
developed. The aim of this strategic program was to combine the essential
principles of the International Code, The Ten Steps to Successful Breastfeeding and

the Inncocenti Declaration.?’




2.2 BREASTFEEDING

2.2.1 Benefits of breastfeeding to the infant

Breast milk is nutritionally superior to any alternative-feeding product. Its hygienic
merits are well established, it is always fresh, available at the correct temperature,
contains a variety of anti-infectious factors and immune cells and it is the least

allergenic of any infant food.? %%3

Breast milk is also species-specific and thus all substitute-feeding preparations differ
from breast milk, thus highlighting the fact that breast milk is uniquely superior for

human infant feeding.’

Breast milk has a relatively low protein content, which is adequate for the optimal
growth of the infant but not excessive, thus not leading to an overload of nitrogen to
the immature kidney. It contains a high percentage of whey, which is a soft and
easily digestible curd. It contains optimal amounts of essential fatty acids, saturated
fatty acids, medium-chain triglycerides and cholesterol, which promote the optimal
development of the infant’'s central nervous system. The relatively low sodium
content reduces the renal solute load but still ensures that the infant receives the
optimal volume on a daily basis. Minerals found in breast milk are of a high
bioavailability thus reducing the volume needed from the mother as well as the

volume not used by the infant.?*



Infants who are breastfed have fewer infections compared to infants who are formula
fed, both in developing and developed countries. This is due to the fact that
maternal colostrum and breast milk have immunological advantages that protect the
infant against respiratory and gastrointestinal diseases. Breast milk provides
passive protection and might also have the capacity to directly stimulate the immune
function of the infant. To date, the exact mechanisms are still poorly described, but
it is likely that the benefits include altered intestinal physiology, microbiology and
immunology. “Maternal colostrum and milk promote the maturation of the infant’s
developing intestinal epithelium, have immuno-suppressive effects, which may
facilitate tolerance induction to harmless food antigens, and antigens which are
associated with commensal bacteria thus lowering the risk of developing food-
related allergies. Apart from immuno-suppressive effects, breast milk also shows

anti-inflammatory activities and has an anti-microbial function”.?

The frequency and duration of respiratory illnesses e.g. wheezing, asthma and
upper as well as lower respiratory tract infection are reduced in breastfed infants. In
infants’ breastfed for more than 4 months, the incidence of acute and recurrent otitis
media is also reduced. If infants were breastfed for a year, the incidence of otitis
media was still reduced and the duration of each episode was also significantly

reduced compared with infants that were formula fed.?"#®

Breastfeeding protects infants against gastroenteritis due to the fact that breast milk
has superior bacteriostatic effects on Escherichia coli when the iron-binding proteins

are not saturated with iron. Furthermore it also provides gradual immunological
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independence, especially if it is the sole source of nutrition for the infant’s first 6

months of life.?®

A reduction in the incidence of gastroenteritis can be found in infants fed breast milk,
even in developed countries and in higher socio-economic classes. It has been
found that the incidence of diarrhoeal disease is fifty percent lower in infants fed

breast milk for 12 months, than infants fed infant formula.?’

Breast milk increases gastric emptying and a variety of factors found in breast milk
stimulate gastrointestinal growth, motility and also enhances the maturity of the

gastrointestinal tract.?’

Breastfed infants have lower rates of urinary tract infection due to the fact that
oligosaccharides, which are excreted in the urine, prevent bacterial adhesion to the
urinary ephithelial cells. Host defence proteins, lactoferrin and serum immunglobulin

A (slgA) might also perform the same function.?’

Breast milk also reduces the risk of the infant acquiring a number of acute and
chronic diseases. It reduced the incidence and severity of bacteraemia, bacterial

meningitis, diarrhoea, botulism and necrotizing enterocolitis.?’

Breastfed infants are less likely to be overfed and they show good jaw and tooth
development.?? It has been shown that children who were breastfed have nearly half
the prevalence of obesity than children who were formula fed. The prevalence of

obesity is also inversely related to the volume of breast milk received by the infant.?’
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It has been found that exclusively breastfed infants show a greater gain in length

than formula fed infants, especially during the first six months of life.?

There is evidence that breastfeeding may protect the infant against sudden infant
death syndrome (SIDS), eczema and chronic diseases such as ischaemic heart
disease, atherosclerosis, juvenile onset of diabetes as well as risk markers for
diabetes and heart disease, including reduced insulin response, lipoprotein profile

and diastolic as well as systolic blood pressure.” ?'2?

In addition there is also evidence to suggest that breastfeeding may offer some
protection against childhood acute lymphoblastic leukaemia, acute myeloblastic
leukaemia as well as probable protection against inflammatory bowel disease

(Chron’s disease and ulcerative colitis) and celiac disease.”?"*

Infants fed breast milk show greater intellectual and cognitive development and

visual functioning than infants fed infant formula.®*

For example, it has been
shown that breastfeeding leads to small but detectable improvements in a child’'s
cognitive ability, intelligence and educational achievement as well as language
development even after controlling for confounding variables. These cognitive
benefits are unlikely to be transitory and it appears to exist until at least young

adulthood.?®*°
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2.2.2 Benefits of breastfeedin