
Social circumstances that drive early introduction of
formula milk: an exploratory qualitative study in a
peri-urban South African community

Petrida Ijumba*§, Tanya Doherty†¶, Debra Jackson†, Mark Tomlinson‡, David Sanders†

and Lars-Åke Persson§

*Health Systems Research Unit, Medical Research Council, Durban, South Africa, †School of Public Health, University of the Western Cape, Cape Town,
South Africa, ‡Department of Psychology, Stellenbosch University, Cape Town, South Africa, §International Maternal and Child Health (IMCH), Department
of Women’s and Children’s Health, Uppsala, Sweden, and ¶Health Systems Research Unit, Medical Research Council, Cape Town, South Africa

Abstract

Breastfeeding is widely endorsed as the optimal strategy for feeding newborns and young infants, as well as
improving child survival and achieving Millennium Development Goal 4. Exclusive breastfeeding (EBF) for the
first 6 months of life is rarely practised in South Africa. Following the 2010 World Health Organization (WHO)
infant feeding recommendations (EBF for HIV-positive mothers with maternal or infant antiretroviral treat-
ment), South Africa adopted breastfeeding promotion as a National Infant Feeding Strategy and removed free
formula milk from the Prevention of Mother-to-Child Transmission of HIV programme. This study aimed to
explore the perceptions of mothers and household members at community level regarding the value they placed
on formula feeding and circumstances that drive the practice in a peri-urban community.We conducted in-depth
interviews with HIV-positive and HIV-negative mothers in a community-randomised trial (Good Start III).
Focus group discussions were held with grandmothers, fathers and teenage mothers. Data were analysed using
thematic analysis. The following themes were identified; inadequate involvement of teenage mothers; grand-
mothers who become replacement mothers; fear of failing to practise EBF for 6 months; partners as formula
providers and costly formula milk leading to risky feeding practices. The new South African Infant Feeding
Strategy needs to address the gaps in key health messages and develop community-orientated programmes with
a focus on teenage mothers. These should encourage the involvement of grandmothers and fathers in decision-
making about infant feeding so that they can support EBF for optimal child survival.
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Introduction

Breastfeeding is widely endorsed as the optimal strat-
egy for feeding newborns and young infants; as well as
a key strategy for improving child survival and achiev-
ing Millennium Development Goal 4 (WHO Collabo-
rative Study Team 2000; Black et al. 2003; Stein &
Kuhn 2009). Breast milk plays a major role in child
growth and development, decreasing the risk of acute

and chronic diseases, including diarrhoea and respira-
tory tract infections during infancy (Birch et al. 1993;
Dewey et al. 1995).

Exclusive breastfeeding (EBF) for the first 6
months of life is rarely practised in South Africa
(Tylleskar et al. 2011; Goga et al. 2012), even though
the country has high rates (75–97%) of breastfeeding
initiation (Ghuman et al. 2009). The South African
Demographic and Health Surveys of 1998 and 2003
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show that only 10% and 12%, respectively, of infants
aged 0–3 months were exclusively breastfed. EBF was
even lower in 4–6-month-old infants, at 1% and 2%,
respectively (National Department of Health South
Africa 1998, 2003).

In South Africa, the most common infant feeding
practice is mixed feeding (Coutsoudis 2000; Doherty
et al. 2006b), which carries the highest risk of exposing
infants to HIV, as well as to the risk of diarrhoea and
malnutrition. A cluster-randomised trial to promote
EBF in three South African communities found that
while peer support doubled the frequency of EBF at
12 weeks of age (Tylleskar et al. 2011), this was from
a low base (6–10%), and by this age, 20% of HIV-
negative women who had initiated breastfeeding had
stopped breastfeeding and were giving formula milk
(Doherty et al. 2012). This finding raises questions
about the broader social constructs that promote
formula feeding in South Africa, particularly in HIV-
negative women who had no access to free infant
formula from health facilities.

Following the 2010 WHO infant feeding recom-
mendations for HIV-positive mothers to exclusively
breastfeed with antiretroviral treatment for mothers
or prophylaxis for infants, South Africa adopted
breastfeeding promotion as the National Infant
Feeding Strategy (National Department of Health
South Africa 2011b, 2012). A decision was also taken
to remove free formula milk from the Prevention of
Mother-to-Child Transmission of HIV (PMTCT) pro-
gramme.This change in policy created an opportunity
to support all mothers to breastfeed their infants
regardless of their HIV status. However, reversing
years of formula feeding necessitates understanding

the value mothers, household members and the com-
munity place on formula feeding and the circum-
stances that drive the practice. Strategies could then
be developed to empower mothers and their house-
holds to commit to breastfeeding. The aim of this
study was to explore mothers’ and household
members’ perceptions, understanding of and the
value they place on formula feeding, and the factors
that drive it.

Subjects and methods

Setting

This qualitative study was a sub-study of a ran-
domised controlled trial known as Good Start III,
(ISRCTN41046462), which was implemented in a
township on the periphery of Durban, KwaZulu-
Natal province between 2008 and 2011. The township
has an estimated population of 1 million people. HIV
prevalence is estimated at 41% among women
attending antenatal public health facilities (National
Department of Health South Africa 2011a). The goal
of the trial was to develop, evaluate and cost an inte-
grated and scaleable package delivered in households
by community health workers, targeting pregnant and
post-natal women and their newborns to provide
essential maternal/newborn care, as well as support
for access to PMTCT (Tomlinson et al. 2011).

Design

We used a qualitative study design, including focus
group discussions (FGDs) and in-depth interviews.

Key messages

• In a South African disadvantaged peri-urban setting with a high HIV prevalence, mothers transferred the
motherhood role to their mothers and grandmothers while partners provided inadequate financial support
leading to risky mixed formula feeding.

• Teenage mothers rarely breastfed their infants due to perceived constraints such as embarrassment, loss of
freedom and sagging breasts, which they associated with unattractive physical appearance and loss of
boyfriends.

• The new South African Infant Feeding Strategy needs to develop community-orientated programmes that
encourage the involvement of grandmothers and partners in decision-making on infant feeding, so that they can
support breastfeeding.
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The interview guide and FGDs sought responses to
the following key questions: (1) What motivates
mothers to use formula milk? (2) How does formula
get into the households? (3) What are your views of
mothers who formula feed? Two data collection
methods were used because while infant feeding is
personal, it is also embedded in the culture and social
norms of the community, and hence group discussions
were deemed a suitable forum to explore these
norms. The FGDs and in-depth interviews were con-
ducted by two experienced interviewers/FGD facili-
tators, fluent in isiZulu and English.

Participants

We purposively selected 11 HIV-positive mothers and
9 HIV-negative mothers from the larger trial who
indicated that they were formula feeding their infants
under-6 months of age. Interviewers telephonically
contacted 20 grandmothers and 20 fathers related to
the said HIV-negative and HIV-positive mothers. Out
of these 20 grandmothers and 20 fathers, we selected
the first 14 of each group who agreed to participate in
FGDs (i.e. seven for HIV-exposed, seven for non-
HIV-exposed grandchildren and babies, respectively).
The majority of mothers (19 out of 20), who partici-
pated in the in-depth interviews, were 20 years old or
above. However, 842 out of 3653 (23%) women who
participated in the Good Start III trial were aged
between 16 and 19 years and 3194 (87%) were single.

To address this difference, we purposively selected 14
teenage mothers aged between 16 and 19 years who
reported formula feeding their infants less than 6
months of age (Fig. 1). One father and one teenage
mother declined to participate on the day of the
FGDs.

Data collection

Interviewers explained the purpose of the study
during the recruitment process to each of the partici-
pant mothers, fathers and grandmothers. All inter-
views and FGDs were carried out at Prince Mshiyeni
Memorial Hospital, from March to May 2011. The
first author, who is not conversant with the isiZulu
language, attended all interviews and FGDs as an
observer and gained insight into the interviews and
FGDs through the body language and other non-
verbal cues. Interviews lasted from 50 to 90 min and
FGDs lasted from 90 to 180 min.

Ethical considerations

We obtained Ethical approval (10/09/29) from the
University of the Western Cape Research and Ethics
Committee and acquired signed informed consent
from all participants. In order to preserve anonymity,
codes were used to identify individuals in FGDs and
in-depth interviews. For the in-depth interviews, the
code denoted the participant’s identification letters,

Fig. 1. Participants’ profile.
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the HIV status and age in years. For the FGDs, the
code denoted the category of the group, the number,
the identification letter for the individual in the group
and the age in years. For the teenage mother’s indi-
vidual codes, age and HIV status were used to identify
each participant and group.

Results of the study will be communicated to the
community through meetings organised by the Com-
munity Health Committees.

Data analysis

Thematic analysis as described by Braun and Clarke
(Braun & Clarke 2006) was used to analyse the data.
The transcripts were coded, collated and grouped into
themes. Data analysis was a continuous process. After
each interview or FGD, the interviewers met with the
first author to reflect on the findings. Gaps and new
emerging questions were included in subsequent
interviews and FGDs.

The voice-recorded interviews and FGDs were
transcribed verbatim and translated into English.
Both the isiZulu and English versions were read
several times by the interviewers/FGD facilitators
and PI to ensure that the content was retained after
translation. TD also read several of the transcripts to
confirm the identified themes.

Trustworthiness

Multiple strategies were used to ensure trustworthi-
ness of the research findings. Firstly, triangulation of
the results from in-depth interviews and FGDs were
used to compare findings across data collection
methods. In addition, four different groups of partici-
pants were included (mothers, fathers, grandmothers
and teenage mothers) and information was compared
across these four groups. Finally, the first author and
TD identified themes independently.

Results

Sample description

The majority of the mothers in the in-depth inter-
views were aged 20–25 years and 35% had a high

school education. Five (38%) had completed high
school, four (30%) were in tertiary institutions, three
(23%) were still in high school and one had dropped
out.

The majority of the fathers were aged between
24–30 years, 61% had a high school education and
60% were employed. The majority of grandmothers
were aged between 50 and 59 and 77% had completed
some high school. The majority of the mothers lived
with their mothers and/or grandmothers. In addition,
some of the teenage mothers had mothers who had
been teenage mothers as well.

Themes

The analysis identified five primary themes related to
social circumstances that drive formula feeding: inad-
equate involvement among young teenage mothers;
grandmothers becoming replacement mothers; fear of
failing to practise EBF for 6 months; partners as
formula providers and costly formula milk leading to
risky practices.

Inadequate involvement among
teenage mothers

Teenage mothers’ uneasiness to take on a mother’s
role was identified across all groups. One teenage
mother confirmed that she did not spend any time
with her baby. She did not know how her baby was fed
or bathed and believed that care of the baby was her
mother’s responsibility. However, even those who
spent some time with their babies tended to depend
on their own mothers to raise their babies: particu-
larly those who were still schooling.

‘I agree with other grandmothers, they do not want to breast-

feed because they do not have love for their babies, although

they continue having them when they are not ready to have

them.’ (GMFGIF59)

‘. . . formula feeding is a good thing. . . . I was going to be

stuck with my baby . . . I am studying I managed to continue

with my school. . . .’ (TFG-F19)

‘I stayed for one month then I went to school but I usually

come on week-ends or if I don’t have money I come on

month end’ (TFG+18)
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Teenage mothers perceived breastfeeding as a con-
straint to their freedom that impinged on their physi-
cal appearance. Regardless of their HIV status, they
associated breastfeeding with losing weight, sagging
or shrinking breasts, leading to an unattractive physi-
cal appearance. They associated breastfeeding with
unfashionable clothing and complained of a foul
smell from clothes stained with breast milk. They
were worried that they could lose their boyfriends or
fail to find new ones. Resuming pre-pregnancy life-
styles was a major priority, which led to breastfeeding
avoidance. These dilemmas of being mothers but at
the same time wanting to maintain a teenage lifestyle
were characterised by ‘partying’ and transferring the
motherhood role to their own mothers or grandmoth-
ers. All groups indicated that peer pressure lead to
avoidance of breastfeeding:

‘. . . the second week after delivery the mother does not want

to breastfeed, once she is visited by her friends they go to

night clubs and you can see that the mother does not have

time to breastfeed her baby the baby is yours.’

(GMFG1B48)

‘friends who do not have children are the most influential in

making the wrong decisions . . . when the mother of your

baby is pregnant some movements are cut off, and these

friends are the ones who advise her not to breastfeed

because she will forfeit her freedom.’ (FFG2D30)

Grandmothers becoming replacement mothers

Grandmothers described facing a triple burden. They
struggled with accepting the pregnancies of their
young daughters, they used their meagre pension
grants to buy formula for their grandchildren, and,
they took on the role of raising their grandchildren to
adulthood. The tension between mothers and their
daughters or granddaughters was described as disap-
pearing when the new baby arrived. Grandmothers
were extremely emotional when narrating their expe-
riences, but at the same time they accepted their
replacement mother role:

‘A grandchild becomes your own baby, therefore everything

that concerns him becomes your responsibility and you

cannot run away from this, no matter how annoyed you were

about your daughter. When the baby arrives you forget all

the negative issues. . . . the person who is always there

ensures that the milk is there . . . we as grandmothers we buy

the milk . . .’ (GMFG1D57)

‘Oh she plays a role of being a mother because she is the one

who bathes her and formula feeds her . . . she sleeps with

my mother. . . . in most cases she is like a mother to her’

(ZK+31)

Fear of failing to practise EBF for 6 months

Mothers were aware of the risk of HIV infection if
they were unable to breastfeed their babies exclu-
sively. However, many of them had not disclosed their
HIV status to their boyfriends or mothers.A few, who
had disclosed their status, feared that in their absence,
the grandmothers could have fed their babies formula
milk or solids, which could have resulted in the baby
being infected due to the mixed feeding. Due to this
hesitation, they chose formula feeding. HIV-negative
mothers who were constantly worried that they may
actually be HIV positive due to their powerlessness to
negotiate condom use and or having multiple sexual
partners adopted the same practice:

‘Some get tested at the clinic and they are told that they are

infected (HIV positive) but they do not disclose their status

at home. Then they prefer formula because even if the baby

can be given water or other things, it will not be infected if it

is formula fed.’ (GMFG1G58)

Partners as formula providers

Mothers as well as the grandmothers expected the
fathers to provide formula for their babies. The
fathers’ view on formula feeding and the reliability of
their income did not alter this expectation in anyway.
Several grandmothers lamented that some of the
fathers had neglected this responsibility or only buy
token formula milk sufficient for 3 days. Partners
complained about struggling to get money to buy
formula and being instructed to buy certain brands.
Some fathers indicated that they were coerced to buy
formula milk even though they would have preferred
their babies to be breastfed:
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‘. . . We are really suffering from buying formula . . . they

know that if they breastfeed they have to spend more time at

home . . . they can prepare the formula, leave the baby . . .

and visit another boyfriend. . . .’ (FFG2A40)

‘He asked me what I will feed our baby and I said formula

milk. He said if it was up to him he would have breastfed our

baby, I asked why, he said breastfed baby do not get sick

easily. I said a person who is breastfeeding becomes thin . . .

so it is better to formula feed.’ (TFG-D19)

Mothers viewed provision of formula milk by their
partners as an important way of caring for the babies
and keeping in contact with the fathers. However, in
instances where fathers failed to provide formula
milk, mothers sued for child maintenance. Mothers
who were neglected by their partners indicated that
formula feeding was better than breastfeeding
because if they felt that they could no longer cope with
the child-care demands, they could send the babies to
their partners’ or their paternal grandmothers’ homes,
thus trying to make the fathers accountable:

‘. . . it is better to formula feed so that if the baby’s father is

giving you problems you can ‘dump’ the baby on him . . .

fathers send their babies to rural areas to stay with their

mothers.’ (TM+24)

‘I was abused when I was pregnant, I decided to formula

feed. . . . I was angry because he was having affairs with other

women. . . . I wanted him to know how difficult it is to take

care of a baby. . . .’ (TM-28)

Costly formula milk leads to risky
feeding practices

Formula milk was expensive for most households.
Some mothers supplemented their infant’s child
support grant with older children’s support grants to
augment formula provided by their partners. In an
attempt to reduce the costs, grandmothers prepared
diluted formula milk, so that a tin of formula lasted
longer and fathers often bought other cheaper baby
foods to replace formula milk:

‘. . . we do not put the correct amounts . . . those struggling to

make ends meet . . . try to save the milk by reducing the

quantities instead of putting the correct measurements . . .

babies get diarrhoea. All these formula rationing, causes the

baby to be weak.’ (GMF1G250)

‘My grandmother refused buying formula . . . she told me

about my father and aunts that she breastfed them, I told her

about the diseases, on her pension grant collection day she

gave out money to buy formula.’ (FFG1B30)

When households completely ran out of formula milk
and other commercial baby foods, they fed their
babies porridge (mahewu), water, sugar water,
rooibos tea or ijuba (local brew) until they could
afford to buy more formula milk:

‘Others resort to black tea with only sugar added. Some use

‘mahewu’ and those who drink alcohol feed ‘ijuba’ to the

babies . . .’ (GMF2GF58)

Discussion

To our knowledge, this is the first qualitative study that
explores the social circumstances that drive formula
feeding in a disadvantaged peri-urban community in
South Africa. We found that the community’s aware-
ness of breastfeeding benefits was not sufficient to
motivate the mothers to breastfeed. Several underly-
ing social factors appeared to outweigh these benefits
with the result that formula feeding became the pre-
ferred infant feeding choice.

Teenagers account for a substantial number of
mothers in South Africa. In the Good Start III study,
teenage mothers made up 23% of the study sample.
Other studies from South Africa have shown that by
the age of 19, more than 30% of teenagers have given
birth at least once (Kaufman et al. 2001; Varga &
Brookes 2008), and teenage births make up half of all
first births (Gustafsson & Worku 2007). Although
unmarried daughters may be severely reprimanded
for becoming pregnant, once a baby is born, it is gen-
erally welcomed into the household, and the girl
usually returns to school (Preston-Whyte et al. 1990).
The South African Constitution and Schools Act of
1996 (Government of the Republic of South Africa
1996a,b) makes provision for pregnant girls to access
education. The 2007 Department of Education guide-
lines (National Department of Education South
Africa 2007) advocates for the right of pregnant girls
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to remain in school but suggests up to a 2-year waiting
period before girls can return to school in the interest
of the rights of the child. However, girls return to
school based on the households’ circumstances and
many do not want to miss a year of school. In our
study, some girls returned to schooling as early as 1
month after delivery, and for them, this justified
formula feeding. Promoting breastfeeding to teenage
mothers will entail revision of the current policies,
for example by allowing at least 6 months exemption
from school. In addition, school curricula need to
include information on the rights of infants to
optimum nutrition, obligations and responsibilities of
parents.

The quest for freedom was another factor that
drove formula feeding in this peri-urban context.
Formula feeding removed the barriers to meeting
friends, boyfriends or finding new boyfriends as well
as frequenting entertainment establishments. Nelson
and Sethi reported that teenage mothers in Canada
were unlikely to initiate or continue breastfeeding
due to lifestyle restrictions and loss of freedom asso-
ciated with breastfeeding (Nelson & Sethi 2005).

Fear of losing weight, sagging breasts, breast leak-
ages, breast milk-stained clothes and the ‘foul’ smell
of breast milk were the physical factors that teenage
mothers wanted to avoid in order to convince their
boyfriends and peers that little had changed in their
lives. Similar findings have been reported from
United Kingdom and Lebanon (Barnes et al. 1997;
Nabulsi 2011). Parenting during the teenage years is
complex, as developmentally, the ‘tasks of adoles-
cence’ have not been completed, and these are com-
promised by additional demands of motherhood
(Mercer 1980). However, several studies have identi-
fied key support strategies, including emotional,
esteem, informational and network support that can
be used to encourage teenage mothers to breastfeed.
(Dykes et al. 2003; Quinlivan et al. 2003; Lavender &
Wood 2005). In addition, the teenagers’ mothers’ con-
tinuous support was found to be crucial in assisting
the teenager mothers in decision with regard to
making infant feeding choices. (Dykes et al. 2003).
These studies provide a springboard for designing
targeted and culturally appropriate programmes for
teenage mothers.

HIV-positive mothers feared failing to practise
EBF because many had not disclosed their HIV status
for fear of being stigmatised. Others who had dis-
closed their status mistrusted their grandmothers to
adhere to their choices. Studies have shown that going
against community norms of feeding prompts ques-
tions about mothers’ HIV status, unwanted disclosure
and fear of stigma from partner’s family and commu-
nity (Perez et al. 2004; Doherty et al. 2006a). Fear
expressed by these women was probably a reflection
of what they had experienced or observed in their
households and neighbourhoods. Disclosure in South
Africa is a major challenge in HIV-positive mothers
and particularly those living in extended families due
to fear of confidentiality breaches, unequal gender
relations and intergenerational power relations
(Brookes et al. 2004; Varga et al. 2006). Years of pro-
moting formula feeding in an attempt to prevent
MTCT of HIV by health workers have further eroded
the confidence of women to breastfeed (Buskens &
Jaffe 2008; Desclaux & Alfieri 2009; Koricho et al.
2010). Promotion of breastfeeding and practising
EBF will only be possible if mothers feel supported
by their families to disclose their HIV status. There is
a need to craft community-orientated stigma reduc-
tion programmes for PMTCT of HIV services.

In many African countries, grandmothers often
make critical decisions about early child feeding prac-
tices particularly for first-time mothers (Aubel et al.
2004; Bezner Kerr et al. 2008; Arts et al. 2011; Aubel
2012). What was novel in our study was the total
transfer of the mother’s role to the grandmothers.
There was a perception that teenage mothers were
incapable of looking after their infants; therefore,
they were marginalised in their infants’ feeding and
care. The current model of infant feeding counselling
by health care workers is directed at mothers and
excludes grandmothers and fathers who often provide
crucial support for infant feeding. Grandmothers may
not be aware of the new infant feeding recommenda-
tion and may have based the infant feeding plan on
their own experiences or traditional community
norms. Data from Mozambique and Senegal have
shown how grandmothers can be key players in sup-
porting appropriate child care, including optimal
infant feeding even in the context of HIV, if they are

P. Ijumba et al.108

© 2012 John Wiley & Sons Ltd Maternal and Child Nutrition (2014), 10, pp. 102–111



well informed and trained. In rural Ethiopia, maternal
grandmothers have been credited with supporting
infant nutrition and improving child survival (Aubel
et al. 2004; Gibson & Mace 2005; Arts et al. 2011).

In our study, breastfeeding seemed to be the pre-
ferred infant feeding method by the majority of the
fathers, but they ended up supporting formula
feeding. The provision of formula milk by men was a
reflection of the community’s perception of their role.
Data from high-income countries have shown how
fathers can have an important influence on infant
feeding particularly on decision-making whether to
formula or breastfeed (Freed et al. 1992; Giugliani
et al. 1994; Arora et al. 2000).

Currently, there are no strategies in South Africa
for provision of regular support when breastfeeding
becomes a challenge. Studies from the United
Kingdom indicate that more of the same strategies
that do not engage crucial family members including
grandmothers in supporting breastfeeding are likely
to fail (Ingram et al. 2003; Hoddinott et al. 2012). In
the South African context, programmes geared to
engage grandmothers and fathers in a dialogue to
renegotiate infant feeding practices and strengthen
commitment of household members, particularly
grandmothers to support EBF, are crucial. It is crucial
not only to communicate clear breastfeeding mes-
sages but also to reiterate why EBF is desirable after
years of promoting formula feeding. This will be par-
ticularly important among significant others, espe-
cially grandmothers and fathers, who are presently
supporting formula feeding.

South Africa could also draw on Brazil’s success
story, where promotion of breastfeeding through
social mobilisation, including media campaigns,
breastfeeding-friendly policies and human resources
training have lead to increased rates of EBF (Rea
2003).

Limitations

We explored community perceptions and understand-
ing of mothers, grandmothers and fathers of the value
they place on formula milk and circumstances that
drive formula feeding in a peri-urban community;
rural dwellers may have differing views. Our sample,

typical of qualitative research, was small; however, the
setting, a township settlement on the outskirts of a
major city, is typical of many settings in South Africa
and neighbouring countries and these findings may
be applicable to these similar high HIV prevalence
settings.

Conclusions

The new South African Infant Feeding Strategy needs
to address the gaps in key health messages and
develop community-orientated programmes with a
focus on teenage mothers. These should encourage
the involvement of grandmothers and fathers in
decision-making about infant feeding so that they can
support breastfeeding for optimal child survival.
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