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Abstract
Objective: To (i) describe the infant feeding practices of South African women
living in Soweto and (ii) understand from themothers’ perspective what influences
feeding practices.
Design: Semi-structured focus group discussions (FGD) and in-depth interviews
(IDI) were conducted, and data were analysed using thematic analysis.
Setting: Soweto, South Africa.
Participants: Nineteen mothers were stratified into three FGD according to their
baby’s age as follows: 0–6-month-olds, 7–14-month-olds and 15–24-month-olds.
Four mothers from each FGD then attended an IDI.
Results: Although mothers understood that breast-feeding was beneficial, they
reported short durations of exclusive breast-feeding. The diversity and quality
of weaning foods were low, and ‘junk’ food items were commonly given.
Infants were fed using bottles or spoons and feeding commonly occurred sepa-
rately to family meal times. Feeding practices were influenced by mothers’ beliefs
that what babies eat is important for their health and that an unwillingness to eat is a
sign of ill health. As such, mothers often force-fed their babies. In addition, mothers
believed that feeding solid food to babies before 6 months of age was necessary.
Family matriarchs were highly influential to mothers’ feeding practices; however,
their advice often contradicted that of health professionals.
Conclusions: In South Africa, interventions aimed at establishing healthier appe-
tites and eating behaviours in early life should focus on: (i) fostering maternal
self-efficacy around exclusive breast-feeding; (ii) challenging mixed feeding
practices and encouraging more responsive feeding approaches and (iii) engaging
family members to promote supportive household and community structures
around infant feeding.
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Early childhood growth and development are established
predictors of developmental and health outcomes through-
out life and may influence the health and well-being of the
next generation(1). Specifically, adverse exposures such as
malnutrition during critical periods of developmental plas-
ticity (first 1000 d; i.e., pregnancy and the first 2 years of life)
are associated with sub-optimal growth, adiposity and

developmental delays in childhood, as well as with obesity
and non-communicable disease risk in later life(2). This is
particularly relevant in low- and middle-income countries
such as South Africa, where both stunting and overweight/
obesity affect approximately a quarter of children under the
age of 5(3,4). Within the framework of nurturing care, both
adequate nutrition and responsive parenting approaches in
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early life are critical to building a foundation for optimal
growth and development through infancy and childhood(1).

The WHO recommends exclusive breast-feeding for
the first 6 months of life, with sustained breast-feeding
up to 2 years of age, alongside the introduction of diverse,
micronutrient-rich complementary foods in order to sup-
port optimal infant growth and development(1). These
guidelines should be complemented by responsive care-
giving approaches, which involve prompt and appropri-
ate mother/caregiver–child interactions that promote the
development of healthy appetites and eating behaviours(1).
However, while guidelines for optimal infant feeding
practices exist, global research shows that they are rarely
achieved due to barriers such as conflicting sources of
information and advice, financial constraints, conven-
ience, misinterpretation of infant behavioural cues and
lack of support and/or perceived pressure from health-
care workers, family members and friends(5–8).

In South Africa, infant feeding guidelines and their
interpretation have been strongly influenced by changes
in guidelines for the Prevention of Mother-to-Child
Transmission of HIV(9). Specifically, previous guidelines
provided HIV-positive women with a choice to either
exclusively breastfeed or to exclusively formula feed their
infants, with free infant formula also being provided to
HIV-positive women in healthcare facilities. However,
in 2011, the Tshwane Declaration of Support for Breast-
feeding in South Africa was introduced and aimed to pro-
mote exclusive breast-feeding to all women, regardless
of their HIV status, leading to a shift in the advice given
to HIV-positive women, as well as an end to free infant
formula provision(10). While policy changes reflect WHO
recommendations, poor communication around these
changes between policy makers, healthcare providers
and mothers, as well as the stigmatisation of HIV and
its established link to infant feeding practices in South
African communities, continues to influence maternal
decision making(11,12).

Quantitative and qualitative research conducted in
South Africa has shown that, although the initiation of
breast-feeding has greatly increased since 2011 (>90 %),
only 32 % of infants under 6 months of age are exclusively
breastfed and mixed feeding is common – with non-breast
milk liquids and solids often introduced before 2 months
of age(4,11–13). Potential explanations for this have been
an ongoing prominence of exclusive breast-feeding educa-
tion and advice around HIV (rather than infant health) and
a lack of emphasis on the risks of mixed feeding(11). While
useful for understanding the context surrounding early
infant feeding practices and exclusive breast-feeding rates,
the focus of the literature fails to elucidate the wider con-
text of feeding practices across the early infant period. In
addition, in settings such as South Africa where approx-
imately 14·3 million are defined as vulnerable to hunger,
food insecurity and a lack of access to high quality, micro-
nutrient-rich foods may restrict the ability of caregivers to

provide adequate diets to their infants(14). Further explora-
tion into infant feeding practices in South Africa across the
first 2 years of life – particularly related to the quality and
diversity of complementary foods and their introduction –

as well as what influences maternal feeding practices
overall therefore requires further investigation.

This qualitative study used focus group discussions
(FGD) and in-depth interviews (IDI) with mothers of
infants aged 0–24 months to (i) describe the infant feeding
practices of urban South African women living in Soweto
and (ii) understand from the mothers’ perspective what
influences these feeding practices.

Methods

Participants
Study participants were recruited from an existing study
(the International Atomic Energy Agency multicentre infant
body composition study) taking place at the South African
Medical Research Council (SAMRC)/Wits Developmental
Pathways for Health Research Unit (DPHRU) at Chris
Hani Baragwanath Academic Hospital in Soweto,
Johannesburg, South Africa. The International Atomic
Energy Agency study recruited two cohorts of mother–
infant pairs from the maternity ward at Chris Hani
Baragwanath Academic Hospital and followed them
up from either birth to 6 months (n 250) or three- to
24 months (n 400) in order to (i) develop references
for infant body composition and (ii) assess factors asso-
ciated with changes in body composition during infancy.
Mothers involved in the current study consented to be
contacted for future studies, and this platform was there-
fore used to identify mothers with infants across a range
of infant ages (0–24 months). In order to achieve a
desired sample size of six to eight mothers per FGD, a
total of twenty-eight mothers were randomly selected
and invited to participate, with nineteen agreeing to take
part in one of three FGD at the DPHRU site.

Data collection
FGD were arranged by the age of the mother’s baby as
follows: one each for mothers of 0–6-month-olds, 7–14-
month-olds and 15–24-month-olds. From those included
in the FGD, twelve mothers were selected for inclusion
in the individual IDI – with an even split according to
the FGD that they attended. The four IDI per age group
were observed to reach data saturation across all dimen-
sions identified during the exploratory FGD phase. Prior
to commencement of the FGD, all mothers completed a
short questionnaire with a trained member of research
staff which covered basic socio-demographic informa-
tion. Both the FGD and IDI began in English – with flexi-
bility to use vernacular languages – and were audio
recorded. The FGD and IDI were all conducted by a
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qualitatively trained facilitator at the DPHRU site, while
comprehensive field notes were compiled by an
observer to supplement the audio files. Both the facilita-
tor and the observer were fluent in the vernacular lan-
guages used. The focus group sessions lasted between
60 and 120 min each, and the interviews lasted between
60 and 90 min each. All participants were reimbursed for
their transport costs and received refreshments when
attending the FGD and IDI.

While a semi-structured guide was used to facilitate the
FGD (see online supplementary material, Supplemental
Appendix 1), the facilitator encouraged interaction and
discussion between participants, as well as brainstorming
of topics around their baby’s health and well-being, move-
ment, development and their feeding practices. This
allowed for an exploratory approach to the group discus-
sions, rather than promoting a didactic nature of posing
formal questions. In addition, while the FGD were aimed
at discussion of mothers’ experiences with the children
included in the study (i.e. within the age range of the
FGD they were involved in), the open-ended nature of
the FGD meant that mothers may have discussed expe-
riences with previously born children if relevant to the
conversation. Emerging themes from the FGD were then
used to develop and refine the IDI guide (see online
supplementary material, Supplemental Appendix 2),
which was designed to provide a deeper understanding
of the topics discussed during the FGD, as well as explore
any gaps identified during FGD analyses. However, this
interview guide remained semi-structured in order to
promote open discussion and to allow for exploration
into the approaches and perceptions described by moth-
ers. After completion of the FGD and IDI, the audio files
were transcribed verbatim by an external transcriber flu-
ent in both English and the vernacular languages used.
Where vernacular languages were used during the dis-
cussions, the transcriber subsequently translated the
transcription to English. In order to verify accuracy, all
transcripts were thoroughly checked against the record-
ings by either the original facilitator or observer of the
FGD or IDI.

Data analysis
The three FGD transcripts were divided between three
researchers who read and re-read their allocated transcript
to familiarise themselves with the content. Researchers
used a combination of deductive (pre-identified themes
based on the research question) and inductive (emerging
themes from the transcripts and field notes) approaches
to identify and analyse themes. After initial identification
of themes, researchers swapped transcripts and coding
frameworks to cross-check interpretation and theme iden-
tification across the group. Individual-level reviews were
followed by group meetings to compare, contrast and

discuss emerging themes, while incorporating the principles
of the immersion-crystallisation method(15). An independent
researcher tested reliability and internal validity of the
data coded from the FGD and, where differences were
established, reported these to the team. Discrepancies
were then discussed and resolved as a group to ensure
that codes and text reflected the definitions generated
by the team. The independent researcher then cross-
checked and collated common and unique themes across
the three transcripts to develop an overall data codebook
for the three FGD. Following coding, a group meeting was
held to complete data analysis and interpretation of
themes, and the codebook was interrogated and refined
until no new themes emerged.

The codebook developed during FGD analysis was
used as a basis for coding the IDI. The team of four
researchers independently used the FGD codebook to
analyse all twelve IDI according to four primary research
areas identified from previous research and confirmed or
refined based on the emerging themes from the FGD,
namely (i) infant caregiving and well-being; (ii) infant
feeding practices; (iii) infant movement, play and devel-
opment and (iv) perceptions around infant body size.
Due to the complexity of the individual research areas,
these were analysed and interpreted separately, with
infant feeding practices being the area of focus in this
case. Where the FGD codebook did not include suffi-
ciently detailed themes for a particular research area
(i.e. infant feeding), further themes were identified and
added. After coding and theme identification had been
completed, a process of cross-cutting theme identification
and confirmation across FGD and IDI was carried out.
Once this process had been finalised per research area,
the combined themes and subthemes for the FGD and
IDI were shared between the research team members
for interrogation of the identified themes, and these were
refined and agreed upon as a group. For the purpose of
the current study, only the themes and sub-themes related
to infant feeding practices are presented. In order to illustrate
the themes that emerged from the FGD and IDI, exemplar
quotations were excerpted.

Results

The characteristics of mother–infant pairs included in the
study are summarised in Table 1. The mean ages of
mothers per FGD were as follows: FGD1 (n 6), 26 (SD 4)
years; FGD2 (n 7), 26 (SD 4·5) years; and FGD3 (n 6),
28 (SD 5·5) years. All mothers had attended secondary
school and the majority were unemployed (n 14). Only
one mother was married and lived with the baby’s father.
The majority of the infants were male (n 12), and the mean
ages of the babies per FGD were FGD1, 4 (SD 2) months;
FGD2, 9 (SD 4) months and FGD3, 19 (SD 2·5) months.
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The results of the study are separated according to the
two study objectives, namely (i) contextual information
provided by mothers about their infant feeding practices –

focusing on what and how babies were being fed in Soweto
and (ii) emerging themes describing maternal perspectives
on what influences infant feeding practices in Soweto.

Infant feeding practices

What babies are fed
All mothers described initiating breast-feeding with their
baby; however, the majority had not breastfed exclusively
for any length of time. Instead, mothers introduced solid
foods as early as the first or second month of life, alongside
breast milk and/or formula. The first food introduced was
commonly a soft maize porridge called ‘cream of maize’,
which is a commercially purchased and fortified porridge
designed as a weaning food from 6months of age. Some
mothers also gave a soft, sorghum-based porridge (known
as ‘Mabele’) which, depending on the brand or whether it
was specifically designed for weaning, may, or may not,
have been fortified. For younger babies, porridgewas often
made very watery so that it could be fed from a bottle. Tea
(usually decaffeinated rooibos) and water were also given
to babies from a very young age.

As babies got older (around 5 or 6 months of age), other
solid food was introduced. Common food items included
commercially prepared baby foods, other cereals such
as Weet-bix, bread, other maize-based porridge (pap or
samp), sour milk (maas) and yogurt. Mothers with older
infants discussed continuing to breastfeed and/or give
infant formula past the baby’s first birthday.

In general, mothers had a perception that their babies
did not like vegetables and/or fruit and therefore these
were rarely fed to babies up to 2 years of age. However,
some mothers did feed their babies vegetables, and these
were mostly starchy vegetables like pumpkin and potato.
Some mothers also gave vegetables such as carrots, cab-
bage, spinach and beetroot to their babies when they were
being cooked for the family. Specifically, at night, most
babies were fed maize porridge with gravy or maas.
Some were given small amounts of meat or vegetables
from the family meal, but most were fed only the gravy
from the family food pot.

Many mothers gave their babies ‘junk’ food as a snack
and believed that all children liked and needed small
amounts of these foods. Common snacks included crisps,
sweets and lollipops, biscuits and juice, as well as other
sugar-sweetened fizzy drinks. However, in some cases,
yogurt (usually flavoured, sweetened yogurt) and fruit
(apple and banana) were given to babies as snacks in
an attempt to avoid ‘junk food’.

How babies are fed
Most mothers fed their babies from their own plates or
bowls, rather than from a shared plate. Young infants were
commonly fed off the mother’s lap using a bottle or spoon,
with food often being mashed to allow them to eat it easily.
Some mothers allowed their babies to begin feeding them-
selves once they were old enough to express a desire to do
so. However, others did not allow this, as they felt their
babies would play with their food rather than eat it.
Babies that refused to eat were often force-fed.

Many babies in Soweto were fed ‘in their own time’ at
home, rather than while the mother/family was eating.
However, some ate together with the family during the
evening meal. As many of the mothers did not have a sep-
arate dining area in their homes, feeding tended to occur
where it was convenient at the time – either in the main
room of the home or in the kitchen. Some mothers
described feeding their babies or allowing them to eat
in front of the television.

Mothers perceived fussiness and crying (or fake crying)
as the most common hunger cue for babies; however, as
they got older, children would tell their mothers when
they were hungry or would seek out food themselves.
Common cues of fullness were babies closing their mouths,
spitting out their food or moving their heads away. As
babies got older, they would begin playing with their
food when they had eaten enough or they would tell their
mothers they were full once able to vocalise this.

Table 1 Characteristics of mother–infant pairs according to focus
group discussion (FGD) attendance

FGD 1 (n 6) FGD 2 (n 7) FGD 3 (n 6)

0–6months 7–14months 15–24months

Mothers age
(years)
Mean 26 26 28
SD 4·3 4·5 5·5

Highest level of
education
achieved, n
Secondary
school

6 7 6

Total years of
education
Mean 11 10 11
SD 0·3 0·6 1·0

Employment, n
Unemployed 3 6 5
Employed 1 1 1
Self-employed 2 0 0

Marital status, n
Single 5 7 6
Married 1 0 0

Total number of
children, n
1 1 3 2
2 2 3 3
3 3 1 1

Infant sex, n
Male 3 4 5
Female 3 3 1

Infant age
(months)
Mean 4 9 19
SD 1·8 3·8 2·5
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What influences infant feeding practices
The factors that mothers felt influenced their infant feeding
practices were identified according to ten main themes, as
presented below. A complete description of the themes
and sub-themes, as well as additional exemplar quotations,
is provided in Table 2.

Feeding is important for a baby’s health
Across the study, mothers described an understanding that
how and what babies ate was important for their health.
They believed that healthy babies eat well and that feeding
their babies healthy food (including breast milk), and
avoiding sugary food in some cases, was a key part of keep-
ing them healthy:

[A healthy child is] a child that is well taken care of
and well fed : : : he eats a lot, eats well. (IDI; mother
of a 1-month-old boy)

Babies who refuse to eat are unwell
Similarly, mothers perceived a lack of appetite or an unwill-
ingness to eat as a sign of ill health:

To be able to make sure your child is eating and if
they’re not then to be aware that they’re not and
why they’re not : : : to understand if they don’t eat, then
they’re sick. (FGD; mothers of 15- to 24-month-olds)

Breast-feeding
Breast-feeding was determined to be the healthy and
affordable option for infant feeding. Mothers specifically
described breast-feeding as ‘good’ or ‘healthy’ for the baby
across the study, with those in the FGD also perceiving
it to be the convenient and affordable option:

I think breastfeeding is the most affordable and
healthiest thing to consider for the baby. (FGD;
mothers of 0- to 6-month-olds)

If you breastfeed your baby, she’ll become healthier
than onewho drinks Nan [formulamilk]. (IDI; mother
of a 17-month-old boy)

However, during the FGD, mothers also acknowledged
that breast-feeding can be challenging for some mothers.
They described experiences (either personally or from
the community) of mothers being unable to produce
enoughmilk for their babies, as well as difficulties in being
able to breastfeed babies in public places or once they
returned to work:

Some ladies, they want to breastfeed but they have
no milk in their breasts, others want to breastfeed
but maybe they’re at work. (FGD; mothers of 0- to
6-month-olds)

Some people get sick when they see you taking out
your breast, they say “sies, why you don’t buy your
child a bottle or something” : : : like more in public
places : : : they don’t like it. (FGD; mothers of 0- to
6-month-olds)

Mixed feeding
Particularly during IDI, women discussed that mixed
feeding is common practice in the community, with many
mothers combining breast-feeding with formula and/or
other liquids and solids from an early age:

At home there were people using the bottle, but also
breastfeeding. (IDI; Mother of a 4-month-old girl)

When I started, I used to feed him formula and breast
milk, and then from 4months I started giving him
Nestum, and cream of maize, and ProNutro : : :
(IDI; mother of a 6-month-old boy)

Mothers described their mixed feeding practices – and
the early introduction of solid food in particular – being
influenced by a belief that babies need solid food before
6 months. Specifically, there was a strong perception that
if their babies were only fed milk for 6 months that they
would not feel full and may lose weight:

Anyway, we do feed our children solids because
milk doesn’t make them full. (FGD; mothers of
15- to 24-month-olds)

If my child was 6 months without eating solids, he’d
be skin and bones only not chubby as he is now.
(FGD; mothers of 0- to 6-month-olds)

Feeding soothes babies
Infant feeding and weaning practices were also influenced
by the baby’s behaviour, with mothers expressing an
understanding that feeding their babies would stop them
from being fussy or crying. To an extent, mothers saw feed-
ing as a way of soothing a ‘problematic’ baby and also
believed that feeding would promote sleep:

They give us problems, they just cry and cry, but if
you feed them, they are alright, they don’t bother
you and cry incessantly. (IDI; mother of a 4-month-
old girl)

Feeding routines/schedules
Mothers expressed contrasting feelings around the idea of
feeding babies according to a routine/schedule. Specifically,
somemothers thought that feeding routines/schedules were
useful and/or good for babies, either making babies less of a
‘hassle’ or ensuring that they grew properly:

They say that when you feed them at the right time
[they will be normal body weight], maybe in the
morning something and then in the afternoon
something different and then later as well some-
thing different. (IDI; mother of a 4-month-old girl)

In contrast, some mothers felt that babies cannot and/or
should not be fed according to a routine/schedule, believ-
ing that babies eat when they are hungry and you cannot
‘control’ them. Feeding routines/schedules were also per-
ceived as too restrictive in some cases –with somemothers
believing that they would prevent their baby from being
able to adapt to change:
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Table 2 Emerging themes, sub-themes and exemplar quotations related tomothers’ perceptions of what influences infant feeding practices in
Soweto, South Africa

Theme/sub-theme Focus groups Individual interviews

Feeding is important for a
baby’s health

A child’s health is about what they eat, how they’re
growing : : : (Mothers of 6- to 15-month-olds)

They [mothers] must give them [babies] healthy food
like fruits and purity, things that are healthy, but
they mustn’t have a lot of sugar : : :when my child
was eating porridge, I didn’t add sugar to it.
(Mother of a 23-month-old boy)

Wellbeing is how you give your baby healthy food.
(Mothers of 6- to 15-month-olds)

Yes, I breastfeed him, feed him properly and I make
him drink water [to keep him healthy]. (Mother of
a 19-month-old boy)

Babies who refuse to eat are
unwell

A child’s wellbeing is when they don’t give you
problems, like when you feed them, they eat
properly and everything is well. (Mothers of 6- to
15-month-olds)

If he doesn’t eat, I can tell that he’s changed [is not
well]. (Mother of a 13-month-old boy)

I take her to the clinic [if she doesn’t want to eat], it
means that there’s something wrong. (Mother of a
17-month-old boy)

Breast-feeding
Breast-feeding is the
healthy and affordable
option

I think breastfeeding, I like it because, it’s
fast : : : you don’t have to wait for the bottle to be
cold : : : it’s fast like, the baby is crying. (Mothers
of 0- to 6-month-olds)

Breast milk, often, children that don’t breastfeed
I see them as being unhealthy : : : they’re not
energetic, like compared to the ones that
breastfeed. (Mother of a 12-month-old boy)

I still breastfeed my child, she’s still young : : : if
I stop breastfeeding early then my child will fall ill
quickly, so she needs the breast milk. (Mothers of
6- to 15-month-olds)

Breast milk is good for the baby. (Mother of a
13-month-old boy)

Breast-feeding can be
challenging for some
mothers

I tried everything to increase my breast milk.
(Mothers of 6- to 15-month-olds)

Mixed feeding
Mixed feeding is common
practice in the community

You can breastfeed and at the same time get the
formula. (Mothers of 0- to 6-month-olds)

They [other women in the community] also say you
need to feed your child [solid food], you
see : : : they tell you; you need to feed the child.
(Mother of a 19-month-old boy)

It’s like that clinic card, it says you start feeding the
child solids at 6 months, but at home my mom
told me at 2 months we can feed the child
because breast milk doesn’t satiate the child.
(Mothers of 0- to 6-month-olds)

Babies need solid food
before 6months

Kids who breastfeed don’t get full, and I fear mine
will lose weight hence she’s always
breastfeeding. (Mothers of 15- to 24-month-olds)

I saw that my child is big and if I don’t feed him
then I’m starving him, so I fed him. (Mother of a
23-month-old boy)

They [mothers in the community] feed them
early : : : I’m talking from experience : : : they say
the children don’t get full. (Mother of a 19-month-
old boy)

Feeding soothes babies Even me, I believe that if I give my child food, he’ll
stop crying at night. (Mother of a 2-month-old girl)

Yes, he wasn’t getting full, because when he’s full
he’s supposed to fall asleep, so when he’s
breastfed and [you] try to put him to sleep he’d
start crying, then you look to see if maybe feeding
him porridge will work : : : then shortly after he falls
asleep. (Mother of a 19-month-old boy)

Feeding routines/schedules
Feeding routines/schedules
are useful and/or good for
babies

Ja, I think for me it [a schedule] works : : : even with
food I mean it’s just that sometimes your child
doesn’t have an appetite for what you prepared
for them at home, but they eat at a certain time if
it’s at 8 in the morning then that’s when they eat
and then they sleep and they wake up maybe
after 1 h, then they eat again and feed on the
milk, I think : : : (Mothers of 15- to 24-month-olds)

Yes, every day, even when he’s visiting someone
else, I call them and tell them when he must eat,
because if you feed him at a different time, he
becomes a hassle or he refuses to eat. (Mother of
a 23-month-old boy)

I think it [a schedule] works even now, with my child
: : : my child is a skinny little thing that dislikes
eating, so at crèche she eats, because at crèche
they eat at a certain time : : : I think that’s the
routine. (Mothers of 15- to 24-month-olds)

For me I feed him on schedule, I think it’s right to
feed a child on schedule; because with pooping,
you’ll know that at such a time the child will poop,
only when you feed the child on schedule.
(Mother of an 8-month-old boy)
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My child needs to eat at different times so that she
gets used to change, like my child will eat porridge
and then if you give her a banana she’ll eat it and
if you give her water she’ll take it, so she doesn’t have
a time schedule, she eats anytime. (FGD; mothers of
6- to 15-month-olds)

My child doesn’t have a schedule for eating; she
eats when she’s hungry. (FGD; mothers of 6- to
15-month-olds)

Babies who will not eat should be force fed
Across the study, mothers discussed believing that babies
should be force-fed when they refused to eat:

I force him [when he won’t eat] then he spits it
out : : : I pick him up, squeeze him and feed him
[using her hand]. (IDI; mother of a 19-month-old boy)

In addition, while use of high chairs was rare, a couple of
mothers in the FGD described using these as a tool to force
their children to eat, thereby limiting their ability to move
around and avoid eating:

Because when I put her under my arm, when I feed
her once she tries to get up : : : so when I feel that
she’s giving me too many problems I put her in
the high chair, I know in the high chair she doesn’t
go forward and she doesn’t go back. (FGD; mothers
of 15- to 24-month-olds)

Table 2 Continued

Theme/sub-theme Focus groups Individual interviews

Babies can’t and/or
shouldn’t be fed according
to a routine/schedule

You can’t control them [babies] : : : (Mothers of
15- to 24-month-olds)

Yoh, I don’t know : : :he eats anytime : : : because
now he eats chips, suckers, and all that you
know; sometimes : : : if someone is eating pap he’ll
eat it, that person is eating that and he wants it.
(Mother of a 19-month-old boy)

Babies who won’t eat
should be force fed

When your child is full, you still need to feed
them : : : (Mothers of 6- to 15-month-olds)

He closes his mouth [when he is full] and when
I force him, he spits the food because he doesn’t
want it. (Mother of a 6-month-old boy)

Mine doesn’t give me trouble when we eat because
when I put her in a high chair she doesn’t have a
chance of getting up, so : : : you’re happy.
(Mothers of 15- to 24-month-olds)

I check up on him, I make the food and see if he
doesn’t want to eat, if he doesn’t and I see that
it’s time for him to eat I force him. (Mother of a
13-month-old boy)

Mothers don’t feel
supported by nurses
around infant feeding

No, we didn’t tell them [the nurses that they were
feeding solids before 6months] because they’d
shout at us. When the nurses ask, I’d just say I
only breastfeed him. (Mother of a 13-month-old
boy)

They [the nurses] tell us to start feeding the child
solids in 6months but some people don’t wait that
long, they just say “no these nurses are messing
us around they want our kids to be thin” and then
when they’re too thin they complain at the clinic
that the kids are losing weight and you feed them
anytime. (Mother of a 6-month-old boy)

Family matriarchs
Family matriarchs are the
most important source of
advice on infant feeding

Uhm, like what type of food I give my child and the
quality of food, as well as age appropriate foods
for my child [type of advice given by her mother].
(Mothers of 6- to 15-month-olds)

Because she [her mother] knows best, she had 5 of
us [children] so she’ll never wrong me. At the
clinic they’ll tell you to feed the baby at 6 months,
what’s that? Is there a baby who doesn’t eat for
6 months? Geez ha-a, and they [the nurses
themselves] feed their babies? (Mother of
a 7-month-old girl)

Family matriarchs most
commonly assist mothers
as caregivers

My, my [grand]mother : : : I stay with her, she helps
me with the baby, ja. (Mother of a 2-month-old
girl)

My mom used to take care of my baby like I used to
just feed her when she’s crying. My mother used
to bath her, make her sleep, I only fed her and
sometimes changed nappies because I was still
scared of the baby when she was still
young : : :ha she wasn’t tiny I was just scared that
if I touch her maybe her bones would break.
(Mother of a 17-month-old boy)

Decision making
Mothers make the final
decisions on how to feed
their babies

It’s me [making the decisions] : : : I know most about
the child, because I’m the mother. (Mother of a
4-month-old girl)

Fathers don’t have a role in
how babies are fed

No, they [the father] listen[s] to what I say about
what the child needs. (Mother of a 4-month-old
girl)
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Family matriarchs
Throughout the study, mothers explained that family matri-
archs are the most important source of advice on infant
feeding in Soweto. In particular, their own mothers and
grandmothers routinely promoted mixed feeding, and
mothers reported experiencing a lot of pressure from
maternal figures to introduce solids before 6 months of age:

They also say you need to feed your child, you see,
especially the older ones, the grannies, those are the
ones I take most of the advice [from] : : : (IDI; mother
of a 19-month-old boy)

In addition, as the advice provided by family matriarchs
often conflicted with that received at health facilities,
women often prioritised the advice from their babies’
grandmothers and great-grandmothers above that of health
professionals. This was commonly influenced by the fact
that they either trusted in the experience of their mothers
and grandmothers or they felt pressured to follow this
advice within the home environment where they lived
with, and received support from, these matriarchs:

We have parents [mothers, grandmothers] that guide
us through their experience of raising us, I believe
they know what’s good for our kids. (FGD; mothers
of 6- to 15-month-olds)

Yoh, I don’t know : : : because I’m scared of my
grandmother, she’s helping me and she’s like
you have a baby, I was there when you were a
baby : : : like “I raised you” : : : I stay with her, and
at night she’s there; so if I don’t listen to her when
she says I must feed the baby, and like maybe if like
the child is crying, she won’t take that child, she’ll
be like, ‘I told you that you must feed that baby,
I told you : : : ’’ (IDI; mother of a 2-month-old girl)

Women who attended the IDI also explained that, in their
community, as well as being the primary source of informa-
tion and advice around infant feeding, family matriarchs
most commonly assisted mothers as caregivers. As these
women took care of their babies when the mothers needed
support, they were often highly influential in the feeding
methods adopted – routinely carrying out these practices
in the home environment:

By then I didn’t know anything; so, she [her mother]
helped me, she looked after them [her children]; she
was always by my side. (IDI; mother of a 19-month-
old boy)

Mothers do not feel supported by nurses around
infant feeding
The majority of mothers expressed a lack of support from
nurses around the feeding practices they adopted, leading
to a lack of trust and honesty between nurses and mothers.
Nurses strongly emphasised the need to exclusively breast-
feed until 6 months of age and mothers expressed feel-
ing pressured to do so when attending health facilities.

However, as the information and advice given to them
by nurses often contradicted that of their babies’ grand-
mothers and great-grandmothers, it was common for moth-
ers to lie to health professionals about how they were
feeding their babies in an effort to avoid judgement – or
even to avoid being shouted at or threatened by nurses dur-
ing clinic visits:

No, like I can’t say that, yoh, this nurse will be like,
“I told you to do this [exclusively breastfeed] and
you do this : : : ” like now the whole clinic is looking
at me, yoh : : : Ja, she’ll make noise, no : : : Ja, ja I don’t
want to be judged. (IDI; mother of a 2-month-old girl)

They [other mothers] won’t say [that they are feeding
their babies solids before 6 months], they won’t,
they’re scared; and the nursing sisters tell you that
if you feed the child solids before they’re 6 months
old and it harms the child, we’re going to have you
arrested, we won’t take it lightly, so how can you tell
the truth : : : you just keep quiet and tell them you
didn’t feed the child. (IDI; mother of a 6-month-
old boy)

Decision making
Regardless of the advice that was received around infant
feeding, some women expressed a strong feeling that
mothers make the final decisions on how to feed their
babies:

Me [makes the decisions] : : : yes, they have an input
but if I don’t agree with them, I still have the final say.
(IDI; mother of an 8-month-old boy)

In addition, the view that fathers do not have a role in how
babies are fed was expressed. Women therefore felt that
there was no difference in how babies were fed if their
fathers were present or not:

Uh, no : : : as the mother you can do most of the
things, you don’t need [the father]. (IDI; mother of
a 1-month-old boy)

However, there was some acknowledgement during IDI
that fathers could provide financial support if they were
involved in the lives of mom and baby which would be
beneficial in providing for the baby’s needs:

It would be different [if I lived with my partner]
because even his support we would receive, rather
than being alone and not working : : : financially,
I’m just not able to make ends meet, because I have
no income, I’m raising him on grant money, so if he
was there, supportive and giving us money, I’d be
able to give the child some of the things he needs.
(IDI; mother of a 12-month-old boy)

Discussion

This qualitative study aimed to describe the infant feeding
practices of mothers living in Soweto, South Africa, and to
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explore their perspectives on what influences these. Our
findings showed that, while mothers understood that
breast-feeding was beneficial, the duration of exclusive
breast-feeding was very short. The diversity and quality
of weaning foods was low and ‘junk’ food was commonly
given. Babies were routinely fed using bottles or spoons
and this often happened separately to family meal times.

Feeding practices in Soweto were strongly influenced
by a belief in the importance of feeding for health, with
an unwillingness to eat being a sign of ill health. As such,
it was common for mothers to force-feed their babies.
Mothers also believed that feeding solid food was neces-
sary to soothe babies. Feeding practices were highly influ-
enced by family matriarchs, and mothers did not believe
that fathers had a role in making feeding decisions.
Mothers did not feel supported by nurses and therefore
tended to lie about their feedingmethods at health facilities.

Mixed feeding and the early introduction of
solid foods
Exclusive breast-feeding has been a focus of infant feeding
literature in South Africa and, although some improve-
ment has been demonstrated, exclusive breast-feeding to
6 months remains rare(16,17). Continually low exclusive
breast-feeding rates have, to an extent, been attributed
to the historical focus on breast-feeding exclusivity for
HIV-positive women and therefore the stigma that remains
between exclusive breast-feeding and non-voluntary HIV
disclosure(11). Additionally, poor communication and train-
ing of health workers around policy changes have resulted
in a lack of understanding of the importance of breast-
feeding for infant health and development overall, as well
as of the dangers of mixed feeding(12,18). Without adequate
training and investment in the guidelines that they pro-
mote, health workers tend to provide dogged emphasis
on exclusive breast-feeding, seemingly removing any
choice from mothers and making open discussion and
support around infant feeding impossible(12). As demon-
strated in our study, a lack of support from nurses around
infant feeding behaviours can lead to distrust and dishonesty
between mothers and nurses. If exclusive breast-feeding
interventions are to be successful, equipping health workers
to educate and supportmothers in anopen and compassion-
ate way is essential to facilitating greater maternal self-
efficacy around exclusive breast-feeding.

The importance of an effective health workforce has
been recognised as a priority in South African literature
and is acknowledged globally as a part of WHO’s Baby-
Friendly Hospital Initiative which has, in part, been respon-
sible for positive trajectories in exclusive breastfeeding
rates in middle-income settings such as Brazil(17,19,20).
While the principles behind Baby-Friendly Hospital
Initiative are committed to by South Africa in our own
Mother-Baby Friendly Initiative, substantial inequalities
and disparities in implementation continue to isolate

the most vulnerable mothers and babies(18,21). In addi-
tion, while this intervention may successfully promote
breast-feeding initiation, mothers face numerous barriers
to sustained breast-feeding within their community and
home environments that require ongoing promotion
and support. Addressing these inequalities in the health
system and its support structures – particularly in low-
income areas and at community level – should be priori-
tised by government if the efficacy is to be improved and
sustained.

As seen in our study, complex and interrelated factors
influence whether or not a mother sustains exclusive
breast-feeding, with perceived breast milk insufficiency
and the inadequacy of milk alone, the use of food to
soothe, the involvement of other caregivers and the
pressure felt from family and/or community members
all contributing to the cessation of exclusive breast-
feeding(13,17,21,22). Nieuwoudt et al.(17) recently showed
that combined and complementary interventions at the
individual, family, community and health facility levels
are necessary to break the contextual barriers and norms
surrounding exclusive breast-feeding in South Africa and
promote breast-feeding self-efficacy in mothers.

In the Lancet’s breast-feeding series, Rollins et al.(19)

demonstrated that, across low- and middle-income
countries, adequate implementation of concurrent inter-
ventions across channels can facilitate substantial
improvement in breast-feeding rates, with combined
health system and community-based interventions shown
to increase breast-feeding exclusivity by 2·5 times. As high-
lighted by our study, community norms around mixed
feeding and the strong influence of family members –

and matriarchal figures in particular – should be targeted
to promote appropriate infant feeding guidance and
support. The development of well-trained peer support
networks, for example, has been shown to successfully
increase exclusive breast-feeding rates to 6 months of
age in countries such as India, Bangladesh and the
Philippines, with the frequency of contact between
mothers and peer counsellors being associated with
greater improvement(23). The Grandmother Project – a
non-profit organisation working to improve the health
and well-being of women and children in low- and
middle-income countries such as Senegal – also provides
useful methodology, specifically using a ‘Change through
Culture’ approach to utilise the role of grandmothers in
their communities for the improved health and well-being
of women and children(24). This approach has been
effective in strengthening the knowledge and advocacy
of grandmothers around nutritional health and promot-
ing timely and improved complementary feeding.
Additionally, in Brazil, mass media campaigns and social
mobilisation, alongside investment in human milk banks
and policies around kangaroo-mother care, have con-
tributed to improvements in exclusive breast-feeding
and should be explored in this setting(19,25).
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Weaning and complementary foods
While the early introduction of solid food has been
explored in the literature, the diversity and quality of the
complementary foods introduced during early life have
received less attention, particularly with qualitative
approaches and in African settings(26,27). However, as in
our study, data indicate that maize porridge and commer-
cially produced infant cereals are most commonly given
to South African infants, alongside liquids such as water
and tea below 6 months of age(27,28). In addition, porridge
is often diluted to produce a thin and/or soft consistency
that facilitates easier feeding, thus lowering the nutrient
density per serving(27). Use of grain-based ‘gruel’ and
starchy staples as predominant food sources during the
first 6–23 months of life is associated with poor growth
in early childhood(29,30).

The limited variety and quality of complementary foods
given to babies in our studymay, in part, be driven by a lack
of dietary quality and diversity in the home. However,
mothers’ perceptions that their babies did not like certain
foods (particularly vegetables) were also described to influ-
ence the weaning foods provided. As mothers associated a
baby’s willingness to eat and eating ‘well’ (i.e. eating
enough) with their health and well-being, they were
inclined to feed familiar and/or ‘junk’ foods that would
be accepted and promote ‘fullness’ rather than novel foods
that may be refused. In contexts such as Soweto, where
food insecurity plagues households and regular access to
high-quality, healthy food may be limited, mothers may
also be reluctant to offer novel food items to infants due
to the risk of refusal and, potentially, food waste(31).

Data from high-income settings show that familiarisa-
tion of new tastes through repeated exposure to novel
foods is important in encouraging acceptance of new foods
into the diet(32,33). This is particularly important for bitter
tastes, such as vegetables, which infants may refuse at
the first exposure(34). Specifically, greater exposure to
various vegetables during weaning has been associated
with reduced food fussiness and higher, more preferen-
tial, vegetable consumption in childhood(35,36). In addi-
tion, establishment of a ‘junk’ food driven diet by the
age of three has been associated with higher adiposity
as children age(37,38). This suggests that, particularly in
increasingly obese settings such as Soweto, exposure to
a variety of healthy foods, alongside minimal exposure
to junk food items, during the weaning period may be
important in shaping food preferences and establishing
healthier trajectories of dietary intake. Therefore, inter-
ventions that encourage and support mothers (and other
caregivers) towards timely and appropriate introduction
of novel foods may be central to shifting emerging dietary
preferences and patterns during the early years.

Feeding styles
In the era of increasing childhood obesity, there has been a
growing focus on the promotion of responsive feeding

which involves timely recognition and response by the
caregiver to the infant’s hunger and satiety cues(39). This
approach is associated with the development of appetite
regulation in infants and is believed to promote healthier
food relationships and reduce the risk of obesity across
the life course(40). Our study shows that mothers in
Soweto have a tendency towards non-responsive feed-
ing practices – including inappropriate responses to hun-
ger and satiety cues, taking excess control over feeding
‘events’ and/or being inadequately engaged in positive
feeding interactions(39,41). Such feeding behaviours during
early life have been associated with the development of
unhealthy food relationships and emotional eating behav-
iours, as well as the adoption of poor-quality diets(39). In
addition, non-responsive feeding behaviours – such as con-
sistent use of food to soothe – have been associated with
more rapidweight gain between 6- and 18months of age(39).

Responsive parenting interventions indicate that pro-
viding information and support to mothers can facilitate
more reactive and appropriate responses(40,42). Specifically,
guidance on contingent and developmentally appropriate
feeding practices has been associated with more sensitive
and structured feeding behaviours, as well as a reduction in
pressured feeding styles and feeding to soothe(40). Further,
group-based anticipatory guidance with mothers has been
shown to promote maternal self-efficacy and, therefore,
more protective feeding behaviours and interactions(42).
This suggests that targeting styles of feeding within com-
munities like Soweto through education and support
around responsive feeding practices may promote more
reactive and developmentally appropriate feeding inter-
actions, as well as the development of healthy appetites
and eating behaviours.

While the South African Department of Health provides
all mothers with a Road to Health booklet which is
designed to educate women in five key pillars for optimal
health, the nutrition-based content largely focuses on
breast-feeding and types of weaning foods, with a lack
of emphasis on responsive feeding styles and the impor-
tance of support structures around infant feeding within
the community. This, in addition to the effective use of such
resources at health facilities, as well as the implementation
of complementary health promotion messaging, should be
prioritised in future government interventions(43).

Engaging fathers in caregiving practices
and support
As seen in our study, much of the caregiving support
received by mothers in communities such as Soweto is
from their own mothers and grandmothers, with fathers
often being absent for a variety of social and economic
reasons(44,45). While the majority of mothers in our study
were single, they did not necessarily see the absence of
fathers as a challenge to caregiving (with the exception
of potentially providing financial support). This is common
across African settingswhere childcare and feeding practices
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are predominantly determined by cultural norms and
primarily enforced by the mother (or grandmother/
great-grandmother in some cases)(46).

While it may not be the norm in communities such as
Soweto, previous research shows that many mothers desire
greater involvement and support from fathers around infant
feeding(47). In addition, research shows that involving
fathers in feeding education may facilitate the adoption of
amore supportive paternal role, particularly related to finan-
cial and emotional support, protection of the mother–baby
dyad and encouragement to engage with health services(48).
As with family matriarchs, feeding information and support
services should increasingly engage fathers where possible
in order to establish optimal support structures for mom and
baby. Through better engagement of all familymembers, we
can therefore aim to reduce the isolation and uncertainty felt
by individual parents and grandparents and establish amore
cohesive and unified approach to infant feeding across
households and communities.

Strengths and limitations
Our study presents a unique exploration into infant feeding
practices during the first 2 years of life. Specifically, our
findings provide novel information on the context of exclu-
sive breast-feeding in South Africa and emphasise the com-
plex and entrenched factors that reinforce the low
likelihood of exclusive breast-feeding. In addition, by com-
bining this with exploration into parenting styles and sup-
port structures in Soweto, we use two complementary
qualitative approaches to provide a new dimension to
understanding infant feeding overall.

However, the study was not without limitations. First, the
FGD and IDI were conducted at our research site, and this
limited our ability to validate whether what was discussed
was really what happened in the community. However,
through engagement with mothers of infants at a variety of
ages and the use of rigorous data analysis strategies, wewere
able to depict major themes that were common across
groups and individuals. Our study only involved mothers,
rather than including other caregivers. Given the strong influ-
ence of other caregivers on infant feeding practices, future
research should explore the perceived role of these individ-
uals in supporting mothers around infant feeding, as well as
how thismay be enhanced to benefit infant health anddevel-
opment. As this was a qualitative study and only involved
nineteen participants, our findings are not generalisable to
the population of Soweto. However, as in all qualitative
research, our objectives were exploratory in nature and
therefore the three FGDand twelve IDIwere effective in cap-
turing experiences and perceptions of infant feeding behav-
iours and in reaching data saturation(49).

Conclusion

The study findings highlight three key elements that may
be useful for intervention development. First, a mother’s

confidence in her ability to exclusively breastfeed is
critical and support to foster breast-feeding self-efficacy
is much needed. Second, shifting the norms around
mixed feeding and the early introduction of solid foods
and promoting more responsive feeding approaches
should play a central intervention role. Lastly, engaging
family members – particularly grandmothers and great-
grandmothers, as well as fathers where possible – is
important in promoting more supportive household
and community structures around infant feeding and
empowering mothers to make healthier choices for their
infants. Given the complex interplay of factors influenc-
ing the ability of individuals to make healthy lifestyle
choices for themselves and their families, prioritising
the establishment of healthy appetites and eating behav-
iours in the early years is central to optimising the health
trajectories of current and future generations.
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