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ABSTRACT

Rapid Cessation of Exclusive Breastfeeding in Durbg South Africa: A Qualitative
Assessment of the Experiences of HIV-infected Motihe and the Perspectives of Their
Counsellors and Close Social Networks.

STUDENT: Ntombizodumo Mkwanazi
SUPERVISOR: Dr. Marina de Paoli
CO- SUPERVISOR: Prof. Johanne Sundby

FUNDING: The Quota Scheme and Globinf

BACKGROUND AND INTRODUCTION

At the end of 2007 an estimated 2.1 million chitdveere living with HIV/AIDS, and 2
million of those were in sub-Saharan Africa. lesimated that 90% of children living with
HIV acquired the virus through mother-to-child samssion (MTCT). The United Nation’s
Millennium Development Goal (MDG) number four isrexluce child mortality by two-thirds
from 1990 to 2015. In order for this goal to beiagbd PMTCT should be part of a
comprehensive approach in maternal and child healtices.

In the recent guidelines the World Health OrgamsafWWHO) has endorsed exclusive breast
milk as ideal food for all infected and uninfeciathnts from birth to six months because of
its nutritional superiority over commercial formsland the significant protection it gives
infants against acute and chronic illnesses. Witkpeacific support exclusive breastfeeding is
only practised by a minority of women worldwide.ns® studies have shown that with
enough support breastfeeding can be made safggthpromotion of exclusive breastfeeding
in communities where replacement feeding is not B6Aacceptable, feasible, affordable,
sustainable and safe).

AIMS AND OBJECTIVES:

To assess how HIV-infected women experience atlueggation of exclusive breastfeeding
To explore the perspectives of social networks bf-fected mothers when stopping
breastfeeding

METHODS: In-depth interviews with HIV-infected matts (n=16), counsellors (n=13) and
focus group discussions (n=68)

RESULTS:

HIV-infected mothers chose rapid cessation of esickibreastfeeding because they were
motivated not to infect their babies even thoughas extremely difficult. The counsellors
were also pro-breastfeeding therefore they inflednoothers’ choices. The counsellors did
not have much practical advice on how to stop bieeding. In the focus group discussions
the participants said that there need to be parfaily, and community involvement infant
feeding issues. They stated that it should be esipba that exclusive breastfeeding is for



everyone not just the HIV-infected mothers. Mixedding is a normal practice in the study
area and there is a lot of family and culturaluefice on a mother’s infant feeding choice.

CONCLUSION

The constantly changing infant feeding guidelinesanfusing. It is important for the policy
makers to acknowledge that a mother does notivgolation. When making infant feeding
recommendations there is a need to take into ceraidn that the mother is influenced by
her close social networks when she carries ouinlfi@nt feeding option.

SEARCH TERMS
Breastfeeding, exclusive breastfeeding, rapid ¢essdllV, AIDS, MTCT, PMTCT, early
cessation of breastfeeding, vertical transmissmahvaeaning

SOURCES
Pubmed, Google Scholar, Snow ball technique, Basiksinals, WHO/UNICEF/UNAIDS
websites, theses and BIBSYS



PROFILE OF SOUTH AFRICA
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Location

South Africa is situated at the southern tip ofi¢dr The neighbouring countries are Namibia,
Botswana, Zimbabwe, Mozambique and Swaziland. Sdéditita has three capitals: Cape
Town, Bloemfontein and Pretoria. The Western Catyeaf Cape Town, where the country's
Parliament is found, is the legislative capital.tiie Free State, Bloemfontein is the judicial

capital, and home to the Supreme Court of AppeaGauteng province, Pretoria, where the



Union Buildings and a large proportion of the cisérvice are found, is the administrative

capital, and the ultimate capital of the countrly.(1

The largest and most important city is Johanneslthegeconomic heartland of the country.
Other important centres include Durban and Pietatatarg in KwaZulu-Natal, and Port
Elizabeth in the Eastern Cape.(1).

History
On 27 April 2009 South Africa celebrated 15 yearslemocracy. In 1994 the country had
first democratic elections after being under whiteority rule which had racial segregation

policy known as apartheid. (1).

Population and Demographics

According to Statistics South Africa's mid-2006imsites, the country's population stands at
some 47.4-million. Africans are in the majority3at 7-million, making up 80% of the total
population. The white population is estimated atmillion (9.2%), the coloured population
is at 4.2-million (8.9%) and the Indian/Asian pagtidn at 1.2-million (2.5%). South Africa is

also commonly known as the rainbow nation becatigesersity and a very colourful flag.

Economy

South Africa is a middle-income emerging markethwatbundant natural resources, well-
developed financial, legal, communications, eneagy transport sectors, a stock exchange
ranked among the top 20 in the world, and a modefmrastructure supporting efficient
distribution of goods throughout the southern Adricregion. Economic growth has been
steady and unprecedented. Real gross domesticqir@@DP) rose by 3.7% in 2002, 3.1% in
2003, 4.9% in 2004, 5% in 2005, 5.4% in 2006 -highest since 1981 - and 5.1% in 2007.
In the fourth quarter of 2007, South Africa recatdés 33rd quarter of uninterrupted
expansion in real GDP since September 1999 - thgekt economic upswing in the country's

history.
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Health Indicators

Life expectancy at birth is 52 years. Under 5 y@aostality rate per 1000 live births is 67.
Maternal mortality rate per 100 000 live birth80 (2). Among adults (ages 15-49) HIV
prevalence was 18.3% in 2006. Evidence pointssigraficant decline in HIV prevalence
among young people (below age 20), where prevalenasel3.7% in 2006 compared to
15.9% in 2005 (3).
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ACRONYMS

3TC-Lamivudine (antiretroviral)

AFASS- Affordable, Feasible, Acceptable, Sustainable, S
AIDS- Acquired Immuno Deficiency Syndrome

ART- Antiretroviral Therapy

ARV- Antiretroviral

AZT- Zidovudine (antiretroviral)

BFHI- Baby Friendly Hospital Initiative

FGD- Focus Group Discussion

HIV- Human Immunodeficiency Virus

MDG- Millennium Development Goal

MTCT- Mother-to-Child Transmission

NRM- Narrative Research Method

NVP-Nevirapine (antiretroviral)

PMTCT- Prevention of Mother-to-Child Transmission
RF-Replacement Feeding

Sd-NVP- Single dose Nevirapine

UN- United Nations

UNAIDS- Joint United Nations Programme on HIV/AIDS
UNGASS-United Nations General Assembly Special SessioHIMAIDS
UNICEF- United Nations Children’s Fund

VCT- Voluntary Counselling and Testing

VTS- Vertical Transmission Study

WHO-World Health Organisation
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DEFINITIONS OF TERMS
AFASS-conditions for replacement feeding

Acceptable the mother perceives no social and cultural besrilike stigma and
discrimination to replacement feeding

Feasible the mother or family has adequate time, knowled#idls and other resources to
prepare the replacement food and feed the infat 4@ times in 24 hours

Affordable- the mother and family can pay the replacementdifge cost without
compromising the health and nutrition of the family

Sustainable there is a continuous and uninterrupted supplg dapendable system of
distribution of all ingredients and products neettedsafe replacement feeding, for as long as
the infant needs

Safe replacement foods are correctly and hygienicaltgpared and stored, and fed in
nutritionally adequate quantities

Bottlefeeding
Feeding from the bottle, whatever its contentscivimhay be expressed breast milk, water,
infant formula or another food or liquid.

Cessation of Breastfeeding
Completely stopping breastfeeding including suaklisually at 6 months to prevent MTCT
of HIV or sooner.

Complementary Feeding
The child receives both breast milk or a breasksnibstitute and solid or semi-solid food.

Cup feeding
The act of feeding an infant or child using a cegardless of what the cup contains.

Exclusive Breastfeeding

Feeding an infant only breast milk and no othauitlg, or solids not even water but the infant
may receive drops/syrups of vitamins, mineral sepynts or medicines that are deemed
necessary and essential for the child. When expdasslk is given the preferred term is
breast milkfeeding. This is recommended duringfitis€ 6 months of life.

Exclusive Replacement Feeding
Feeding infants who are receiving no breast milthaidiet that provides adequate nutrients
until the age at which they can be fully fed fanfopds.

Heat Treatment of Expressed Breast Milk
The method of expressing human breast milk andrweat specific temperatures in order to
destroy the HIV as a PMTCT strategy

Mixed Feeding

Breastfeeding as well as giving other milks (suslt@mmercial formula or home-prepared
milk), foods or liquids. In this context this re$eio the first 6 months of life and this type of
feeding is not recommended.

13



Mother-to-Child Transmission (*MTCT)

Transmission of HIV to a child from an HIV-infect@gbman during pregnancy, delivery or
breastfeeding.

Rapid Cessation of Exclusive Breastfeeding

Stopping breastfeeding abruptly and then completetyding it in order to avoid mixing
breast milk with other foods; this was a previdusl recommendation for PMTCT during the
first 6 months of life (4)

! For the purposes of this thesis the term MTCT haéllused because it has been consistently
used in published papers. However the term has bagoised because even though it
acknowledges that the source of the child’s HI\eation is the mother either during
pregnancy, delivery or breastfeeding. It seemgnorie the father’s role in transmission since
the mother might have been infected by her sexaraher or through contaminated blood.

14



CHAPTER ONE: BACKGROUND AND INTRODUCTION

The Global Picture of HIV and AIDS

There were 33 million people living with HIV at tle@d of 2007 according to the Joint United
Nations Programme on HIV/AIDS (UNAIDS)(5). Of alie people living with HIV, 67%
come from Sub-Saharan Africa and half of them aseen (5). At the end of 2007 an
estimated 2.1 million children were living with HIMIDS, and 2 million of those were in
sub-Saharan Africa (5). It is estimated that 90%toldren living with HIV acquired the virus
through mother-to-child transmission (MTCT) i.eridg pregnancy, delivery and
breastfeeding (5). In the absence of interventiikesthe antiretrovirals (ARVS), the risk of
(MTCT) of HIV is 20-50% with the highest rates letpopulations with prolonged
breastfeeding (6). An estimated 5-20% of infantshlio HIV-infected mothers acquire
infection through breastfeeding (4). Without apprate care and treatment 50% of newly
infected children will die before their second hitay (6).

There is a number of organisations that are joiatigl independently working together in
order to fight HIV/AIDS globally. United Nations @eral Assembly Special Session
(UNGASS) on HIV/AIDS has the following goals; theduction of paediatric infections by
50% and provision of prevention of mother-to-chiiahsmission (PMTCT) services to 80%
to those in need by 2010 (7). The United Nationidvinium Development Goal (MDG)
number four is to reduce child mortality by tworthd from 1990 to 2015 (8). In order for
these goals to be achieved, prevention of HIV itidecto pregnant women, mothers and
children including PMTCT should be part of a contygnesive approach in maternal and child
health services (4). Several PMTCT programmes baea implemented in most of the

countries including Sub-Saharan Africa (7;9-21).

In the recent guidelines the World Health OrgamsafWWHO) has endorsed exclusive breast
milk as ideal food for all infected and uninfectathnts from birth to six months because of
its nutritional superiority over commercial formsland the significant protection it gives
infants against acute and chronic illnesses (2@yvéver, it is also worth mentioning that
exclusive breastfeeding is not a common infantifegedractice in an African cultural context

including South Africa where mixed feeding is amd@1). Without specific support

15



exclusive breastfeeding is only practised by a miipof women worldwide (21;23;24). In
resource poor settings it becomes important to pteraexclusive breastfeeding because using
formula in such settings is even more hazardouthfobabies (1550me studies have shown
that with enough support breastfeeding can be meaftethrough promotion of exclusive

breastfeeding in communities where replacementrigad not AFASS. (12;14;15;25).

The Global PMTCT Overview

The two-thirds of all MTCT is accounted for by tesuntries (6). These are South Africa,
Uganda, Kenya, Tanzania, Zimbabwe, Mozambique, idigPemocratic Republic of Congo,
Ethiopia and India. Except for India all the ab@eeintries are in Sub-Saharan Africa (6). The
WHO first issued recommendations for the use of ARWMgs for PMTCT in 2000. By the
end of 2006, 71 countries had implemented natiBMiTCT programmes and they had
defined their country specific policies and straged6). Globally about 11% of HIV-infected
pregnant women received ARVs to prevent MTCT byehe of 2006 ranging from 77% and
29% in Eastern Europe and Latin America to 3% &dr2West Africa and South Asia
respectively (6). In Sub-Saharan Africa the pransdf maternal ARV prophylaxis for

MTCT has more than doubled from 2004 to 2005 enthiree of the most affected countries;
Namibia, Swaziland and South Africa (6).

Treatment Regimens

In order to prevent MTCT of HIV mothers can take\VAduring pregnancy, delivery and
after delivery. The infant should also receive ARM®r delivery. According to the PMTCT
guidelines the mothers’ and babies’ regimens shbelds follows (6);

Mothers’ and Babies’ ART Regimen

The HIV-infected mother is supposed to receive ¥udbne (AZT), Lamivudine (3TC), and
Nevirapine (NVP) twice daily during pregnancy, laband after delivery. The infant is
supposed to receive AZT for seven days excephiocases where the mother received less
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than four weeks of ART during pregnancy, then thiant is required to receive AZT for four

weeks.

Mothers’ and Babies’ ARV Prophylaxis

At 28 weeks gestation (pregnancy) or as as sopossble thereafter the mother is supposed
to take AZT twice daily. During labour she is suped to take single dose Nevirapine (Sd-
NVP) and AZT/3TC, and after delivery for seven dtalee AZT/3TC. The infant is supposed
to receive Sd-NVP and AZT for seven days.

The South African HIV and AIDS Situation

South Africa is one of the countries that is mastly hit by HIV and has the sixth highest
prevalence of HIV in the world (26). It is estimatiat 5.7 million people are living with

HIV in South Africa, approximately 3.2 million aveomen and 280 000 are children between
0-14 years (3). The HIV prevalence among womemditg antenatal clinics was 29% in
2006 compared to 30.2% in 2005 (3). Local stasdtiom 2006 indicate that KwaZulu-Natal
Province had the highest recordings of 37.4% (27).

In 2001 the South African government implement&MaIrCT programme (26). Since the
inception of PMTCT services, more than 90% of priyraealth care centres have provided
PMTCT services. Local statistics show that from2692006 70% of antenatal clinic (ANC)
attendees were counselled and tested for HIV. Tywartpercent were HIV-infected and they
received Nevirapine (28).

In 2008 the then South African Minister of Healtsued a statement th&Recent research
and advice from experts now suggest that dual therarecommended. After consultation
between Department of Health and experts it waglddahat the PMTCT guidelines should
be revised and that dual therapy using Nevirapineg Zidovudine (AZT) should be used
instead of Nevirapine only for the PMTCT of HI{28).

This may have led to a more determined and compsderesponse to HIV and AIDS
pandemic after years of mixed messages from thehSducan Ministry of Health and a lot
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of confusion and mixed messages prior to that (Pi7¢. old Minister of Health was replaced

and there was a promotion of a National Strate@a EINSP) with clear targets for

prevention, care and treatment to save lives. TBE Bkt a target of 100% national coverage

in the public sector antenatal services sites @&9229).

The Current South African PMTCT Services Packageraother services include (28);

Promoting acceptability of VCT

Promoting routine offer of VCT

Providing appropriate regimens to PMTCTof HIV aaing to the risk profile based
on HIV test, CD4 cell count and clinical staging

Providing other appropriate treatment such as figoatunistic infections (Ol)
management, nutritional support and antretroviratdpy depending on CD4 cell
count, nutritional status and staging

Providing individualised counselling on safe inféeeding practices

Providing infant formuldor at least 6-months for women who meet AFAS Saat
and who opt for exclusive breastfeeding, and inwWey ensures that women have
formula when they stop breastfeeding for PMTCT psgs

Early infant HIV-testing using HIV Polymerase Ch&leaction (PCR) at 6 weeks
(intergrated with Expanded Immunisation ProgramBfef) 6 weeks visit irrespective
of feeding option

Repeat HIV test to HIV negative infants after céisseof breastfeeding

The South African Infant Feeding Guidelines

In 2001 when PMTCT services were implemented intisédrica the counsellors were

following the 2000-2005 UN recommendation thathen replacement feeding is acceptable,

feasible, affordable, sustainable and safe (AFASS)dance of all breastfeeding by HIV-

infected mothers is recommended. Otherwise, exeliseastfeeding is recommended during

the first six months of life and should be theralidinued as soon as feasiblé&eurthermore

it stated that when HIV-infected mothers choosetaodireastfeed from birth or choose to stop

later they should be provided with specific guidaaad support for at least the first two years

of a child’s life to ensure adequate replacemesdifeg (4). In 2006 the UN recommendations

were updated, and currently state that; 6 months if replacement feeding is still not S5A
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continuation of breastfeeding with additional coempkntary foods is recommended, while
the mother and a baby continue to be regularly sssé. All breastfeeding should stop once a
nutritionally adequate and safe diet without breasik can be provided” (22)South Africa

is now following the current guidelines. The ditface between these guidelines is that while
the former proposed rapid cessation of exclusieastfeeding, the latter states that cessation

should be gradual until the child can receive aggadte and a safe diet.

Core Functions of PMTCT in KwaZulu-Natal's Departnm of Health

The KwaZulu-Natal’'s Department of Health has furtsigoulated that the core function of the
PMTCT is to reduce maternal and child mortality duéllV/AIDS and improve the care of
the HIV positive mother and her child (30). Thisitns to do by reducing maternal and child
morbidity and mortality due to HIV/AIDS. The maiale of the PMTCT services is to
address the impact of HIV/AIDS through; advisoggifitation and initiation, coordination
and integration, capacity building and supportiveanagement, as well as monitoring and

evaluation (30).

Rationale

Even though the guidelines now recommend graduappesed to rapid cessation of
breastfeeding it was still important to do morelgatve studies on how the women
experience this process of stopping breastfeedirRMTCT strategy. The reality in South
Africa demonstrates that it is difficult for alldiHIV-infected mothers to avoid breastfeeding
due to various reasons like the fact that breaditigas a norm (31) and women sometimes

fear being stigmatised for not breastfeeding (32).

When this study was initiated in 2005 the infargdi®g guidelines were still recommending
rapid cessation of breastfeeding until they werdatgd in 2006. Even though cessation is no
longer rapid but gradual it was important to expliibecause there are other conditions other
than safe water and enough complementary foodsrtaké cessation of breastfeeding work
or not work. These include, dealing with a cryirap¥, engorged breasts and addressing
guestions from others on reasons why the moth&osping breastfeeding irrespective of

whether cessation is gradual or not.
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In 2005 we conducted a study (which preceded tlastbts Thesis) in South Africa and
explored how the HIV-infected mothers experiendetlgrocess of rapidly stopping
breastfeeding as part of the PMTCT strategy (33).ddhducted in-depth interviews with
mothers before, during and after they had attemiatatbp breastfeeding rapidly. We also
interviewed counsellors in order to assess what &irinfant feeding advice they were
providing the mothers. We sought to determine Wivat of support the mothers need and
receive from their close social networks in ordemake this seemingly challenging process

of stopping exclusive breastfeeding more feasible.

On reflection, we realised that the 2005 studyrditifully investigate the emergent theme of
social networks of HIV-infected mothers and howythrdluence infant feeding choices made
by women. The mothers were hiding their status ftier family members and thus not
receiving support they needed. It was also cleatrrttost women were struggling during the
period of rapid cessation of exclusive breastfegdinsix months because they received very
limited practical about the actual process. Froeititerviews the counsellors revealed that

they did not have much practical advice (33).

Women are not alone in making the infant feediagslons. It is important to recognise that
the HIV-infected mothers do not live in isolationthheir families, and the society at large
have a strong influence on how they make theiminfeeding decisions. Social norms and
family expectations are significant constraint&formed choice and implementation of
feeding options. Experiences from pilot PMTCT peogmes and research studies have
shown that one of the main challenges to enablinhgikfected women to implement

antenatal feeding preferences has been to raiss aod community awareness (3;15;21)

This influence of social networks on mothers’ dbito stop breastfeeding became the focus
of the follow-up study. In 2008 we explored theropns of significant others through focus
group discussions (FGDs). By significant othersmean the people in an HIV-infected
mother’s life who have influence on decisions thatmother makes. We wanted to
complement the in-depth interviews from 2005 stadg fill the existing gaps. The aim of the
FGDs was to gain deeper insight and understandamg participants’ perspective, in this
case about issues surrounding the rapid cessdtexchusive breastfeeding. In 2005 we
conducted only one FGD using the Narrative Resesliethod (NRM), in 2008 we conducted
five more FGDs. The NRM will be explained in detatier.
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The importance and influence of mothers’ socialoek cannot be underestimated when
attempting to change behaviours, yet to date veltiittle attention has been given by the
policy makers to the attitudes of significant conmityyand family members , especially with

regards to cessation of breastfeeding.
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CHAPTER TWO: LITERATURE REVIEW

Before conducting the study | did a search foruah¢ literature on the quantitative and
gualitative studies that have been conducted otofhie. The focus of the literature review
was: 1) implementation of infant feeding guidelingsexclusive breastfeeding in South
Africa, 3) early cessation of exclusive breastfagdind 4) effect of HIV on infant feeding
practices. It is difficult to find literature thatst deals with rapid cessation of breastfeeding.
This is due to the fact that as a PMTCT strategydraessation goes hand in hand with
exclusive breastfeeding therefore you cannot dssthus other without mentioning the other

one.

Implementation of Infant Feeding Guidelines

Doherty et al conducted a prospective cohort gtetite study in South Africa which
assessed the effectiveness of the WHO/UNICEF/UNBR&AIDS guidelines on infant
feeding for HIV-infected women. They used semi-cired questionnaires. These were the
findings. Only 13% of those who intended to exalalt breastfeed managed to do so by 12
weeks, the rest were mixed feeding. The charatitarisf women who were intending to
exclusively formula feed or exclusively breastfeld not differ that much except that those
who chose exclusive replacement feeding had a higred load. Despite counselling,
mothers’ infant feeding intentions did not app&abe influenced by economic and
environmental conditions like availability of waténel etc. Some women who were not

meeting AFASS criteria during counseling sessidisse replacement feeding (25).

The strengths of this study were that it took placan urban, peri-urban and rural settings
and that reflects the diversity of South Africaristy. It was the first study to attempt
providing a practical definition for UN infant feld) guidelines according to the authors’
knowledge. The study’s weakness is that some adsesa-partum MTCT could have been
wrongly attributed to postnatal transmission dueddy testing between 3-4 weeks according
to the authors (25).

Coutsoudis et al wrote a review paper on thregelaohort studies on exclusive

breastfeeding (31). They found that exclusive lifeading was associated with a three-to

22



fourfold decreased risk of MTCT compared to nonkesige breastfeeding. The risk of

MTCT and death was similar whether infants werenidea fed or breastfed from birth. Early
cessation of breastfeeding was associated witeased risk of morbidity and child mortality
in infants born to HIV-infected mothers (31). Theppr also addressed the provision of free
formula in poor communities and concluded that ilsnot improve the health status of the
mothers but it will increase poverty levels. Thisuld be due to morbidity and mortality risks
associated with formula feeding. The authors ofpidyeer argue that instead of trying to
reverse the poverty, what is needed is to haveptwoesses running parallel These processes
are developing safer infant-feeding options foaiis of HIV-infected mothers and at the

same time develop poverty alleviation programmés. (3

Evidence has shown that providing free formuleaclwater and electricity so that
replacement feeding is AFASS is not the solutionMd@ CT (31). There are a lot of other
underlying issues that need to be considered liketological, economic, social, cultural and
political context in which breastfeeding is embetifi&l). Even though exclusive
breastfeeding is not widely practiced in the depilg world, with skilled support from well-

trained infant-feeding counselors this can be asfde (31).

In a study by de Paoli et al which investigated waia views on infant feeding options for
HIV-infected women in Tanzania, 500 women partitgoan surveys and that was
complemented by six focus group discussions witlvdgen (16). It was found that 82% of
the women patrticipating in the surveys said thay tlvould choose infant feeding formula if
they were found to be HIV-infected provided thegeieed it free of charge whereas in the
FDGs participants were concerned about the negagaaions they would receive from their
communities if they were not breastfeeding (16 H&Ds participants also questioned the
safety of exclusive breastfeeding followed by raggdsation as an MTCT strategy but at the
same time they said they would follow such advroenfthe healthcare worker if they were
infected in order to prevent MTCT of HIV (16). Comimg both quantitative and qualitative
methods helped to address the topic in differegtemnthereby providing more insight. The
weakness of the study is that the participants’ Eidus was unknown therefore it is difficult
to conclude how those women who are HIV-infectedlydeel about the infant feeding

advice for HIV-infected women.
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Exclusive Breastfeeding in South Africa

Coovadia et al conducted a non-randomised inteiecbhort study of 2722 HIV-Infected
and HIV negative women attending ANC in South Adrig his study was conducted in seven
rural clinics, one semi-urban clinic and one urblmc. They found that infants who were
mixed fed were nearly 11 times more likely to acgumfection than the exclusively breastfed
children. The strengths of the study were thatess\sights combination of rural, semi-urban
and urban were representative of South Africarerdity. The combination of home visits

and clinic visits also strengthened their data.

This study achieved a higher rate of exclusivastfeeding than other studies because it
provided intensive exclusive breastfeeding supthwaugh home visits. The analysis methods
were very well explained, and the very large nund§&722 participants strengthened their
data (14). This study confirmed that exclusive btieding is safer than partial and mixed
breastfeeding but there need to be more focus wrlis exclusive breastfeeding can be
achieved. The weaknesses of this study are théted)ent home visits might have prompted
mothers to over report exclusive breastfeedinguartter report mixed feeding and 2)
intensive infant feeding support that was providgdhe study in an operational setting might

be very expensive and time consuming in a non-tipea setting (14).

Early Rapid Cessation of Exclusive Breastfeeding

Kuhn et al conducted a quantitative study on tieces of early, abrupt weaning on HIV-free
survival of children in Lusaka, Zambia (34). A tatamber of 958 HIV-infected women

were randomised into two groups; 481 were randas$ygned to a counselling programme
that encouraged abrupt weaning at 4 months wiisbther 477 were randomly assigned to a

programme that encouraged continued breastfeedimasflong as women chose.

The authors expected that the babies that weargdveould have higher infection rates.
This was due to the fact that rapid weaning is @ased with increased levels of HIV and
mastitis therefore any exposure to breast milkraytiis time maybe associated with an
increased risk of infection. This might seem coimfgdbecause the mothers were supposed to

have stopped exposing their infants to breast emfavay, but the infant feeding practices in
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Zambia indicate that prolonged breast feedingrieran. Early cessation of breastfeeding was
not universally accepted in the study populatioly @approximately 70% in the intervention
group managed to wean their infants early.

The findings of the study were rather surprisingvds found that there was no significant
difference between the groups in HIV-free surviag24 months. Between 4 and 24 months
the rates of postnatal transmission were not sggmfly different. Children who were already
infected with HIV before weaning had significamiprse outcomes if they were assigned to
the group that stopped early. After this studyab#ors concluded that early, abrupt
cessation of breastfeeding should be avoided inré®wmurce settings. This conclusion is
consistent with the current updated WHO recommenwldhat breastfeeding with
complementary foods should continue for HIV-infecteomen if replacement feeding is still
not AFASS (22).

The weakness of the study is that it is possikae e 70% that claimed to have stopped at 4
months did not but continued breastfeeding whie gliving the formula and weaning food
that they were provided with. This could have ledheir outcome being the same as those of
the control group which was mixed feeding. The artghmentioned it themselves that in
Zambia prolonged breastfeeding is a norm (34). strength of the study was that women in
the intervention group were prepared for weanirtyeand provided with infant formula and

fortified weaning food.

Another breastfeeding study was conducted in Céteick in 2005 by Becquet et al (11).
This was a prospective cohort study that assessmpbility of exclusive breastfeeding
cessation to prevent HIV transmission through hresl&. Structured questionnaires were
used. There were 557 HIV-infected pregnant womeo wére investigated. The findings
were that; 1) only 5% of the 557 HIV-infected wonsrcceeded in practice of exclusive
breastfeeding until weaning in 3-4 months, 2) womwéo did not succeed had fewer living
children and had advanced stages of HIV diseas&)ling in shared housing and having
delivered at home were associated with failurénefgroposed intervention (11). This study
defined infant feeding methods very well. The wesdaof the study is that qualitative
approach was not used but it could have also beghoged with HIV-infected women’s

close social networks.
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In a qualitative study that we conducted in SoutiicA which assessed how HIV-infected
mothers planned and experienced breastfeedingtmsaad how counselors facilitated this
process. We conducted in-depth interviews witltdidnsellors and 16 HIV-infected mothers
(33). We also had one FGD with 14 participantsudeig community members and health
workers. The findings were that both the counsedoisthe mothers expressed concerns
about practical issues like social consequencexiaded with early cessation of exclusive
breastfeeding. In this study it was also appateattguidance that acknowledges cultural
context and psychological stresses involved dutimgperiod is urgently needed to direct

policy, training, and service delivery (33).

The strength of this study is that it had flexiyilin the sense that it allowed the experiences
of the mothers to determine the direction of therwiews e.g. there was no standardized
number of interviews scheduled, it depended on &/hethe process of rapid cessation the
mother was thereby capturing the whole transitiotil the mother completely stopped
breastfeeding. The weakness of this study is thigtthe mothers and counselors were
interviewed, other people who are involved in mgkimfant feeding decisions like

grandmothers could have been included in the irervas well.

A gualitative study which explored the perspediaed experiences of mothers and their
communities of early breastfeeding cessation ialidarare, Zimbabwe was conducted by
Lunney et al (18). This was a prospective cohardgtvith 43 breastfeeding mothers, 8
health workers, and 29 community members usingeptidinterviews and FGDR.was

found that; 1) motivated mothers can wean earlgvé&h out of 12 who had intended to stop
after receiving HIV- negative results at 6 montrenaged to do so. 2) eight out of the 11 did
not have access to replacement milk. They therefioded up feeding the infants fermented
porridge and very thick porridge. 3) main motieatfor weaning was prevention of
transmission. 4) the most common barrier to eadgning was shortage of nutritious food
according to 12 out of 15 mothers that were in@m&d in one group. 5) none of the mothers
believed they could afford formula. 6) several neoghwere sceptical of heat treating their
milk because they did not understand the heatiigatethod and they said it was time
consuming. Heat-treating of the milk refers to arotPMTCT strategy of heating expressed
breast milk in specific temperatures in order tetaw®y the virus. The strengths of this study
were that they combined in-depth interviews withOF® strengthen results. One week long

infant feeding workshops were conducted in the halsip strengthen health workers’ infant
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feeding counselling skills after the study was ¢oded. The weakness was that there was
more focus on food shortage, and not so much grapaéon and the experiences of HIV-

infected women.

Another quantitative study was conducted by Gogd et South Africa (35). This study
investigated the feasibility of complete breastfiagaessation in three governmental PMTCT
sites. Six hundred and sixty five HIV-infected &iB HIV-uninfected women and their
babies were recruited from ANC before or at a tohdelivery. The national recommendation
at the time was that they were supposed to stagstieding rapidly at 24 weeks as a
PMTCT strategy.

The study found that only 39-44% women that weeeficing exclusive breastfeeding
adhered to this recommendation. Women reportedgsbpeablems immediately after
stopping. Engorgement, inflamed and tender breests also reported at the time of stopping
breastfeeding. The other finding was that earlgagsn of breastfeeding may carry no
significant benefit for HIV-free survival. The sarfieding was reported in study that was
conducted in Zambia (34). The strength of the siudy that it took place in three diverse
settings in South Africa. The weakness is thasthey could have also explored reasons for
adhering and not adhering qualitatively.

Effect of HIV on Infant Feeding Practices

In South Africa, Doherty et al explored how the H¥¥ndemic has affected the infant feeding
experiences of HIV-infected mothers using in-daptarviews with sub-sample of 40 HIV-
infected mothers from a prospective cohort (21e $tudy sites were in three of the nine
South African provinces. These were the findingthefstudy; most of the mothers were only
able to maintain exclusive breastfeeding practioea short time due to various health
system constraints. Five key findings characteris&ht feeding experiences of HIV-
infected mothers; 1) protecting the child, 2) thituience of health workers and significant
others, 3) hiding the truth, 4) realities of freenhula milk, 5) self efficacy- being HIV-
infected led to feelings of social isolation, daspad powerlessness (21). The strengths of

the study were that; 1) it captured many anglébe¢anfant feeding dilemma caused by
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HIVand 2) the interviews were conducted in local @referred languages of the mothers as

they took place in three different provinces.

More recently Sibeko et al in another South Afristudy investigated the enabling and
challenging factors impacting on infant feedinggpies in communities with high HIV
prevalence through in-depth interviews and obsemaif mothers (36). There were also
discussions with health service providers. Theystadnd that mixed feeding remained a
common feeding practice and that the availabilftfr@e formula did not guarantee exclusive
formula feeding but led to inappropriate feedinggbices and that disclosing HIV status at

home made it easier to practice exclusive breatitigg36).

In a review article, Coovadia and Bland acknowlettge there is a dilemma in developing
countries to make infant feeding choices in acamcdavith social, cultural and economic
circumstances in the face of HIV pandemic (24).yTague that the most pertinent issue in
the populations affected by HIV is to weigh the drals of MTCT through breastfeeding
against increased infant mortality and morbidityotlgh exposure to formula milks (24). It is
not enough just to say that formula milk does rentenHIV therefore avoidance of
breastfeeding is the answer for all HIV-infectedmem and at the same time exposing infants

to other risks associated with formula milk (24).

There have been studies on how HIV-infected wonxgeence exclusive breastfeeding but
very few on rapid cessation. Most of the studiesifoon the definitions of infant feeding
methods, explanations of the UN guidelines buelig known of the actual experiences of
women who try to use rapid cessation of exclusreasifeeding method. More needs to be
done to illustrate how cessation of breastfeedargle achieved and how HIV-infected
mothers can stop breastfeeding safely. In a coumttylimited resources like South Africa,
most women do not meet the AFASS requirementsejadacement feeding (15).

28



CHAPTER THREE: PURPOSE OF THE STUDY

Main Aims and Objectives (2005 Study)

To assess how HIV-infected women experience rapig@gsation of exclusive

breastfeeding
To explore infant feeding advice provided by the amsellors

To explore the role of local community and local a& workers in supporting

HIV-infected women in this strategy

Main Aim and Objective (2008 Study)

To explore the perspectives of social networks ofIM-infected mothers when
stopping breastfeeding

Specific Objectives (2005 study)

To describe perceptions and attitudes to abrupiaties of exclusive breastfeeding
and early weaning amongst HIV-infected mothers
To explore the attitudes of local community andltheeare workers to infant feeding

options for PMTCT e.g. exclusive breastfeedingowkd by rapid cessation

Specific Objectives (2008 study)

To explore what kind of support can be offered tvihfected mothers who have

chosen exclusive breastfeeding with the intentiostapping early
To explore how the community at large can be supgoto exclusive breastfeeding

To explore enablers and barriers to exclusive biessding and stopping
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The specific objectives led to the following resdaquestions;

Research Questions (2005 study)
What kind of infant feeding advice do the HIV-infed mothers receive?

What kind of support do HIV-infected mothers needig rapid cessation of exclusive
breastfeeding?

What are the main problems when stopping exclusigastfeeding at six months?

Research questions (2008 study)
How can the close social networks of HIV-infectedthers support them during cessation of

breastfeeding?

How to make the process of stopping breastfeedimige inearable?
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CHAPTER FOUR: METHODOLOGY

The 2005 Study Setting
This study was conducted in three clinics and argpital in Durban, KwaZulu-Natal

Province in South Africa. The interviews were coctéd from April until October in 2005.

The main research site was at the KwaDabeka Comynidealth Centre (CHC). KwaDabeka
CHC is situated at KwaDabeka Township in eThek{ihnirban) Health District. It serves a
population of approximately 175 000 people whodesnh KwaDabeka catchment area. There
are also eleven other clinics which are under Kwsda CHC but only two of those;
Clermont and Halley Stott clinics were selectedrilftahill Hospital which is a nearby

referral hospital was also selected. Breastfeedipgactised in the area. KwaDabeka CHC
follows Breastfeeding Hospital Initiative (BFHI) @mvas the first CHC in KwaZulu-Natal to
be awarded Baby Friendly status in 2000 and aslsasta long tradition of supporting
breastfeeding (37). KwaDabeka CHC was also onkeosites for the large cohort the

Vertical Transmission Study (VTS) by Coovadia efdd). The above sites were selected
because the staff working there have already beesitssed about research. This was because
there had been research conducted in those cbefcse. In addition, the infrastructure of
those clinics was better equipped to accommodatehereas other clinics in the area have
serious shortage of space.

The 2005 Study Design and Participants

Sixteen HIV-infected mothers were sampled, ninenftbe provincial PMTCT programme,
and seven from the clinical research setting th& Ve conducted a qualitative study using
sequential in-depth interviews before, during afteraapid cessation of exclusive
breastfeeding with HIV-infected mothers. We alsplered infant feeding guidance provided
by 13 counsellors through in-depth interviews. Ninensellors were from PMTCT and four
from the VTS. We wanted to compare the routineisesvfrom the provincial programme

with an operational research setting. All the callnss that were interviewed were trained in
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both breastfeeding and HIV counselling. In additiloey also perform infant feeding
counselling. The participating counsellors wereeasto refer the mothers to us for
recruitment; PMTCT counsellors referred the motliensn PMTCT programme and VTS
counsellors referred mothers from the VTS for rénrant. We also conducted one focus
group discussion with 14 participants. Includethis FGD were five community health
workers, two grandmothers/ mothers-in-laws, twabtieeding mothers, one HIV counsellor,
two professional nurses, and two male partner&fatiThe FGD participants were recruited
through our liaison with the KwaDabeka CHC managdmend they were able to refer us to
relevant people like the supervisor of the commuinéalth workers (CHWSs). The CHWs
helped to recruit other participants. We approadhecdealth staff including professional
nurses and counsellors ourselves and invited tlogparticipate. The FGD was conducted

using the Narrative Research Method (NRM) whicH tél explained in detail later

The 2008 Study Setting

The study in 2008 was conducted in KwaDabeka Mpaidy Library Hall. The participants
were from the KwaDabeka catchement which also deduClermont area but excluded the
other areas from the 2005 study. This was dueddditt that there was already a relationship
with the supervisor of the CHWSs in KwaDabeka CHQvas convenient to communicate the
study in the area where we had already done prewviauk in 2005. In the short time
allocated to Master Thesis fieldwork, it was goiage difficult to go through all the logistics

of asking permission to conduct the study in theptareas.

The 2008 Study Participants

In 2008 five focus group discussions involving keynmunity members like community
health workers, breastfeeding mothers, grandmathesthers-in-law and partners were
conducted. These FGD patrticipants were identifredugh the already existing collaboration
between the KwaDabeka CHC and community health @erkwho are visiting homes in the
community everyday. Once identified, they were e=ted to participate. Those willing to do
so were asked to provide signed consent form. Towpgsizes varied from 9-15 and

altogether (n=54) participated. In addition the NRMsls used with the same participants
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The Study Design

This was qualitative research. There is no agredéididon for qualitative research but it has
been defined as “an inquiry process of understanidased on distinct methodological
traditions of inquiry that explore a social or hum@oblem” (38). Qualitative research takes
place in a circle which includes; data collectidata analysis, developing a working
hypothesis, reporting and identifying a problem #mns circle is discontinued only when
saturation is reached (38). This study employeditatise methods; the in-depth interviews
and focus group discussions as well as the NRM.ifteeviews, FDGs as well as the NRM

will be discussed in detail below.

The Interviews

The interview is described as a conversation thatahstructure and a purpose (39). One
might argue that the interviews do not give a pisture because different participants might
give totally different views on the same scenaviothe contrary the richness and the strength
of the interview lies exactly there on its abilibycapture different views of the same matter
(39). There is no single answer to the same quesTiais is the reason why the interview is
referred to as a craft that, if well carried out teecome an art (39). The main disadvantage of
the interview is that data collected is enormous tame consuming but with good time
management that can be sorted (40).

The interviews that we conducted lasted for ad@umninutes to one and half hours. Research
tool like an interview becomes important so thatsearcher clearly thinks about the
guestions she or he might want to ask in ordente the interaction a purpose. For this study
we piloted one in-depth interview with one mothdrosad already stopped exclusive
breastfeeding rapidly as well as one in-depth ui¢ev with one counsellor. This way we

tested that the questions were acceptable andstoddrclearly.
The advantage that we had with interviews is they granted us liberty to use open-ended

guestions. That gave the participants freedom poess themselves freely and comfortably

but at the same time we endeavoured to steer theviews back on track if they moved away
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from the topic. This however was done cautiouslgrigher not to offend respondents or make

them uncomfortable.

The number of interviews we had with each mothegea from 1-5 depending on where in
the process of rapid cessation of exclusive breedihg she was and, how she was coping at
the time. Some mothers were interviewed only oremabse they had already stopped
breastfeeding while others were interviewed befdueing, and afterwards. Even more
sessions were scheduled if the mothers were stiljgling with stopping breastfeeding. One
mother even though she had intentions of stoppiagdifeeding rapidly at six months, could
no longer do so because she received five monsidiseof the baby and which indicated that
the baby was already infected. She therefore coaditoreastfeeding and we could not

interview her about cessation anymore.

Both the mothers and counsellors were good infateé we consider the definition of good
participants provided by Dahlgren et al that thegl ko be still actively participating in the
culture of interest except for three of the 16 nreashwho had already stopped breastfeeding
but were recalling their experiences (38). Evemugfiothey were no longer ‘active’ they

provided valuable information.

The disadvantage that we had while conductingritexviews with mothers was that we were
using both English and isiZulu and translating dtameously. This can disturb the flow of
the interview and meanings are sometimes lostimstation but, for us the translation also
became an advantage in the sense that it helpadckegping the interview on track as the
participants automatically ended up waiting for titaaslation before proceeding. In this way
we were prevented from interrupting or cutting ihile they were still speaking which can

easily happen in any interview.

We scheduled two-three interviews per week in otdedlocate enough time and started
transcription immediately. After 32 interviews wité mothers we reached a point of
saturation as we could no longer find substangal mformation. We interviewed all the

counsellors that were available in the study sites.
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Focus Group Discussions

The second method which was used was focus gr@gpshions. A focus group discussion is
defined as a research technique that collectstdadtagh group interaction on a topic
determined by the researcher (41). What makes fgp@ugs unique to other qualitative
methods is the social interaction that occurs betwhe moderator and participants and how
they feed off of each others’ responses (41). Thelevprocess is facilitated by the moderator
who is there to steer the discussion in the ‘rigiréction and also make sure that all
participants get a chance to air their views. Bigwdints that share similar characteristics like
geographic location, culture, occupational stagtisnicity etc. are brought together. These
shared characteristics are seen as social gluadidatfluidity and depth to discussions (41).
These are also referred to as control characteyias they are common to all groups (42).

The advantages of focus group discussions arett@it;cost is relatively low and they
provide quick results. Their results have high &aalidity’ because the method is readily
understood, the findings appear believable (40& FGDs can increase the sample size of
gualitative studies by allowing more people toterviewed at one time (40). The main
disadvantage of focus group discussions is the pdweamics that can be found in one group
despite the social glue. The other disadvantagethat there is huge amounts of data that
needs to be transcribed, translated and interprateblalso with good time management skills

and proper allocation of resources that can becovee (40).

Different people were brought together in a grotipey had a specific topic that is defined by
the researcher which they had to focus on. Thetopthis case was rapid cessation of
exclusive breastfeeding. | was the moderator fidioalis group discussions conducted in this
study. As a moderator | had to be aware of the lpaopo dominate discussions so that other
participants did not ‘lose their voice’ so to spelvaluable information was obtained
through focus group discussions in the issue atlre@ssation of exclusive breastfeeding.

In this study ethnicity, geographical area, bressting knowledge and breastfeeding
experience became the ‘social glue’. However tinenee differences which impacted
negatively like their positions in the society.dar study for instance some community health
workers came wearing uniform and that became agba@®ne of the participants who was a
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breastfeeding mother even said they know more dwadl ko assure her that there was no right

or wrong response, all their views were important.

It was very difficult to find male participantsé&m one group we only had one male. |
noticed that he was feeling overpowered by many &oand encouraged him to speak. That
was done tactfully because at the same time | didvant him to feel that he was being put
on the spot. The ages of the participants variech21-70. There was no way of avoiding
such a big variation because we wanted to includedmothers who play a very significant
role in infant feeding decisions at home. We warnteelxploit the wide range of experiences
including involving breastfeeding mothers who hapgakto be young because of teenage
pregnancy which is a reality in South Africa. Betanscious of this variation made us extra
cautious and tried hard to make everybody comftatabough to air their views and
therefore it did not appear like the age differenioepacted negatively on the groups but it
could have.

We had a very large number of participants e.gnbgimum number we had in one group
was 15 participants. That might seem too big xplained in the beginning that it was
important that we respect one another and not sgiedde same time. We were using a small
digital tape recorder and since we were sitting oircle it was explained that before anyone
speaks they should use it as a microphone ancimidly order was established and

maintained. In our study the FGDs participantsd8&ranged from 8-15.

The Narrative Research Method (NRM)

Narrative research refers to any study that usesalyzes narrative materials (43). A central
focus of the NRM is the development of a generdlizase study illustrating the
circumstances surrounding and situations concemmigdividual’s experience of the issue

(in this case a mother’s experience of rapid cessaf exclusive breastfeeding ).
The NRM allows for more flexibility and opennessc@ people are playing out roles and they

can hide behind this role in order to freely sayathey could not have said maybe if they
directly faced with some questions. Thus, a prineugrall aim of using the NRM in this
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study was to illustrate different ‘pathways’ withetpotential to differentially affect women’s
infant feeding practices. Under supervision theugreeviewed and developed a hypothetical
case of a breastfeeding HIV-infected mother wholdesen advised to rapidly stop exclusive

breastfeeding.

In our role plays for instance we had participagsume the role of an HIV-infected mother
and her close social networks e.g. the fatheretthld or partner. These ‘actors’ had to even
adopt the terminology that would be used by sudpleein real life. What was interesting

was that even though there were no scripts therdiiit participants on different days played
out the scenarios in almost the same way depiethmag was really happening in the society.
lllustrating the kind of issues that an HIV-infedt@omen deal with in their everyday
existence. In almost all the role plays the merevgartrayed as womanisers and the audience
agreed that the scenes that were acted out weyeaadrstic of the situation in the study

areas.

“The use of narrative methodology results in a uaignd rich data that cannot be obtained
from experiments, questionnaires and observati¢t)j. Narratives should not be taken at
face value, as complete and accurate representdtieality. However, stories are
constructed around a core of facts or life evergsallow a wide periphery for the freedom
of individuality and creativity in selection, addm to, emphasis on, and interpretation of
these ‘remembered facts’ (43). It was up to theéigpants to shape the story as they see fit,
and to ‘fill in” what they felt were the most imgant factors and players in a given situation.
Volunteers from the focus group discussion playeylépisodes from the narrative, while
others in the group critique the narrative play dadelop and change it until they feel that it
accurately depicts a likely story outcome. Throtlghstorylines the issues, dynamics and
factors influencing an HIV-infected mother who le®n advised to stop breastfeeding
rapidly were explored.

The disadvantage of the NRM is that the case stuliyited by focus on a single generalised
case profile however this can be fixed by askirggarticipants to construct stories around
several character types that are representatitheecfocio-demographic profile of the study
population. (44). In our role plays for there wasva driver, policeman, and those are the

most common occupations for men in the study area.
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Theoretical Model

We collected data according to the Grounded Thewthod. The theoretical root of
Grounded Theory, symbolic interactionism was dgwetbbetween 1920 and 1950 at the
Chicago School of Sociology by Glaser and StradSs The basic assumptions of the
symbolic interactinism are that human beings asttd things on the basis of the meaning
those things have for them. These meanings anse tie interaction one has with one’s
fellows. These meanings are handled and modifiemugh an interpretive process by the
person dealing with things that are encountered.aiim of the grounded theory is to generate
theoretical frameworks which explain the colleatiadia (45). According to Dahlgren et al,

one of the most ambitions in the Grounded Theopr@ach is to discover something new,
and the ultimate aim is to develop new tools toarsthnd new types of problems and to cope
with new situations (38). We used interview guitiebelp us remember the points that we
wanted to explore. The Grounded Theory proposdstieaesearchers ideally should go to
the field without preconceived ideas. However, wpegienced that this was quite a challenge
because of our pre-knowledge of the topic. We tagdnuch as possible to put this
knowledge aside and be open to new knowledge.

Data Collection

In 2005 interviews with the counsellors took platall the sites mentioned. The study was
first explained orally and study information shests also given, after which signed consent
was sought. The counsellors were assured thatjpation was completely voluntary. We

first interviewed counsellors and that made it dasyhem to have an idea of the type of
mothers we were looking for. The interviews witle ttounsellors were conducted by my
supervisor in English. All the counsellors that eezquested to participate did. The
interviews with counsellors took place in their neelling rooms when there were no more
clients in the afternoon. The counsellors were tsked to refer the mothers who were about
to stop exclusive breastfeeding to us for recrutim&here was only one interview scheduled

for each counsellor and these lasted for 40 minotad®out an hour.
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For the mothers’ interviews the counsellors orgashiooms in all the sites where we could
work without disturbances, but disturbances arendda happen in a public place like a clinic
because people are always knocking and seeking@alpunny days it was even more
conducive for us to find an isolated area outsiutk @vay from the buildings in order to
minimise disturbances. | had translated the stoftyrination sheet and consent form from
English to isiZulu (the local language) and it lzdgb been back translated by other
independent translators from isiZulu to English aras verified by my supervisor that they
had been translated properly and the meaning hialdeem lost during translation. | explained
the study orally in isiZulu and went through thdwinformation sheet and Zulu consent
forms with all the mothers after which signed caniseas sought. | explained to the mothers
that participation was completely voluntary andytixere not going to be ill-treated in any
way if they did not want to participate. All the thers that were referred to us agreed to
participate. My supervisor asked questions in Ehgli translated them to the mothers in
isiZulu, then mothers responded in isiZulu ancihslated the mothers’ responses to my

supervisor in English.

The 2005 NRM took place in a municipality hall ite@nont. The 2005 FGD was conducted
in both English and Zulu because | was co-facitiatvith English speaking co-facilitator
while my supervisor was taking notes. All the papéants could speak English and they were
informed that they were free to use isiZulu or Estghnd | was available to translate if and
when the need arose. Most of them were comfortgi®aking isiZulu, therefore I translated.
We needed the co-facilitator because we were legihie NRM and she was an expert in it.
The 2008 FGDs took place in KwaDabeka Library Hall .the interviews and discussions

were tape recorded with participants’ permission.

Procedures and Analyses

Collecting data through the grounded theory methnedns that there were following the
model of five phases as described by Starrin @@l These five phases do not strictly
follow each other but they may run parallel eadfeatThe first phase defines the scope of
the problem. In this case we were investigating boevHIV-infected mothers experience
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abrupt cessation of exclusive breastfeeding. Wee\atmnted to explore the perspectives of the
health workers as well as those of the motherseckncial networks. This was done through
the in-depth interviews and FGDs.

In the second phase we sought new perspectivedhvéthelp of information and
observations collected in the first phase. Firallyhe interviews and discussions were
transcribed verbatim and then they were enteredQmqten Code software (47). We started
coding and patterns began to emerge as were calfiegvere going back and forth because

we were still continuing with the first phase aradnd) more interviews.

In our case we did not do the third phase as desttiby this five phase model because we
felt that in a way through the second phase, (@dire could see which themes were
emerging. In the fourth phase we searched systeatigtfor indicators through selective
coding. Through this process it became easierdtesyatise the main categories that were
emerging from the data. We then entered the lasdglvhich is phase five. In phase five we
constructed concepts and established relationanééke connections with all the data through
what stood out throughout all data collection; ititerviews, the FGDs and the narrative

research methods.

Ethical Considerations

Inclusion and Exclusion Criteria

In 2005 the mothers had to be HIV-infected andteastfeeding with the intention of

stopping rapidly at six months or had recently pampexclusive breastfeeding. The
counsellors had to be providing infant feeding c®allimg in the participating clinics. All the
participants had to be willing to have their iniews tape recorded and they all had to sign an

informed consent.

In 2008 study the participants were relevant comityunle-players regarding cessation of
breastfeeding. They had to be willing to take pathe role-plays and have all sessions tape
recorded. Having no breastfeeding knowledge andllimgness to sign a consent form or

make a thumb print was an exclusion criterion.
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Informed Consent and Confidentiality

Signed consent form was one of the requirementthéparticipation in the study. | took
about one hour to go through the study informasibeet with the participants and obtained
informed consent. Only the researchers have atoedkthe information obtained from all

the discussions and strict measures have been talpgatect this by removing their names
from the transcripts and calling them by their sodeg. mother etc. A digital tape recorder was
used in 2008, and after all the data was trangféa¢he personal computers with passwords

only known by the researchers all the discussicgreweleted from the recorder.

Vulnerable Individuals

Some participants by the virtue of being women lagidg HIV-infected fall under vulnerable
individuals. This however was not be used to expl@m in any way, it was thoroughly
explained that nobody was forced to participatenigs research, and if they chose not to
participate that was not going to be used agadmeshtin any way and they could stop
participation whenever they wished to do so. In®2pAarticipants were given ZAR100 (South
African Rand). All the 2008 participants were giveBR00 to cover their transport and one
day’s earnings they might have lost by participgtimthe study. It was emphasized that they
were not being paid to participate in the reseletause no amount of money can be put to
their valuable input. Even though it was mentiotieat there would be reimbursement for
transport in the information sheet the amount wapgsely not included. This was done in
order not to lure participants with money becabgestudy information sheet was distributed
to community health workers before so that theyl¢onderstand the type of participants that

were needed. We also provided tea and lunch.

The mothers might have felt obligated to particgpatthe study since they were referred by
the counsellors. None of the mothers that werdedvio participate refused to participate in
the study. The counsellors could have also felgabéd because before talking to them we

had to ask permission from the sister-in-chargeel\oing through the study information

sheet and consent form it was emphasized thatjmation is voluntary.
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Ethical Clearance and Approval

Ethical clearance was obtained from the UniversitilwaZulu- Natal's Research Ethics
Committee. Ethical clearance from the Regional Caters for Medical Research Ethics
(REK) in Norway was also granted. Permission todemh the project in the study area was

also obtained from KwaDabeka CHC Management
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CHAPTER FIVE: FINDINGS

DEMOGRAPHICS OF THE PARTICIPANTS

These are based on the 2005 in-depth interviewd RIRM as well as the 2008 FGD and
NRM role plays. The characteristics of the paraais will be presented in tables below.

The Mothers (2005)

The 16 mothers were from KwaDabeka, Clermont, ieflitott, as well as Marianhill. Their
ages ranged from 20-35 years. Half of the mothadsitmmigrated to KwaZulu-Natal
Province from Eastern Cape Province which is inSbath of KwaZulu- Natal. They had
immigrated in order to join their partners who cam®urban for work. They live in the
hostel near KwaDabeka CHC with their partners. €heko are from the Eastern Cape are
originally isiXhosa speakers but they were acclyapeaking isiZulu with isiXhosa accent
so there was no difficulty in understanding thenth&stwo languages are almost the same.
The other half were originally from KwaZulu-Natdlwo out of 16 had completed high
school and only one had had tertiary educatiore Rad primary schooling and eight had
high school education. The educational level wat/flow, only two had completed high
school. The rest had primary and secondary schipabnly two were employed, the rest
were not working. There were seven who were coimgp#nd those are the ones who had
joined their partners in the hostels. None of tlwehrars were married. There was a high level
of cohabitation among those who have joined thaitners in the hostels. Even though they

might be in stable relationships sometimes theygtafford a wedding.

The counsellors (2005)

The 13 counsellors were working at KwaDabeka, CtertnHalley Stott clinics and
Marianhill Hospital. Their ages ranged from 22-%58ey had all finished high school and
three of those from the research setting were@isi@ssional nurses. Seven of 13 had
breastfeeding experience themselves as motherg.Wére all females.
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Table 1

Sample Characteristics for 2005 participants

Age Mothers n=16 Counsellors=13
16-20 2
21-29 12 6
30-39 2 1
40-49 2
50-59 4
Attending Provincial/VTS 9/7 9/4
Previous breastfeeding 10 7
experience
Education
Less than 8 years 5
8-11 years 8
Completed 12 years 2 5
Tertiary Education 1 8
Marital Status
Single 9 8
Cohabiting 7
Married 3
Widowed/Divorced
Employment

2 13
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The FGD/NRM patrticipants (2005 and 2008)

The 2005 FGD was the most diverse group in ternt®ofmunity roles. There were
community health workers, professional nurses, Bhddunsellor, male partners,
breastfeeding mothers, grandmothers, mothers-in-Téa& community health care workers
were used to recruit other community members bectiey go to the community everyday
and they were also invited to participate if theysshed. Even though they are employed by
the clinic they said they do not get a salary lokive a stipend to cover basic needs. Except
for the professional nurses and an HIV counselierrest of the participants were
unemployed. There were only six male participatws;in 2005 and four in 2008. There is a
difference between the mothers in 2005 and FGDscjgnts in the marital status. We had a
high number of married participants in FGDs. Thoald be due to the fact that most of the
FGDs patrticipants were CHW who are local peopleyTdre wives and mothers in the study
area. Most of them were also older than the motinens 2005.

There could have been selection bias as they weraited by CHWSs. They could have
picked their friends even though they were askddado so but bring people with
knowledge and views on rapid cessation of exclusreastfeeding. They could have had

different views from other people in the community.
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Table 2

Characteristics of 2005 NRM paricipants n=14

Age Number
21-30 4
31-40 3
41-50 5
51-60 1
61-70 1
Sex

Male 2
Female 12
Community role

Community health workers 5
Breastfeeding mothers 2
Grandmothers/ Mothers-in-law 2
Professional nurses 2
HIV counsellor 1
Fathers/ male partners 2
Marital status

Single 8
Married 4
Widowed/ Divorced 2
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Table 3

Sample Characteristics of 2008 close social netwak=54

Age

21-30 9
31-39 22
41-50 13
51-60

61-70 3
Sex

Male 4
Female 50
Community role

Community health workers 24
Breastfeeding mothers 5
Grandmothers/ Mothers-in-law 13
Fathers/ male partners 4
Breastfeeding experience 49
Marital status

Single 22
Cohabiting 15
Married 15
Widowed/ Divorced 2
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The findings will be presented according to fowarttes reflected in the study objectives.
These themes are:

A: Mothers’ experiences

B: Counsellors’ advice

C: Close social networks

D: Cultural influence on infant feeding patterns

A: Mothers’ experiences

Reasons for choosing rapid cessation of exclusiveehstfeeding

Many mothers chose rapid cessation of exclusivadtieeding because they believed that the
breast milk is the best food for the babies. Théigw@ated that breast milk has all the
nutrients that the baby needs. All of the mothard they chose this method for the safety of
the baby.

“I chose breastfeeding because it is the best wdged your child, and it helps the child
grow strong. Breastfeeding is safe it makes thie grow strong”
(28 year old-HIV-infected mother)

“I continued with exclusive breastfeeding becaluget motivated when | saw her looking so
satisfied all the time....Really there was no nieeane to give something else. | just stuck
with this method”. (22 year-od HIV-infected mother)
Most mothers also strongly believed that brea#t miquite safe (in terms of MTCT) if
mothers follow advice from the clinic of not mixégkding. Some mothers also pointed out
that they appreciated that they could feed thdiidsafor a short period of time as opposed to

not breastfeeding at all.

“You love your baby so much that you really dowant him to be infected. Therefore you
have to follow the advice from the clinic...Evethd baby gets sick after stopping
breastfeeding, at least you know that he got tbhadation”.

(28 yedd HIV-infected mother)
Some mothers also said they chose rapid cessdtexclusive breastfeeding because they
had enjoyed breastfeeding their previous babies wiwhen they got to know their HIV

infection.
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Another rationale reported by some of the mothexs thiat they had chosen breastfeeding
because that is what they were told by the coumrselMost of them had made their infant
feeding decision alone. However, their decision stasngly influenced by the advice that
they had been given at the clinic. Aobedient- to-the- clinicand ‘do-as-you-are-told
attitude was often expressed among the mothers.Wés also evident in some of the

counsellors’ interviews.

“I was told that it is safe, very safe to breastfet give the baby breast milk only. They told
me that if | give breast milk only the baby wilkhe infected. | was told that it is safe, very
safe to breastfeed... to give the baby breast milk dimney told me that if | give breast milk
only the baby will not be infectéd (27 year old HIV-infiexd mother)

Most mothers did not have specific advice on howuccessfully stop exclusive
breastfeeding. They said you just have to be cotachdnd persevere because stopping
breastfeeding is a very painful process. Theyxlessed that it is not easy. Some mothers
just said you have to be brave and be preparempabseastfeeding. And never take things

for granted that it will be easy.

“I tried not to put the baby back on the breast bwas difficult even my family was not
used to me not breastfeeding. | knew my secretesowhen they were scolding me |
persevered because | knew what | was doing it arathé safety of my child. In the end my
baby got used to it.” (31 year-old HIV-infected mother)
Most mothers chose rapid cessation of exclusivadtieeding because of economic reasons.
They expressed concerns that they could not attoldiy formula therefore it was better to
start by breastfeeding even just for six monthyTielt it would be better to get formula the
free formula milk after six months. This would mehat they will only have to worry about
formula for 12 months instead of 18 months if tegrt with formula from birth as the baby
needs milk for 24 months. Even though the goverrmpmvides free formula for six months
in South Africa, some mothers chose exclusive bieeding because they feared that free

formula is sometimes unavailable in the clinics.

Most mothers were dependent on their partnergriantial support. Some mothers chose
rapid cessation of exclusive breastfeeding for sgcreasons. They were uncertain about the
future as they did not know what would happen &ythroke up with their partners since their

partners were their main source of income.
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“I thought he might run away after | had deliverdek baby.... Or when he hears that | am
HIV-positive. Therefore | decided to breastfeedaose | would | not be able to afford to buy
the formula milk without his financial suppbrt (23 year-old HIV-infected mother

Challenges to rapid cessation of exclusive breastfging

All the mothers expressed a crying baby as the mastrating and difficult challenge they
experienced when they were stopping breastfeetity. the crying baby also came sleepless
nights. It was very emotionally draining for the timers to watch their babies cry. One of the
mothers reported that she had never seen her tnyress much as they did when she stopped
breastfeeding. She felt so sorry and sad for theebaAnother mother reported that when the

baby cries there are even labour pains that are fel

“You know why the baby is crying; he is crying foathe is used to and you know that there
is nothing you can do. And when the baby is crymgbecome irritable yourself. You get
frustrated. You may even want to hit the babyosohave to know that you do not do that..
You have to be gentle and patient and brave ansegpere, because you know why you are
doing this... Do not be short tempered...think aboaistifety of your child”.

(20 yedd HIV-infected mother)

“As the baby has been used to the breast it willstieep at night when you have stopped. You
can no longer quickly feed the baby. At night yduhave to sit on your buttocks and comfort
your baby. The hands will get tired from holding thaby. The baby has been used to breast
milk and now it is no longer there for the babyeTaby will refuse everything, it does not
want anything else...the baby cries a lot and yowehasit up cuddling the baby until your
hands hurt at night” (31 year-old HIV-infected mother)
The interviews with the mothers clearly revealeat they suffered from emotional pain of
seeing their babies cry. They were subjected taiphlpain as well during rapid cessation of
exclusive breastfeeding. They told us that thesiabts caused them a lot of pain when they
were full from not removing the milk. The breagtattare not nursing get very full thus
causing pain, according to the mothers. The motiszd the words painful, engorged, hard,
heavy, leaking and full to describe the state eflireasts during cessation. Some mothers also
reported headaches, fever and upper back pains.li&fere stopping breastfeeding some

mothers were already anticipating the problems thight experience with their breasts.

“Stopping breastfeeding is extremely painful. Mgdsts were so painful and this lasted for
about the whole week. They became so big becagngdilted up. It gets so painful that you
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cannot even wear a bra. You have to stop wearibngaauntil you get relieved from all the
pain”. (27 year-old HIV-infectetbther)

“l got so sick | had to lie down. | had headachiesier, and engorged breasts”.
(27 year-old HIV-infected mother)

“The breasts get so painful that you feel like lgelny yourself and not with others”.

(35 yeald HIV-infected mother)
Mothers also suggested wearing a bra and a tighvteen sleeping. This they reasoned that it
makes breast inaccesible to the baby was one gahativice given by some mothers.
Another suggestion was to leave the baby with thergpeople so that the mother does not

see the baby cry and then be tempted to put the limatk on the breast.

“I put the bra at night so that the baby cannot chany breasts. And when he cries | have to
wake up and give him all the attention” (27 year- old HIViéeted mother)
Some mothers had heard of different remedies thaeldaise to alleviate the pain like taking
pain killers, expressing the breasts, and puttegcubes on the breasts. Drinking a sour drink
like Lemon Twis{South African soda) was also suggested by soniker® They said it

helps to dry the milk from the breasts so thatiteasts do not produce milk anymore.

“Lemon Twist worked for me. | tried it and the bitsasgere not that painful”
(22 yedd HIV-infected mother)

Another suggestion by some mothers was the usesiir salt. Epsom salt is used as a
laxative which makes people pass a lot of fluidsrfithe body. The reasoning behind is that
when a person loses water the breast milk alss dpdrom the breasts. Putting frozen
cabbage leaves on the breasts was also suggestad felief of engorgement. Feeding the
baby a lot before bedtime was also another suggebti some members so that the baby

sleeps through the night.

“I heard from one lady who was stopping breastfagdhat you can drink Epsom salt, so |
drank it. It makes you pass water more. Howeverhairsure if it works because | started
drinking it very late in the process .. my breagése not producing much milk”.

(27 yedd HIV-infected mother)
Yet another suggestion for putting the baby offlitheast was by applying chillies and aloe
vera on the breasts. The idea behind this pradtitteat when the baby tries to put the breast

in the mouth the chilly or bitter taste will puinhioff and he will avoid the breast altogether.
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Other suggestions were using warm compresses tsagashe engorged breasdsie of the
mothers suggested expressing breastmilk over amfope We probed for tationale for this
and we were told that because if you do that tteeaebelief that breast milk will dry up from
the breasts .

“You can put aloe on the breasts.....It is this vpldnt with thick and thorny leaves. You
break it and there is very bitter water that coroas You put that on the breast and the baby
will taste it and then leave the breasts” (27 year-old HIV-inted mother)

B: Counsellors’ Advice

All of the counsellors that were interviewed weegywpro-breastfeeding. They articulated
that they would opt for rapid cessation of excladiveastfeeding if they were HIV-infected.
They would do so even if they could afford replaeaetrmilk because breast is best and it has

all the nutrients.

“I would choose exclusive breastfeeding even driially stable because formula milk does
not give the baby those nutrients in the breast’mil (27 year-old counsellor)

The counsellors because they were pro-breastfedditi@n influence on the mothers’ infant
feeding choice of rapid cessation of exclusive stifeading. Counsellors from both settings
expressed varied attitudes about how HIV-infectedwen should choose whether to
breastfeed (and then to stop rapidly) or not. Mdshe counsellors (12/13) believed that
exclusive breastfeeding followed by rapid cessatvas very safe (if there were no cracked
nipples), but they were aware of the difficultiagolved.

“Mothers choose breastfeeding because we havehela that it is the best milk for the
child”. (36 year-old counsellor)

“The mothers choose breastfeeding if the counselboivinces them that breastfeeding is
good”. (2ar-old counsellor)

“1 just tell them that if the child is given breasilk only, there is no entry point for the HIV-
virus.” (43 yedd counsellor)

The counsellors from the provincial programme dtlimave confidence that the mothers
could adhere to exclusive breastfeeding with rapsgkation. They consistently reported their

doubts on whether mothers practise their infardifegechoices at home.
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“l wouldn't say that is really common for them todide to just to stop breastfeeding. A
mother who is breastfeeding has a strong bond kethchild and she will find it very difficult
to cut that bond...out of 100 mothers, | think that maybe 25 manageadtly practise
exclusive breastfeeding for six months. [Silend&)d out of these 25, may be 5 manage to
practise rapid cessatioh. (55 year-old counsellor)
Counsellors from the provincial programme were uarawf, or how, mothers managed to
stop breastfeeding rapidly and about other feednagtices at home. This was different from
the operational setting counsellors who were foll@amothers every two weeks after

delivery.

“They only come here once a month. | have neverierped that a mother comes back to us
and asks for help because she does not managepdtastfeeding. No, never. They just do
it home in their own way (22 year-old counsellor)

We found that most counsellors had two specifia@b/to give the mothers. These were
expression of breast milk and early introductioup feeding. This would make the baby
accustomed to the cup thereby making cessatioreastfeeding a smooth transition. A few
counsellors advised mothers to gradually decrdasaumber of breastfeeding times as a
practical strategy that the mothers could use. Smuasellors also advised mothers to
prepare a variety of complementary foods. This wdnd done not to bore the baby with same
foods during transition.

“You need family support and maybe if you can baraggd from your baby and the baby
can sleep with someone else” (41 year-old counsellor)

“1 so wish there was a place like a creche wheréharstcould leave their babies during this
time.” (28ay-old counsellor)
There were negative attitudes associated with egprebreast milk that were reported.
Inasmuch as the study area is pro-breastfeedinggVer, putting breast milk in a shared
refrigerator was not viewed as an acceptable behaty other family members. One
breastfeeding mother even said that breast milsigusting therefore she could not express

and cup feed when she was preparing for the tiangeriod.

C: Close Social Networks

According to most participants in FGDs stigma il atbig issue despite the fact that there

are many HIV-infected people in South Africa. Itsxaso reported that for women not to
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breastfeed in the usual way (beyond six monthshtg seen as a sign that they are HIV-
infected. Most of the participants in the FGDs méga that it might be seen as problematic

for a woman to stop breastfeeding at six montrsaaltionally most women breastfeed for
about two years. Some counsellors also reporwdiiany teenage mothers who are still at
school only come to the clinic when it is quietethe afternoons (as the mornings are usually
crowded) in order to avoid stigma when they havietch the free formula. The free formula
that is available in the clinic is another sourtst@ma, as it is common knowledge that it is

only received by HIV-infected mothers.

“Most pregnancies are teenage ones...16-19 yeargvoa stigma they come to collect milk
at the clinic after school when it is a bit quiethey tell white lies at home in order to avoid
stigma”. (36 year-old counsellor)

Most participants in FGDs reported that one ofrdesons mothers might struggle with their
choice of exclusive breastfeeding and stoppingdtgpis because they have not disclosed
their HIV status at home. Most HIV-infected mothereur study had only disclosed only to
their partners. Some participants in FGDs repditatithe mothers of HIV-ifected daughters
are usually supportive when their daughters (HI¥ééted mothers) disclose to them but
others have difficulties. . It also seemed thatdgheere various reasons given by mothers for
not disclosing their status to their family membetiser than perceived stigma. Some mothers
felt that it would be too much a burden for theamomothers if they heard that they had a
fatal disease. In some cases the decision nosbtbode was to spare family members some

emotional pain.

“It was easier to disclose to my partner than mytimeo because she has a heart condition.
think this would destroy her”. (28 yedd-bl1V-infected mother)

“No, no, no, | will never disclose to my parentaJyowhen | am unable to walk! It is because
of my mother’s attitude. | have seen how she behanaind HIV-infected people. She has a
really bad attitude she will tell me that | am réagpwhat | sow”.

(30-year old HIV-infected mother)

Not disclosing their HIV status at home made itextely difficult to exclusively breastfeed,
and then stop. It also made it difficult to recenexessary support to adhere to their infant
feeding method. Communicating their infant feedimgntions to the family members also

became difficult without disclosure.
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“I have to take my baby with me all the time in@rtb avoid mixed feeding by my other
family members. | had this problem at home becthesewere ..., whenever maybe ...when
they were eating breakfast in the morning they daoake a slice of bread and give to the
child but, I would snatch that from him and giventsomething else to play with. Even if he
was full they would still want to give him bread”. (20 year-old HIV-infected mother)
With disclosure also come blame. Some of the metfeared that if they disclosed they
would be accused of bringing the disease to thatnprs. Most of the mothers said that their

partners refused to have an HIV test after theglaléed their status to them.

“Sometimes you speak with a young mother and stleratands everything you tell her, , she
tells you how she’s going to feed the baby andsymport her but the problem is she has to
go back home, and at home she’s got her own muatheis used to breastfeeding in another
way and mixed feeding. So even if she disclos#® toommunity health worker, at home
eh....she hasn't disclosed maybe then she face#8caltly because the mother will say; "I
raised five of you like this, this is how you aoceng to feed your baby”. (55 year-old CHW)

“It's not easy if you haven’t disclosed but if ybave disclosed it's much easier. If you
haven't disclosed you'll leave the breastmilk n&itldoes not last for an hour and you are
gone for a long time and then if you haven't diselbyour mother will just take anything
sugar solution or water and just give to the babyiything but if you have disclosed then
they will know that the baby doesn’t take this #md and this” (24 year-old FGD mother)
Most participants in FGDs shared the view thatdlsgrould be more partner, family and
community involvement in breastfeeding awarenesgpeagns. They said in these campaigns
it should be emphasized that exclusive breastfgddinthe first six months is for everyone,
not just the HIV-infected mothers. The FGDs papeits proposed that formation of
breastfeeding support groups can be instrumentalping mothers cope with exclusive
breastfeeding challenges. This was the reasomiphasizing family involvement so that the
baby gets attached to other family members otheaar jiist the breastfeeding mother. Family
support , involving the father and involving peop@resenting the close social network were
viewed as pivotal factors to enable HIV-infectedti®os to practise exclusive breastfeeding
for six months and to stop rapidly. Community inkehent and restoration abuntu
(humanity) by getting involved in one another’'siness was another suggestitiuntuis a
South African concept from Zulu word meaning hurhanihis concept emphasizes
togetherness and interconnectedness of people. $@BiEs participants felt that ubuntuis

instilled there would be less HIV related stigma.

Some mothers also felt that if they had supportigedn the process when they were stopping
breastfeeding it may have been easier. They faltittmothers encouraged one another to
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exclusively breasteed and then stop rapidly, pertiagy could succeed. They emphasized
that for support groups in order to work suppodugs in order to work should have income
generation opportunities like gardens and craftwbriact some CHW reported that they had

already initiated such support groups and that thene working well.

“I think the support group will help.... Because ewehen | was pregnant and knew that |
was HIV positive | felt that | needed that supmpdup so that | could have somebody to talk
to, and explain what | was going through”. (28 year-old HIV-infected mother)

D: Cultural influence on infant feeding patterns

Most FGDs patrticipants reported that the most commfant feeding practice in the study
area was mixed feeding regardless of a woman’sdtdtus. They cited foods like porridge,
butternut, pumpkin, mashed potatoes, sour creamlwiiwn bread and grated chicken
breasts as some of the foods fed to babies baforamiths. They said these foods can be fed

to babies as early as six weeks in some homes.

“To be realistic, women have not undergone trainisg they usually mixed feed”.
(57 year old professional nurse)

Some FGD participants felt that there is a stramgify influenceand pressure to mixed feed
especially from grandmothers and mothers-in-lavan@mothers are in charge of the
households and they usually have the last worlerirtfant feeding decisions despite what

the mother had opted for. In most cases grandnetrerthe ones who take care of the babies
in the mothers’ absence. The mothers-in-law wese adported to have a lot of authority
including infant feeding decision matters. The neoshin-law were also responsible for

conflict resolution in the household The grandmaotread mothers-in-law are usually not

updated with the current information on how infastieuld be fed as per national guidelines.

“It happens sometimes that the grandmothers donaott to learn new things because if the
grandmother sees that the baby has been weanedfibreast, you will hear her say “Put
the baby back to the breast! Why have you remowe@We know about breastfeeding
because were breastfeeding while your fathers wgging gold in Johannesburg mines long
time ago”. 1(gtear-old CHW)

Some participants said that if you only give breask there is a perception that you are a
bad mother. The normal common practice is to greagtmilk with something else like
porridge, butternut etc. Exclusive breastfeeding vegorted to be practised by only a few in
the society even though breastfeeding was common.
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“If you just give the baby breast, the people wdly you are treating the baby badly, you are
a harsh mother”. (23 year-old FGD math
Traditional beliefs were also reported by par@eifs in FGD to play a major role in most
mothers’ infant feeding practices. It was repottet sometimes even though the HIV-
infected mother can accept her status, other famégnbers might tell her she has been
bewitched. She can even stop breastfeeding beshadaelieves that there is an animal
isilwanesucking her breasts. This is also one of the mmsimon breastfeeding myths among
African communities in South Africa. There is aibkthat there is a supernatural being with
demonic spirits that comes and suck breastfeedoten's breasts. For this reason the
mother stops breastfeeding because she does nbherdpaby to share breasts with the
supernatural being. This is a common challengedfbgethose who promote breastfeeding in

the communities including the CHWS.

Giving enemas to infants is also another commoatigetamongst African communities in
South Africa. Usually it is the grandmothers or heys-in-law who are responsible for
administering these enemas when they ‘cleansenisf&iving enema refers to giving some
fluids or traditional medicine anally. This praetigoes against exclusive breastfeeding as the
baby is only supposed to receive only breastmitkle first six months. Traditionally
grandmothers and mothers-in-law like to give theasemas as early as six weeksas part of the

‘cleansing ceremony’ to the newborns.

Another concern which was expressed by the CHWsark-GDs was of that of conveying
the infant feeding messages of the constantly dhgrguidelines to the community. They
said they appreciate the importance of conductsgarch but they felt they lose their
credibility in the community. For instance befoney were told to say mixed feeding is
dangerous and that has changed, they now havetoi&ge gradual cessation of

breastfeeding.

Some participants in FGD and counsellors statetkiieasociety where the study was
conducted is patriachal. It is a predominantly &uZArea. The Zulu culture is very patriachal
whereby the man of the house usually has the lasd.Wsually the women are submissive.
In addition to being patriachal, women in the stadya also assume a subservient position
because of their financial dependecy on men. Tlake® disclosure and negotiating safe sex

very difficult. Some of the counsellors and pagasits in the FGD stated that sometimes
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women might agree to HIV-testing without their p&s’ approval. However, they may not
communicate their results for the fear of blameh®gyr partners. Respecting and holding men
in the highest regard is part of the Zulu cultund patriachal society according to participants
in FGDs and some counsellors. The men were potrayding dominant even in the NRM

role plays. Women were potrayed as submissive badient.

“Most mothers are living in the hostel so they h&awdisten to their men because they are
dependent on them...Respect is very importantricature. Men get angry when women test
without their approval and women may get the bléonédlV-positve results”.

(23-year old -counsellor)

Taxi (mini buses) industry is one of the biggesptayer of men in the study area. The
participants were given a scenario to act outhénscenario the father of the baby was a taxi
driver. In the study area, taxi drivers have aitatoon of having a string of girlfriends
according to the NRM patrticipants. As a result tb&#gn have children with more than one

woman.

Even when we were conducting interviews in 2006 p$ithe HIV-infected were not

receiving child maintenance from the fathers ofrtbkildren. They were undergoing cases
This also emerged in separate role plays wheraxadriver’ started questioning paternity of
the child when he was asked for maintenance. Mag al@vays potrayed as having more than
one sexual partner in the role plays and they sdeémiose interest in their women after the
birth of a child

To further illustrate the common challenges thatHdN-infected mother usually faces in

order to adhere to her infant feeding choices tie plays from NRM have been inserted.
These role plays illustrate the kind of communmatand interaction that occurs between a
mother and her significant during the transitiaomirbreastfeeding to stopping. This transition
becomes even more difficult if the mother is unesgpt and has to ask her partner or her

father for the money to buy formula milk.
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Below are the inserts from one of the 2008 NRM play

(Insert from 2008 NRM, in this insert Nana is a rtteer who is about to stop breastfeeding.
In this nsert she goes to the father of the babyatk for money for formula as she is
approaching six months and has to stop breastfegdsoon)

Nana: | have come to ask for the money because | hakaydormula

Taxi driver : What! Are you out of your mind? Where do you thinkill get the money
from? You knew very well that | was not working. @tk did you think | was going to get the
money from, have you ever seen a taxi driver witnay?

Nana: Oh my God! What am | supposed to do now, the bagga this milk..

Taxi driver: You brought this upon yourself, | never said | veeh& baby from you, | don’t
care what you say but | will not give you any manglyis baby is not even mine. Sell those
shoes you are wearing and that cellphone, therwyibhave money.

Nana: : Ever since we got the baby you have become a taumeferring to his angry and
violent state)

You left me for those jeans wearing girls...Whatyda mean the baby is not yours?
Taxi driver : | mean just that, that this baby is not mine. Ddinéy give you the milk at the
clini, why are you bothering me?

Nana: If | take the milk from the clinic everybody wilidow that we are HIV-infected. Is that
what you want?

Taxi driver: By all means go and get your milk because as famasconcerned you are no
longer my girlfriend.

Nana then went home and begged her mother to askfather for formula money.

(In the insert the mother is pleading with the fagh (her husband) to give their daughter
money for formula after she was rejected by the to@nd who happens to be a taxi driver

Mother: Oh father can’t you help us please! | beg you G@y&lgunezi(Calling him
affectionately with his clan names showing respeldana needs this money and that useless
taxi driver boyfriend of hers has chased her awdily mothing.

Father: No ways! Is she not the one who got pregnant bydki driver, why should this be
our business now? | don’t have money that money!

(Insert from 2008 NRM a policeman married to an Mlinfected mother with an infant is
visiting one of his girlfriends. The HIV-infected wther has not disclosed her status but has
been abstaining from sex because of breastfeedirttge husband has many girlfriends
including the one he is visiting in the insert beld
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Girlfriend (Opening the door):Oh darling, it's you, | am so happy. It ha beeorl
time!How are you, sweetheart?

Policemart Now that I'm seeing you , | know I’'m gonna be fiGéze me a kiss .Oh. | have
missed you so much! No more worries, your one arig Sipho is heref{they walk towards

the bedroom)

Yes let’s go to the bedroom. You know our love wohquer all. You know even though |
have a wife | have to steal some time and comeédoysu. You know she has a baby and she
is leaking of milk. And this baby is like a cat mjaniao,” all the timgLaughter)Our love

my darling is higher than the mountains...

Cut
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CHAPTER SIX: DISCUSSION

Methodological Discussion

Reliability and Validity

Reliability refers to the degree to which the fimglis independent of accidental
circumstances of the research, and validity isdgree to which the finding is interpreted the
correct way (48). Qualitative research is oftetiased for lacking objectivity but Mays and
Pope propose various ways of improving validitye3é among others include triangulation,

reflexivity and relevance (49).

Triangulation

Triangulation is the method of using more than dai collection methods. In our case we
used interviews, focus group discussions and tiratige research method. The researcher
looks for common patterns in order to develop agral interpretation of all the data (49). If
there are varying views between the methods, tbaeyod mean that one method is better than
the other but they add to the richness of the nmgaiior instance in our study the FGD
participants portrayed the partners of HIV-infectsdgenerally unsupportive. On the contrary
some of the HIV-infected mothers that were intemad had very supportive partners. These
partners even helped them cuddle crying babiegyhat during rapid cessation of
breastfeeding. This depicts different interpretad reality which is the reality of the society.

Reflexivity

Reflexivity refers to the sensitivity to the wayswhich the researcher and the research
process have shaped the collected data (49). Inajive research there is always a risk that
the researcher affects all steps of the reseanzteps; the objective observer does not exist, it
is a myth (45). It is very important for the resdaar to always guard against his or her own
interpretations as these are heavily based onrhisraown background, race, culture, beliefs,
personality, values etc. All of the above may haym®sitive or negative impact on the data.
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The challenge is to be as objectively as possible.disciplinary background, professional

experiences could have affected the methods asawejliestions chosen (45).

Dahlgren et al argue that the researcher shotilibiéxcultural ignorance’ and not come
across as already knowing what to expect whichbeaquite a challenge (38). | was
interviewing mothers from the VTS while | was emydd by the VTS. For instance | had to
ask questions pertaining to the HIV results ofitliants when | already knew about them as |
was the one giving them out. At one time we hafilifil our ethical obligations as
researchers and refer one mother for further irfie@ding counselling sessions because upon
interviewing her, we realised that she was redhyggyling with rapid cessation of exclusive
breastfeeding. She did not even understand whysakeloing it.

For this study the research team consisted of ifiyasengle, African female with social
science backgrounahd a European female with public health nutribackground. In
addition | had also been trained and working aseadifeeding, HIV as well as an infant
feeding counsellor. In South Africa because offihst racial segregation policies the black
South Africans’ first impressions of a white perssthat of an oppressor or an authoritative
figure. However the approach or reception is muigmnélier towards European whites than
South African whites once their origin and theilerbave been established. The fact that my
supervisor was from Norway might have dissolved tiegative attitude as compared to a

local white person.

This may also be supported by the fact that wheantlucted the other focus groups by
myself in the absence of my supervisor | did ndtagoany difference in the tone and manners
of the participants. This was compared to the timlesn she was present. | consciously
sought for such differences during the analysekirdsight | think it would have been useful
to double check with the participants themselvésragrds and find out how the presence of
a white female impacted on them. It would have betresting to also find out how the

other groups would have felt if the white femalesypaesent during our discussions.

Our research team is what is described as a gaod because it consisted of an insider (me)
and an outsider (my supervisor). While the inslagps with interpretation and better
understanding of culture etc. The outsider analgs¢és with fresh eyes and is better at asking

real open-minded questions which the insider mpginhaps take for granted when in fact
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they need further probing (38). In a way | was banhinsider and an outsider because even
though | was from the same culture, speaking theedanguage; 1) | do not have a child, 2) |
have never breastfed, 3) | had not experiencedrpo\and 4) | had never had to deal with

dilemmas of being an HIV-infected, young, unemptbged black woman in South Africa.

This becomes even more important because the cbsgatefines and controls the situation
by careful questioning and listening and at theeséime critically following up on the
interviewee’s answers (39). It is also very impottéat the researcher is aware of his her
own pre-conceived ideas, attitudes etc, before iakiag any type of research (39). The
researcher should always guard against his orwaenmterpretations as these are largely
based on the researcher’'s own background, cultetefs and attitudes. For instance it was a
challenge for me to conduct research in the areaevihwas working because | already had

some understanding of infant feeding practicefiénarea.

When we conducted the interviews with the mothiengs still an HIV/ breastfeeding/infant
feeding counsellor at one of the study sites. passible that the mothers could have over
reported their exclusive breastfeeding practicepite the fact that | had redefined my role
and explained that | was not there to monitor bamted to know about real experiences.
However this might be overcome by building trusthwhe interviewee and emphasizing the

issue of confidentiality which | tried to emphasize

A good and skilled interviewer will have superlidising skills, probe gently for elaboration
and also be skilful at personal interaction (409.8Aresult we got to hear about the mothers’
real experiences of ‘stealing the breast’ and kireathe law’ when they were referring to
their mixed feeding experiences whereas they haarted that they were breastfeeding
exclusively to the counsellors. In dealing witheasitive issue like HIV it is important to use
some humour not to make fun of the serious sitodiitt to make people at ease. One of the
ways the South Africans escape from their dailylttes is through humour. In South Africa

there are even lots of humorous names given toati/ AIDS as serious as it is.
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Relevance

Mays and Pope argue that research can be relevent #veither adds knowledge or increases
the confidence with which the knowledge is regar@&). Conducting research on rapid
cessation of breastfeeding as a PMTCT strategycouatry with high HIV prevalence like

South Africa where breastfeeding is also a norrmgekrelevant.

Discussion of Findings

When the 2005 study was conducted rapid cessatiexctusive breastfeeding was still a UN
recommendation if replacement feeding conditionsevm@t AFASS for HIV-infected women
(4). The recommendation was updated in 2006 atiebiit stated that cessation should be
gradual instead of rapidl (22).This is due to teevrevidence that thas come up from studies
like the one in Zambia (4). The new evidence sutggbsat early cessation of breastfeeding
was associated with an increased risk of infantonddsy in HIV-infected children (22;34;35).
Brestfeeding of HIV-infected infants beyond six ntmwas associated with improved

survivalcompared to stopping breastfeding (22;34)

Rapid cessation of exclusive breastfeeding asfantifeeding method has two components
to it. The first part is an exclusive breastfeedimdpe followed by the second part which is
rapid cessation. Even in the published literatbese is a constant overlap because it is
difficult to discuss one without the other. Bothtloése methods are not part of the usual
traditional infant feeding methods, at least in tBoAfrica and many other settings. The most
common infant feeding method is mixing breastfegdifith other foods before six months
and continuing with breastfeeding for two yearse HiV-infection has however, changed
that pattern, hence the introduction of exclusikeabtfeeding with rapid cessation in order to
reduce MTCT. In 2005 it seemed that mothers thaeweerviewed did not understand the

concept of rapid cessation of exclusive breastfegdi

The mothers’ lack of understanding of the concleptyever, did not stop them from

attempting to practice this infant feeding methblde HIV-infected mothers were determined
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to follow the advice they received from the coulwssl in order to prevent MTCT of HIV. It
was a struggle, but their motivation was not teatftheir babies. They had no previous
experience with the method.and they had not segonado it before. However, the
knowledge that this method could prevent them fpassing the HIV to their children was

enough to keep them motivated.

The mothers reported many reasons for choosing ssation of exclusive breastfeeding.
These reasons included the fact that breastfeddiagnany advantages. For instance it
protects the child from infections, it is alwaysddy available and it has no cost. Another
main reason for choosing breastfeeding was beaHubkeir previous breastfeeding
experience prior to their knowledge of their HI\atsis. Some mothers had seen how well
their previous children grew when they were breastFor some mothers the only reason for
choosing rapid cessation of exclusive breastfeedasghat they had enjoyed breastfeeding
before. Another main reason was that they percdivedst milk to be the best. That belief
was also instilled by many counsellors who were/ yeo-breastfeeding.when they were also

interviewed.

Even though formula is provided through PMTCT sesiin South Africa, the HIV-infected
all the mothers that were interviewed opted forlesiwe breastfeeding with rapid cessation
for the first six months of life. The mothers hadaption of not breastfeeding at all but
receive the free formula from birth until six mostind then after six months try to get
formula on their own. They chose rapid cessatioexafusive breastfeeding because they
believed that breastfeeding for six months wasbétian not breastfeeding at all. At least the
babies will get the foundation of breast milk thiay could introduce formula with other

foods after six months.

Another reason for choosing rapid cessation ofusteé breastfeeding was the economic
reason. The majority of the mothers were unemplogety two were employed. They
thought it was better to start with breast milk ameh take the free milk after six months. The
mothers seemed to be also driven by fear that éntteesy broke up with their partners then
they could not sustain buying formula milk. By dgiso there would be six months less
burden of worrying about formula. They will onlyyeato worry about formula for 12 months
instead of 18 months if they start with formulanfrbirth as the baby needs milk for 24

months.
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The other fear was that they had heard that #eefbrmula milk was sometimes not
available in the clinics for various reasons. la study area not all the clinics were providing
free formula but some mothers were referred toratheics other than their closest clinics.
Mothers would sometimes not go to other clinicsaose they did not have money for
transport. When we were conducting the interviaw2005 the free formula was not available
in the clinics for more than two weeks. This wasduese Nestle the biggest formula milk

manufacturer in South Africa, embarked on a strike.

The strike went on for about more than two weekgiiy this time all the clinics and shops
ran out of formula milk. This put a lot of strain the mothers who had planned to stop
breastfeeding and even those who were already farfeeding. In the year 2007 there was
another national strike by health professionalswent on for a month and it became very
dangerous and difficult to access health instingid his means that providing free formula
does not solve other problems that emerge fronmirféeeding decisions that mothers make. A
lot of circumstances can change from a moment &enobhakes an infant feeding choice until
the time she has to actually put that choice imézfice. There are a lot of economic, social,
political and environmental factors which mostloé time are beyond the mothers’ control.
(31). All these factors influence the mother’s mtféeeding decision and practice. It was also
reported in another South African study that desyie provision of free formula, over one
third of the mothers had run out within first thmeenths due to insufficient supplies and
sometimes mothers cannot fetch the milk becausedb&ot have money for transport to the
clinics (32).

We were also informed by participants in FGDs tietause of poverty other mothers collect
the free milk but instead of feeding the babiesytell it on order to get money. This
commercialisation of governmental free milk waalksported in another South African
study (36). Poverty in poor resourced settings gteigies the infant feeding dilemma that is
cause by HIV and AIDS thus causing a vicious cyeetee formula which was supposed to
solve the infant feeding problem caused by HIV,senp creating another problem. It is
wrongly seen as an income generation scheme. €hildho were supposed to be
beneficiaries become victims in the end and getideg of nutrients If the milk is sold

instead of being fed children, morbidity and matyadf children will further increase.
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Some mothers said the HIV negative babies weregaksat motivators for mothers to
continue with exclusive breastfeeding especiallthmresearch setting where PCR was done
as early as 6 weeks when the study was conduct2@Di. In 2006 even the PMTCT

services started providing PCR testing for babiesxaveeks.

Even though the mothers chose rapid cessationabdigxe breastfeeding they reported a lot
of emotional distress during the transition perible crying baby was the most difficult part.
All of the mothers experienced the crying baby ttueessation of breastfeeding, but some
more so than others. The only remedy for the cripagy which was suggested by mothers
was cuddling, even waking up at night and just &g on the baby if they had to. The
transition was extremely difficult. On top of titae mothers had to deal with their own
physical pain because of engorged and full brebatsvere no longer nursing. Breast
conditions like engorgement and inflammed breast®ewalso reported in other South African

studies during rapid cessation of breastfeedin¢8&)5

The mothers mentioned quite a few number of rensedieengorged breasts including
drinking Epsom salt and a sour fizzy drink whick believed to dry the milk up from the
breasts. More traditional beliefs like expressimg breast on open fire were also reported in
our study. Some remedies which were reported irstugy were also reported in another
another study in Durban (15). These remedies ieduging cabbage leaves, warm
compresses and expressing breast milk in ordelieve engorgement. Applying aloe and
chillies to make the breast bitter for the baby bimiling the breasts were also reported in
both our study and another Durban study (15;33)a&sion from the baby during the
transition period as mentioned by counsellors aB®$ participants was also reported as

another useful suggestion in Coutsoudis’ studyandstudy (15;33).

Both provincial programme and reasearch operatomsellors said they would opt for rapid
cessation of exclusive breastfeeding if they wel-idfected. However, most of the
provincial counsellors expressed doubt in mothalpdities to adhere to this infant feeding
practice. This could be linked to the fact thatpin@vincial counsellors did not think they
were better equipped to perform their duties. Ttepprted that they were short staffed,
overworked and even had a shortage of rooms to@wmep counselling. That made their
counselling compromised as they could not do fragjt@low-up and suppport the mothers in

their choice intensively. On the contrary, courmslin the research setting were confident
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that they were able to offer mothers appropriafstu, because they had time and resources

to do so.

Provincial counsellors did their follow-up of theothers on a monthly basis. This was
different from research operation counsellors wled with the mothers every two weeks. The
research operation counsellors believed mothersl @alhere tothe rapid cessation of
exclusive breastfeeding method. Infact most oftim¢hers from the research operation
managed to cease exclusive breastfeeding withdiéfigaulties that the mothers from the
provincial programme. Perhaps with enough resodikesnore staff, space etc. the
provincial programme can manage to provide intensaunselling and follow-up in order to

support mothers more.

Both provincial and operarional research counsgliidd not seem to have much practical
advice on how mothers can cope during the tramsgariod. The main advice they both gave
was to start expressing breast milk early and &ading the babies through the cup feeding.
This makes the baby get used to feeding througtetong else other than the breasts. When
the time to stop breastfeeding it becomes moreabéafor the baby. It seemed succeeding

had to do with will power.

One mother succeeded in rapid cessation of exdusirastfeeding under extremely difficult
conditions. One condition was that she had notalscl to the famiy. The second one was
that she had to sleep in the same bedroom asrthly that she had not disclosed. It was
extremelydifficult when the baby was crying at rii@eparation from the baby was also
another practical advice offered by the counsellbhe baby can be taken to someone else
during the transition period. This helps becausentlother does not see the baby cry and thus
does not get tempted to put him back on the breast.

The separation from the baby was also suggestetbbyg social networks in the FGDs. They
felt that there should be partner, family and comityunvolvement in infant feeding issues.

If everyone is involved people would be more sufiperof the mother’s infant feeding
choice. Other family members can familiarise thdwesewith the baby so that they can sleep
with the baby during the transition period.
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The close social networks also felt that commumitgplvement would help in reduction of
stigma. This could be done through HIV and AIDS paigns. It was also felt by the social
networks that it should be emphasized in the conitiesrthat exclusive breastfeeding is for
everyone, not just the HIV-infected breastfeedirgjhmars. Most of the participants (mothers,
counsellors and close social networks) acknowledigadHIV-related stigma is a big issue in
South Africa. One mother mentioned that she wouldgba big bag to the clinic for collecting
free milk in order to avoid stigma. Similar findsmgbout stigma were also reported in a
recent study that was conducted in Durban (36)rd’ hee many HIV awareness campaigns
but more still needs to be done.in order to reduicgna. The stigma led often led to non-

disclosure of HIV status.to close family members.

It was interesting to note that from the interviemith HIV-infected mothers, most of them
had disclosed to their partners. However, they mdported that they had not disclosed to
their close family members like their mothers farigus reasons. Their reasons included
shame, guilt and protecting the family members fobstress. It could be because they did not
fear stigma from their partners. The explanatiartiiat could be that, the majority of the
mothers reported that they suspected their partodrave infected them with HIV. For those
who had disclosed their partners were supportivenguhe transition period. Some even

went to the extent of helping with the crying batyight. There was a similar finding in
another South African study that those women whibdisclosed to their supportive partners
or husbands were able to maintain exclusive breeditig, and disclosure at home was

associated with maintenance of exclusive breastigg@2).

The other study in South Africa found that mostimeo$ singled out stigma and disclosure as
significant considerations when they make infaetifeg decisions (36). Another South
African study also reported that even though tlae & discrimination is associated with
disclosure, HIV-infected mothers who have disatbisave received a positive response from
their significant others (36). The mothers who kadh supportive partners acknowledged
that they are a few lucky ones. Their partnersspezial because most men in the study area
are not involved in taking care of children thatywahis also demonstrates the importance of

male involvement in issues regarding the bringipgtichildren.

There has to be a way of involving men in all Heatiated matters. Even finding male

participants for this research was extremely difticThe very few men that participated were
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those who were already exposed to health issuesghrtheir line of work e.g the CHWSs.
Ignorance of health related issues by men waseafsient in the fact that women HIV-
infected mothers disclosed their HIV status tortbartners. The majority of the partners of
the HIV-infected mothers that were interviewed sefti to also have an HIV-test. The only
one partner who agreed was a CHW. Such non-coapefadbm men makes it difficult for
women to negotiate safe sex if the other partnes ot know his status. This has a negative
impact on women who are breastfeeding becauseyfdbt reinfected through unsafe sex, it

becomes easier for them to pass the various tolihbies

The close social networks reported the study arde tpatriachal where male domination and
female subordination prevail. Some men went aasatisregarding their duties of providing
for their children as men. This trend of irrespblesimen in the society was also potrayed
through the role plays on the NRM. It is not unusndhe study area for man to impregnate a
woman and then move on to the next woman withoeheeeing the baby according to the
participants. That put a lot of strain on alreaidwmncially dependent women who have to fend
for themselves in order to be able to feed chilgmaperly after cessation of breastfeeding.
Four of the sixteen mothers were no longer on geous with the fathers of their babies
since giving birth. They were in the process ofrgiveg them for maintenance because they

were refusing to provide money for their children

Despite the HIV pandemic most participants in tDB said that infant feeding patterns
have not changed. They said this when asked taskdtow mothers usually feed their
babies. They said the most common way of feedimgixed feeding. The study in Zambia
had similar findings where it was reported thaidagessation of exclusive breastfeeding was
not universally accepted in the study area, antbpged breastfeeding was a norm (34).
According to them most mothers do not believe thatbaby can survive on breast milk alone
for six months. There is always pressure from otamrily members to give something else
(32). The breastfeeding women in nearly all parthe world give breast milk together with

other fluids, exclusive breastfeeding is uncomnizi150).

It has also been proven that with enough resowedidrained counsellors are able to provide
quality infant feeding counselling and help womeskmappropriate choices that suit their
individual circumstances (12). A multi centre cahgtudy that was conducted in three

developing countries also revealed that non-bredstifants had a tenfold higher risk of
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dying when compared to predominantly breastfechitsf§51). Exclusive breastfeeding has
been proven to carry less risk of postnatal HIVisraission compared to mixed feeding (52).
It has also been argued that there has not beegla well designed study that has reported
that formula feeding is significantly better tharedstfeeding for HIV-infected mothers in

developing countries (50).

Infant feeding research is an evolving processdiSsuare being carried out with different
findings. This has been evident in the constartignging guidelines. Dissemination of new
and constantly changing information can be quitballenge for everyone involved. The
CHWs in the FGDs expressed their concern with @mist changing guidelines. They said
that as much as they appreciated the importanceraftantly doing more research, it is quite
a challenge to report back to the community becailnsen they report back conflicting
messages they lose their credibility. Until 200&ing breast milk with other foods was
dangerous hence rapid cessation of exclusive lbeedstg. After 2006 the recommendation
has been if HIV-infected to continue breastfeedimgjst giving other foods until an adequate

diet can be found for the baby.

CONCLUSION AND RECOMMENDATIONS

The impact of HIV and AIDS in infant feeding deoiss cannot be ignored. There is a lot of
confusion and debates about the best infant feemptign for HIV-infected mothers. This is
evident from many infant feeding studies that hiaeen conducted around the world. Some
studies have provided similar results while otherge conflicting results. Dissemination of
the information from the researchers to the pat@kers, and then to the various health

departments until it reaches the people on thergtois a complex process.

From this study and many others before it is dleat the HIV-infected mother does not live

in isolation but she is part of a family, communiyd the society at large. All the decisions
the HIV-infected mother makes are highly influenbgcher family, community and her
society at large. When an HIV-infected mother makes decision of how she will feed her
baby, usually she is alone with her counsellohadlinic. The evidence has shown that when
she goes back to her home and community she isnget alone in carrying out of her

decision.
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The circumstances at home and her physical envieohare constantly changing, and that
also affects her infant feeding option. Yes theeunirinfant feeding recommendations state
that the most appropriate infant feeding optionaomHIV-infected mother should continue to
depend on her individual circumstances, includiegdtatus and her local situation, but
should take greater consideration of health sesvasgilable and the counselling she is likely
to receive (22). Perhaps the family, community anciety at large should also be taken into
consideration in infant feeding guidance. It is enbugh for the guidelines to state that
governments and stakeholders should revitalizestfiesading protection promotion and
support in the general population. Before it gaethe general population it should start with
the family. As most participants stated that mosdenfamily and community involvement is
required through awareness campaigns. It makesg $emsvolve men because in the study
area they are given more power by the patriargjsiem. There is a strong need for couple
counselling and also partner involvement in infaeding counselling. Even if the guidelines
change the strong community base will make it godstd support mothers in any choice they
make because ultimately the mother belongs toaimly, community and society and that is

where all the final infant feeding decisions aredma
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INFORMATION SHEET AND INFORMED CONSENT (English) — Focus Groups
An assessment of the experiences of women when gtimg breastfeeding rapidly

Who are we?

We are from the University of Oslo in Norway but are continuing with the work that we
started as members of the University of KwaZulualatDepartment of Maternal and Child
Health Department in 2005.

What are we doing and why?

We are doing research on how mothers, with HIVatiéa, stop breastfeeding. This means
that we will be trying to get answers to the questithat we have.

Previous research shows that exclusive breastfgadight reduce the transmission of the
HIV-virus from an infected mother to her child. &ft4-6 months all children need to start on
food and so in order to reduce the chances of Hf®ction in the child the time of giving

both breast milk, together with any other food dtidae as short as possible. In this study we
want to learn how women stop breastfeeding, how tbel about it and what they experience
as it happens. We also want to hear from other Imeesrof the community how they see this
issue. This research will help us to better underif, or how, women follow any advice
given and the problems they face.

What are we asking from you?

In order to do this we want to talk to mothers velne breastfeeding, those who help them
such as family or friends or clinic staff as weldaalso talk to others in the community who
have an opinion on breastfeeding and who mighuénfte the way that women think about
breastfeeding and how they manage it.

We are inviting you to join in group discussion®abthese issues. In these discussions we
will also ask you to do role plays i.e. we will aghu to pretend to be a type of person e.g. a
nurse at the clinic or g@bgo’ at home and to say the things or do what thabpersght do -

a bit like the ‘soap plays’ on TV. People can sametsay things differently when they play
these roles rather than just saying what they tfonkhemselves.

Other discussion groups will simply be people takabout the issues. Altogether about 60
different people from the key community will be adko join in. The discussions might last
up to 4 hours in total. We want to tape recordhadldiscussions so that we can listen to them
again at a later timeAll information, personal experiences and opiniongxpressed by

any of the participants will be confidential - We dso ask that what is discussed during
these group discussions is not discussed by the gpomembers at other times.

We are inviting you to participate in this studydaii you are agreeable, then we will ask you

for your written consent. We may ask you to pgoade in such a discussion more than once
but with a different group of people.
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What type of questions will be asked?
The questions in the discussion groups will focusssues related to infant feeding and how
mothers stop breastfeeding and what people indhemunity think about those things.

Where will the group discussions take place?

The discussion groups will take place at the clarisome other place in the community e.g.
the library. You will be given R200 for the busdand we will also provide something to eat
and drink during the discussions.

What if I do not want to take part or change my nuidater?

Your participation is voluntary and you do not havgarticipate if you do not want to.
Choosing not to participate or stopping even dutiregdiscussions will not stop you from
going to the clinic any time that you need to ae€iisg the staff there.

What if you are not happy with the way you are tted in the study?

You can talk to Ntombizodumo Mkwanazi (082 291 08&8Dr Marina de Paoli (082 631
8419) who are both involved with the study. You eéso speak to Cheryl Borreson or
Professor Dhai from the Ethics office at the Unsitgrof KwaZulu-Natal (031 260 4495) —
none of these people are involved in the studychatlisten and register your complaint.

Who will be able to read these reports and what afgour name and other personal
details?

Your name will not be written down; only your raoteyour community i.e. a nurse or teacher
or feeding mother will be tape recorded. Names motl be included in any report. The
information from this work will be given to the Dapment of Health, the local clinic
managers and counsellors as well as the local deracYour answers will help programme
planners and health workers plan training of nuesekscounsellors.

If you are willing to participate, we will ask yda sign the ‘Consent form’. Thank you for your time
help and co-operation.
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CONSENT
To Participate in the focus groups of the Study
‘An assessment of the experiences of women whenpgstgpboreastfeeding rapidly’

| have been asked to participate in a researcly stweéstigating the experiences and
feasibility of rapid cessation of breastfeedin@asgay to reduce HIV transmission to young
infants.

| have been informed about the study by the stadynt | am aware that if | want more
information before deciding to participate or hauestions later, | can talk to Ntombizodumo
Mkwanazi (082 291 0898) or Dr Marina de Paoli (&1 8419).

| am aware that taking part in this study is votugt | know that if | choose now or later that
| do not want to take part in the study | will o penalized or lose any benefits at the clinic.

| know that if | agree to participate | will be g a signed copy of the consent document and
the participant information sheet (which is a veritisummary of the research).

The research study, including the above informationhas been described to me orally. |
understand what my involvement in the study meansral | voluntarily agree to
participate. | am aware of the fact that information disctbsleiring the focus group
discussions is confidential and I will not talk abevhat was discussed in the group with
anyone after the discussions have ended.

| know that if | am unhappy about the way | am tieelaat any time that | can speak to Cheryl
Borreson or Professor Dhai from the Ethics offitéha University of KwaZulu-Natal (031
260 4495).

Name of Participant Signature of Participan Date

Name of Witness Signature of Witness Date
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IMINININGWANE NGOCWANINGO

Ukuhlola ukuthi kwenzekanjani kwabesifazane uma lgmula ingane ebeleni
ngokushesha nokuthola imibono yabantu abaqgavilerepilweni zabo.

Thina singobani?

Sivela eNyuvesi yase-Oslo eNorway kepha sighubekasebenzi esawuqgala sisaseNyuvesi
yaKwaZulu-Natal eMnyangweni wezoMama naBantwananggka ka 2005.

Senzani futhi sikwenzelani lokho?

Senza ucwaningo lokuthi omama abathelelekile ngkgala ngculazi bakungamula kanjani
ukuncelisa ngokushesha. Ucwaningo yindlela eghufmeitakuthola impendulo embuzweni
othile.

Ucwaningo olwenziwa ngaphambilini lukhombisa ukutkuncelisa ibele lodwa kungalehlisa
izinga lokutheleleka komntwana ethelelwa umama wakimva kwezinyanga ezine kuya
kweziyisithupha abantwana badinga ukugala ukudéking ke ukuze kwehliswe amazinga
okutheleleka komntwana kufuneka isikhathi lapho tywmama ephiwa ubisi lwebele nokunye
ukudla sibe sifishane kakhulu. Kulolu cwaningo sdwkufunda ukuthi abantu besifazane
bayeka kanjani ukuncelisa, bazizwa benjani ngatedgik kwenzeka. Sifuna nokuzwa ukuthi
amanye amalunga omphakathi alubona kanjani lola.dadducwaningo luzosisiza ukwazi
kangcono ukuthi abesifazane bazilandela kanjahiledeo mayelana nalokhu nokuthi sazi
nezinkinga abahlangabezana nazo.

Sicelani kuwena?

Ukuze senze lokhu sidinga ukukhuluma nomama abiaagel labo ababasizayo
abanjengomndeni, abangani, abasebenza emtholamsifuiloa futhi ukukhuluma nabanye
abasemphakathini abanezimvo ngokuncelisa futhigdd@nomthelela endleleni abesifazane
abacabanga ngayo ngokuncelisa nangokuthi bakwemgark.

Siyakumema ukuthi uhlanganyele ezingxoxweni nedaljanye abantu mayelana nalezi
zindaba. Kulezi zingxoxo sibuye sikucele ukuthnglse wenze sengathi ungomunye umuntu
njengomhlengikazi emtholampilo, ugogo ekhaya, usimbo lomuntu omlingisayo angazisho,
noma wenze njengoba kwenziwa kumabonakude. Ngesikymthi abantu bangasho izinto
ezihlukile uma belingisa kunokuba basho abazicaddarigrona ngokwabo.

Kwezinye zalezi zingxoxo zamagoqo kuyokuba abaeiziXoxela ngezindaba nje. Siyocela
amalunga agavile omphakathi ukuba abambe ighazgxexweni. Izingxoxo ziyothatha
isikhathi esingangamahora amabili. Sithanda ukysti@azingxoxo khona siyobuye sikwazi
ukuzilalela kamuva.

Yonke into eyobe ixoxwa lapho iyoba isifuba. Siyanusa ukuthi okuyoxoxwa kungabuye
kukhulunywe ngaphandle ngoba sizama ukuhlonipha iznvo zawo wonke umuntu oyobe
ebambe ighaza kulezi zingxoxo nokuvikela noma yiimuntu angayidalula ngaye.
LOKHU KUBALULEKE KAKHULU.

Siyakumema ukuba ube yingxenye yalolucwaningo umana, siyocela imvume yakho
ebhaliwe. Kungenzeka sikucele ube sezingxoxwekihahi ezingaphezu kwesisodwa kodwa
neqgoqo labantu abahlukile.

Mibuzo mini ebuzwayo?

Imibuzo ezingxoxweni iyobe igxile ezindabeni ezirakna nokondliwa kwabantwana, ukuthi
omama bayeka kanjani ukuncelisa nokuthi abantu akgthini bacabangani ngalokho.
Ziyokwenzekela kuphi lezi zingxoxo zamagoqo?

Lezi zingxoxo ziyokwenzekela KwaDabeka Library. @&wngasethunjini kanye nemali
yokugibela kuyohlinzekwa.

Uma ngingathandi ukuba yingxenye noma ngishintshangondo kamuva
kuyokwenzekani?

Ukuba yingxenye yalezi zingxoxo kusothandweni wakéwuphogelekile uma ungathandi.
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Kwenzeka kanjani uma ungajabule ngendlela ophathngayo ocwaningweni?
Ungakhuluma noNtombizodumo Mkwanazi (082 291 08&8ha uDr. Marina de Paoli (082
631 8419) bobabili abayingxenye yalolucwaningohkFunhgakhuluma no Cheryl Borreson
noma uDhai baseHhovisi ye-Ethics eNyuvesi kakwalidial (031 260 4495), akekho ke
kulaba oyingxenye yalolucwaningo kodwa bangaldlkialo zakho bazibhale phansi.
Ubani oyofunda lemi biko, kuyokwenzekani futhi ngenmingwane yakho efana negama
nokunye?

Igama lakho ngeke libhalwe phansi kulemi biko kodwgobhalawa kugoshwe isikhundla
noma ighaza olibambe emphakathini njengokuthi usgogmma umhlengikazi. Ulwazi
oluyotholakala luyobe seludluliselwa eMnyangwenia&fdpilo, emitholampilo yendawo
nakubeluleki bezokondliwa kwabantwana. Izimpenddou ziyolekelela abahleli bezinhlelo
zempilo nasekugegesheni abahlengikazi nabaelutékiraliwa kwabantwana.

Uma uthanda ukuzibandakanya sizicela usayine "mevokuzibandakanya” Siyabonga
ngesikhathi nosizo lwakho

IMVUME

Yokuzibandakanya ezingxoxweni zamagogo mayelaridNokuhlola ukuthi abesifazane
bayinquma kanjani ingane ebeleni ngokushesha”

Ngicelwe ukuba ngibe yingxenye yocwaningo oluhigtathi kwenzekanjani kwabesifazane
uma bengamula ingane ebeleni ngokushesha nokuthiblano yabantu abagavile
ezimpilweni zabo.

Ngazisiwe ngalolucwaningo yithimba locwaningo. Ngggnda ukuthi uma nginemibuzo
ngaphambi kokuthi ngizibandakanye noma nginemilikaouva ngingakhuluma
noNtombizodumo Mkwanazi (0822910898) noma noDr.iveade Paoli (082 631 8419).
Ngiyagonda futhi ukuthi ukuba yingxenye yalolucwago kuzisukela kimina,
angiphogelekile uma ngingathandi futhi ngeke nggj@e ngalokho.

Ngiyazi ukuthi uma ngikhetha ukuzibandakanye ngggmna imvume ngiphinde nginikwe
nelinye iphepha elineminingwane efinggiwe ngalkaningo.

Ngichazeliwe ngalolucwaningo ngomlomo, ngaphingaamazelwa nalokhu okungenhla.
Ngiyagonda ukuthi ngizivumelwa ngokwami ukuba yiagye.

Ngiyaqonda futhi ukuthi konke okuzoxoxwa kulamaqgoa kuyisifuba angivumelekile
ukubuye ngikuxoxe ngaphandle uma ucwaningo seluphtd.

Ngazisiwe ukuthi uma ngingathokozile ngendlela phgthwe ngayo noma nini
ngingakhuluma noCheryl Borreson noma uProfessoauBdiseHhovisi leEthics eNyuvesi
yakwaZulu-Natal (031 260 4495).

lgama lozibandakanya kucwaningo Ukusayina Usuk
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Interview Guide
2005 Mothers
* MTCT Knowledge

» Difference between PMTCT Programme and researctabpe
* Previous breastfeeding experience

» Disclosure

* Preparations for cessation

+ Safe sex

Interview Guide
2005 Counsellors
PMTCT/Research
Infant feeding advice
Counsellor’s (personal) choice
Challenges with rapid cessation of exclusive bfeadtng

Timing of infant feeding counselling
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Focus Group Facilitation Guide

2008

Introduce ourselves and to tell them what we aerasted in. Infant feeding for HIV-infected
mothers with a focus on rapid cessation, their@®ithe constantly changing infant feeding
guidelines, mothers’ coping strategies and sociedgures that they face in their home
environment. Follow-up study of a study conducte@@05. Questions for the participants;
1. What is your impression of how HIV-infected mothéed their children?

2. What do you know about the infant feeding adviagythre given at the clinic?

3. How do you feel about the constantly changing ihfaading guidelines?

4. What is the most feasible/practical choice for Hiected mothers?

5. Is it easy for mothers to practise one of thesecels@

6. What do you know about RCEBF?

7. lIs it a useful strategy to prevent MTCT? How picadtis this strategy?

8. What makes it easy? What makes it difficult?

9. How does lack of formula milk contribute to probkemothers are facing when adhering
to RCEBF?

10. How does disclosure of HIV status affect thisitsgy?

11. Is there stigma attached to this strategy?
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12. In general, what can be done to reduce stigmeifgrinfected mothers who have had

to change their infant feeding practices?

13. How does the family influence contribute to thisategy? Is their support important for

mothers to be able to adhere to this strategy?

14. When stopping breastfeeding rapidly at six momthat are the main problems a mother

is facing? Probing for crying, engorged breastisaressed surrounding (from crying at

inconvenient hours)?

15. How to help a crying baby?

16. Does separation from baby help or does it makgshworse?

17. What kind of help do mothers need? How can hesatlices help?

18. What role can family members play in mothers seding in adhering to their infant

feeding choice?
19. If you were about to stop breastfeeding at sixitin® because of HIV-infection and due
to the advice that you had been given at the climibat kind of help do you think you

would need?

20. What role do you think this group can play irstin general for HIV-infected mothers

being able to practise a certain infant feeding e/
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2005
The first character is Ntombi:

She is 26 year old HIV positive. She didn’t discl@sto anyone.

She is not married. She has one child. Dwinkie ifi¢ name of her baby girl. She stays
with her boyfriend. Mandla is a 30 year old boyfriend of Ntombi. She is unemployed and
the boyfriend is also unemployed. They are livingrochild support grant. Boyfriend is
physically abusing her for money. He is alcoholicGometimes they don’t have food at
home. She is irresponsible. Her family is nearby.I® is disobedient at home that is why
she left. She has got two brothers and one sistéter two brothers are Sipho and Prince.
Her sister’'s name is Queen. Her mother is Mazonddder father is Shozi. Ntombi’s

friend is Cleo

C: Let’s talk about what, what who she will be? &t/tvould she look like?

HM: NGIPHAKAMISA UKUTHI KUBE UMAMA ONGASHADILE ONOM NTWANA
IGAMA LAKHE KUBE UNTOMBIZIYAKEKA. | am suggesting hat we have an
unmarried mother with a child and by the name Ntagakeka.

(All laughing because of a silly name that has beede up

D: UNTOMBI, UTHE UNEMINYAKA EMINGAKI? How old is Ntombi?

HM: Una 26years

D: UNa 26 ya, unmarried, YA SIKHULUME SIQHUBEKE FWI KUNTOMBI. Yes
let us carry on with Ntombi

HM: UHLALA NEBOYFRIEND YAKHE

D: Staying with her boyfriend yes, ABANYE ? ASIZAKH.ENI UMAMA
WETHU.YEBO NANGU UNTOMBI.

DX: UHLUKUMEZEKILE NJE UNTOMBI INDODA IHLALE IMSHIY A ENDLINI.

D: He says Ntombi is abused and the boyfriendviags$ leaving her alone in the house.
AND AYEPHI UBOYFRIEND? Where does the boyfriend go?

C: How many children does she have?

DX: One.

D: One

C: This is now her first child?

CM: AKASEBENZI FUTHI UBOYFRIEND ...ABASEBENZI BOBABILU BACHITHA
ISIKHATHI NGOKWENZA UCANSI BAPHILA NGEMALI

The second Character is Zanele:

She is 17 years old. She is in grade 10 (Std 8).eSh a teen mom. She lives at Sub 5. Her
parents are working. She has two sisters (no brotinpand she is the eldest of them. Her
mother is a domestic worker and her father is a faory worker. Zanele is HIV-infected
and she has one baby. She has one boyfriend, whaitaxi driver. She has bad friends
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(party animals). The rest of the family is at Mtubduba, boyfriend’s family is around.
Zanele’s boyfriend is Boysie 25 years old, Zanelefaother is Deborah her father is
Thulani, her girlfriends are Dudu and Nellie, the kaby care giver is MaDlomo and the
baby’s name is Olwethu a baby boy.

C: How old is Zanele?

CM: 17

C: What grade | don’t know | always get mixed ugnstards, grade, | come from the
days of standard.

HM: Let’s give her grade eleven.

DX: Grade ten.

C: Grade ten ok.

FD: Grade ten is Standard eight.

The Third Character is Busi:

She is 35 years old. She is a housewife. She has frhildren. The name of her youngest
daughter is Lihle. She is married. She lives with ér husband and her in laws. Busi’s
husband is a teacher. She stopped at grade seveheSrom KwaNyuswa, her family is at
KwaNyuswa. Busi’'s husband is very strict, he contris her social life, the family money
etc. He drinks a lot during weekends and gets abua. Busi’'s husband has many
girlfriends. She used to have lots of STIs. The naenof her husband is Dan. The name of
her mother-in-law is MaMkhize. The name of her sigtr- in-law is Khethiwe and her
father-in-law is Stompie.

HM: Married mom.

C: Married mother? Ok let’'s do a married motHeut{ing another paper on the wpato
what is the married mother’'s name?

FD: Christina.

(All laughing loudly

C: That's the real true Christina
D: Let's give another.
2008
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Narrative Research Method (Role play) Number One

Nana is a 30 years old graduate, but she has notdyeable to find employment for the
past five years. She is living at home in KwaDabekaith both parents. In desperation
she ended up having a baby with a TAXIMAN who is kown to be HIV positive in the
area because she feels she is too old to be askimmney from her parents. She also tested
positive and disclosed to her mother but not her finer. The reason for not disclosing to
her father is that he has high blood pressure andiquite temperamental and tends to
drink if he faces problems and is abusive when intacated. Her baby is five months old
and she plans to stop breastfeeding at six monthiSor the first five months she has been
exclusively breastfeeding despite pressures fromehsurroundings. One of her strategies
has been to always have her child with her, as skaows that family members might

give the child something in addition to her expresxd breast milk. Recently she had a big
fight with her boyfriend and she does not think hewill give her money for formula.

There is a strike going on in the clinic which make it difficult to access free formula and
now she in panicking as six months is drawing neaShe had also been offered a full-
time job as a clerk in the clinic. She realizes thaaking the job put her in a dilemma as
she has to give the baby to someone else during Wimg hours, but she would be in an
economic advantage (no longer dependent on her utiagble and useless boyfriend for
support or free formula from the clinic).

Will she accept the job offer? What are the disativges/ advantages of this in terms of her
feeding her infant?

How do you think Nana is going to feed her babgragix months?

Will she succeed or will she practise mixed fee@ing

What will be her main problems?

If the child is crying a lot, what will she tell pple in the surroundings who she has not yet
disclosed to?

Will she disclose to her father?
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Narrative Research Method (Role play) Number Two

Zodwa is a 35 years old. She is married with threehildren. Her youngest baby is 5
months old. She tested HIV positive when she wasggnant with the youngest child. She
has not disclosed her HIV status to her husband Shw. At the clinic she chose EBF for 6
months. Zodwa is an active church member and leadle church choir. Sipho is a police
man at a nearby Police Station in Sub 5. He nevegs to church and he is known to
have many girlfriends including school girls. Zodwais a housewife but Sipho provides
everything needed in the house. Zodwa has managewldbstain from sex because she has
been breastfeeding but fears what will happen atsimonths when she has to negotiate
condom use. Zodwa’'s mother-in-law MaZungu stays wit them. MaZungu is very
empatghetic towards Zodwa because she knows thatrteon is a womaniser. She does
not believe in EBF. Zodwa caught her twice offeringhe baby an orange that she was
eating.

Will Zodwa manage to stop breastfeeding at 6 méhths

What will she say to MaZungu?

If she stops breastfeeding, Sipho will want to hawprotected sex with her, then what will
she do?

Will she disclose to Sipho?

Will she disclose to MaZumgu?
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