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PREFACE
INTRODUCTION
This dissertation was submitted in a format required by the North-West University (NWU). Two
articles have been incorporated in this dissertation and will be submitted for publication. Chapter
one contains the overview of the study (with detailed methodology), chapter two provides a
literature review and was written in article format for submission to ‘Curationis’ for possible
publication. Chapter three provides the study’s findings in the form of an article which will be
submitted to the ‘Journal of Nutritional Science’ for possible publication. Chapter four presents
the conclusions, limitations and recommendations for the whole study. However, some
information has also been summarised in the articles, explaining why some duplications occur.
Ethical considerations and this research instrument’s reliability and validity are discussed in
chapter one and briefly explained in the articles (chapter two and three). The referencing styles
in chapter two and three are according to each selected journal’s author guidelines. Chapter
one and four adhere to the NWU’s reference guidelines
(http://library.nwu.ac.za/sites/library.nwu.ac.za/files/files/documents/quoting-sources.pdf).
The references for chapters two and three will be listed at the end of these respective chapters,
and a comprehensive reference list will be supplied at the end of the dissertation.
The rationale for submitting the dissertation in article format:
It is required that at least one article draft should be submitted for publication when submitting a
master’s degree dissertation for examination at the NWU. In this dissertation, two articles have
been drafted (chapter two and three), and these will be submitted to the respective journals for
possible publication.
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ABSTRACT
BACKGROUND
Despite the documented benefits of exclusive breastfeeding; as an optimal infant feeding
method to achieve healthy growth and development of the baby, its implementation remains
sub-optimal in South Africa with persistently low exclusive breastfeeding rates. The success of
breastfeeding in public spaces depends on the perceptions of mothers and community
members regarding breastfeeding in public spaces, and other factors.
AIM AND OBJECTIVES
This study aimed to identify the knowledge level of breastfeeding benefits and perceptions of
breastfeeding in public spaces among mothers and community members in order to formulate
health messages that will encourage social support and acceptance of BF in public spaces. To
achieve the aim, the objectives of this study were to:


Identify and describe the knowledge level of breastfeeding benefits among mothers and
community members.



Identify and describe the perceptions of mothers and community members regarding the
BF in public spaces.



Formulate health messages for mothers and community members to encourage social
support and acceptance of BF in public spaces.

SETTINGS
This study was conducted in five clinics in the Alexandra area of Johannesburg, Gauteng
Province, South Africa.
METHOD
Quantitative, descriptive research methodology was deployed using questionnaires as the data
collection tool. The respondents represented two groups, mothers (n=96) and community
members (n=96).
RESULTS
Most mothers (69.2%) reported that they felt comfortable to breastfeed in public spaces.
However, 38.9% of the mothers reported a lack of support, feeling uncomfortable, and
v

embarrassed. Most community members (81.2%) reported that they were comfortable when
mothers breastfed their infants in public spaces. There was a theoretically significant difference
regarding perceptions of the acceptability of breastfeeding in public spaces between single and
married mothers (t (92) =2.70, p≤ 0.008, CI.95 0.095-0.620). The average results of perceptions
of acceptability for single mothers to breastfeed in public spaces of (M=3.08, SD=0.63) were
higher than that of married mothers (M2.72, SD=0.61). Altogether, the majority of mothers
(69%) were comfortable to breastfeed in public spaces, and community members (84%) were
supportive.
CONCLUSION
Altogether, the majority of mothers (69%) were comfortable to breastfeed in public spaces, and
community members (84%) were supportive. Limited knowledge of breastfeeding benefits was
associated with unsupportive attitudes towards breastfeeding in public spaces. Health
messages that target these factors are essential to encourage support and acceptance of
breastfeeding in public spaces. This could be executed through public education via posters in
public spaces and during community health outreaches.
KEY WORDS
Breastfeeding, mothers, community members, perceptions, breastfeeding in public spaces.
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CHAPTER 1:
OVERVIEW OF THE STUDY
1.1

Chapter aim and outline

This chapter will outline the introduction and background of the study; state the problem,
purpose and significance of the study; explain the paradigmatic approach; briefly describe the
research design and methodology (including data collection and analysis procedures); specify
measures employed to enhance validity and reliability; ethical considerations; data management
and management plan; dissemination of the research results; roles and qualifications of the
research team; conflict of interests; and the structure of the dissertation.

1.2

Introduction

Exclusive breastfeeding (EBF) for the first six months is important – for both mothers and infants
(Kong et al., 2004:369). However, this is difficult to practice if a mother cannot feed when (and
where-ever) her baby needs to be fed. Breastfeeding in public spaces can be challenging.
Breastfeeding (BF) is a process whereby the infant receives breast milk from the maternal
breast (Kong et al., 2004:369). EBF has been defined as feeding of an infant with only breast
milk for the first six months of life without giving foods and/or water (Jolly, 2008:101; American
Academy of Paediatrics (AAP), 2012:200). However, the infant is allowed to receive oral
rehydration solution, drops and syrups (vitamins, minerals and medicines) (World Health
Organization [WHO], 2000:451). Optimal exclusive EBF implies that the infant is breastfed on
demand - whenever milk or comfort is needed.

1.3

Background

BF is the optimal infant feeding method to achieve healthy growth and development of the baby.
Breast milk is the most ideal and valuable food for the growing infant because it meets
nutritional requirements (Jolly, 2008:101). The AAP (2002:205) recommend EBF for the first six
months of life followed by nutritionally adequate and safe complementary food with continued
BF up to at least two years of age. The importance of EBF is echoed in health policies and
guidelines across the world; promoting and supporting BF as one of the key priorities in global
health (Blincoe, 2005:398).
EBF has health benefits for both mother and infant. Some health benefits to the infant include
decreased weight loss during the first few days of life, decreased presentation of allergies,
1

fewer respiratory tract infections, and diarrhoea, increased glucose serum levels (Adejuyigbe et
al., 2001:121) and the increased total periods of BF (Dowling et al., 2002:13). Health benefits to
the mother include prevention of pathological breast engorgement, a decreased incidence of
sore nipples (Renfrew et al., 2000:112) and promoting of bonding between the mother and child
(Scott et al., 2003:270).
Guidelines for EBF are internationally well established to enhance the proper practice of BF. For
example, mothers are guided to recognise and respond to early infant feeding cues and confirm
that the baby is being fed at least eight times in 24 hours. Feeding cues include restlessness,
sucking lips or tongue, infant turning towards the breast while being held, rooting and crying
(Overfield et al., 2005:162).
Poor feeding practices such as alternating between breastmilk and formula to feed infants which
hampers infants to get optimal nutrients for growth and development are still widespread. Poor
feeding practices can cause malnutrition - a major cause of more than half of all deaths of
children younger than two years (WHO, 2000:451). Malnutrition can be reduced if mothers are
supported to breastfeed infants freely when and wherever (including BF in public spaces) the
need arises.
Between 1990 and 2015, Millennium Development Goal (MDG) number four focused on
reducing infant mortality rates by two-thirds, especially in children younger than two years of
age (UNSD, 2005). The MDGs post-2015 report showed that although African countries had
made progress with EBF implementation, Africa remains the continent with the highest infant
mortality rate of 98 deaths per 1,000 births (United Nations International Children's Emergency
Fund (UNICEF), 2015). After the MDGs had been reviewed, the WHO (2014) established the
Sustainable Development Goals (SDGs), for promoting maternal, infant and young children’s
nutrition, specifying that all countries should increase the EBF rate for the first six months up to
at least 50% by 2025.
Globally, only one out of three infants is exclusively breastfed for the first six months, as stated
by the UNICEF global database (2016). In the United States of America (USA), 83.3% of
women initiate BF but only 25.4% breastfeed exclusively for three months (CDC, 2018). The
United Kingdom (UK) also remains below target, with 23.0% of mothers reporting EBF at six
weeks and 1% at six months, respectively (McAndrew et al., 2012). Studies further show that
the rate of EBF in China remains low and infant formula is widely consumed across that country
either as a first feed or as a complementary feed (Tang et al., 2013:134; Gou et al., 2013:322).

2

In the developing regions, South Asia is the region with the highest BF rate of 55%, while West
and Central Africa are the regions with the lowest BF rate of 30% (UNICEF global database,
2016). In African countries, BF rates vary widely, and EBF rates for infants aged 0-5 months are
very low. According to the WHO (2015), the percentage of infants who were breastfed for the
first six months of life were 44% in Swaziland in 2010, 34% in the Central African Republic in
2010, 43% in Mozambique in 2011, 37% in the Democratic Republic of the Congo (DRC) in
2011, and 31% in Zimbabwe in 2011, while Nigeria had the lowest rate of 17% in 2011.
In Republic of South Africa (RSA), EBF is uncommon for the entire first six months (Ijumba et
al., 2014:102; Mamabolo et al., 2014:327). Although the country has the highest BF initiation
rate of 75-79% compared to the other African countries (Ghuman et al., 2009:74), EBF is not
maintained. According to the South African Demographic and Health Survey (SADHS) (2016),
the percentage of children who were EBF decreased with age from 44% to 24% of infants aged
0-1 to 4-5 months respectively.
The SADHS (2016:10) also indicates that 26% of infants younger than six months were BF and
consumed other liquids with 18% receiving complementary foods. These practices are
discouraged because of the risk of introducing illnesses to children. According to UNICEF
(2006), the risks associated with mixed feeding include diarrhoeal diseases, acute respiratory
infections (ARIs) and poor response to vaccinations/immunisations contributing to high mortality
rates in children aged 0-2 years. ARIs and diarrhoeal diseases are the major causes of infant
mortalities (UNICEF, 2016).
Mothers encounter challenges when BF in public spaces (Perappadan, 2018). Lack of support
from the community members was the most cited challenge that mothers experience (BylaskaDavies 2015:1062; Hohl et al. 2016:1554; Grant 2016:53). According to Sheeshka et al.
(2001:31) and Public Health England (PHE) (2015), mothers do not want to BF in public spaces
because they fear adverse reactions from the public and might be embarrassed by the
communities’ attitudes. Culture and sexualisation of breasts were among other factors that
affect breastfeeding in public spaces. In societies where BF is seen as acceptable BF in public
is not an issue hence is been promoted (Kamnitzer, 2011). Some cultures for example in Kenya,
BF in public space is considered as a negative practice that predisposes an infant to evil spirits
hence it is seen as immoral practice (Kimani-Murage et al. 2014:314). Community members
who view breasts as sex organs dishonours BF in public (Bylaska-Davies, 2015:1062). A study
conducted in the United Kingdom by Morris et al. (2016:46), reported that BF in public spaces is
hampered by the way people look at the BF woman, implying that breasts are viewed as sexual
organs, which should not be displayed in public spaces.
3

In the absence of literature regarding BF in public spaces in RSA, maternal experiences were
noted from the media. BF in public in RSA is slowly becoming acceptable (Witten, 2018). One of
the restaurants initiated new BF policy that allows the mothers to BF freely in their restaurants.
During World BF week in 2019, panel of registered dieticians came together to answer two
burning questions on how to will empower mothers to enable BF in public spaces (Association
for Dietetics in South Africa, 2019). Media in RSA reported that mothers who BF in public
spaces often reported experiencing verbal and physical abuse which discourage them to BF
thus disadvantaging infants and mothers from obtaining the health benefits of BF (Makola, 2015
& Mollagee, 2016).
According to Russell and Ali (2017:401), negative public attitudes are major factors
discouraging BF in public spaces. As a result, some mothers opts to feed infant with formula
when in public spaces; therefore, practicing mix feeding which is detrimental to the health of the
infants.

1.4

Problem statement

Although EBF is essential for the health of the mothers and the infants, it is not optimally
practised. According to SADHS (2016), EBF rates in RSA were reported as being 32% for
infants younger than six months. RSA still has a long way to go to meet the SDGs no. 3 to
increase the rate of EBF during the first six months up to at least 50% by 2025 (IOL, 2017).
Media in RSA reported that mothers who BF in public spaces often experienced verbal and
physical abuse thus disadvantaging infants and mothers from obtaining the health benefits of
BF(Makola, 2015 & Mollagee, 2016). Interventions need to be developed in order to counteract
this negative attitude towards BF in public spaces and to increase efforts towards achieving
SDG no.3.
The low prevalence and short duration of EBF reported in previous study have highlighted the
need for conducting more investigations into this problem (Kong et al., 2004:369). Therefore, it
is necessary to identify the perceptions and knowledge of mothers and community members
regarding BF in public spaces for the purpose of designing health messages to enhance the
social acceptability and support for BF in public spaces.

1.5

Research questions

The questions of this study were:
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What are the perceptions of mothers and community members regarding BF in public
spaces?



What knowledge do mothers and community members possess regarding BF benefits?



What suggested health message can be formulated for the mothers and community
members to support EBF, especially in public spaces?

1.6

Research aim and objectives

1.6.1 Research aim
This study aimed to identify the knowledge level of breastfeeding benefits and perceptions of
breastfeeding in public spaces among mothers and community members in RSA with the
purpose of formulating health message that will encourage social support and acceptance of BF
in public spaces towards the global aim of supporting EBF.
1.6.2 Research objective
To achieve the aim of this study, the objectives were to:


Identify and describe the perceptions of mothers and community members regarding BF
in public spaces.



Identify and describe the knowledge level of breastfeeding benefits among mothers and
community members.



Formulate suggested health messages for mothers and community members to enhance
social support and acceptability of EBF practices, especially in public spaces.

1.7

Significance of the study

There is a need to try to rally behind and promote the practice of EBF, especially in public
spaces. The interventions to encourage acceptance and support BF in public spaces require an
understanding of the perceptions of mothers and community members regarding BF in public
places. The rationale of this study was to identify the various views, ideas, thoughts and
understanding of mothers and community members in urban Gauteng regarding the practice of
BF in public spaces, and to use the findings to formulate health messages for mothers and
community members to encourage acceptance and support of EBF practices, especially in
public spaces, hence promoting the wellbeing and health of children and mothers as well as the
community itself.
5

1.8

Paradigmatic Approach

Research is based on theory. A theory consists of an integrated set of defined concepts,
existing statements and relational statements that present a view of a phenomenon which could
be used to predict, explain, describe and control the phenomenon (Brink et al., 2006:21).
This study is guided by the Maternal Role Attainment (MRA) mid-range, evidenced-based
theory concerned mainly with maternal and child nursing - where a mother becomes attached to
her infant, acquires competence in the care-taking tasks involved in the role, and expresses
pleasure and gratification by performing the role. This theory can be used throughout pregnancy
and postnatal care (Mercer, 2004:226).
According to Mercer (2004:226), the MRA theory presents four phases mothers go through to
develop a strong sense of maternal identity, namely:
1.

Commitment, attachment and preparation occur during pregnancy when the mother learns
about social expectations; adapts to physical and psychological changes of pregnancy
and fantasises about motherhood.

2.

Acquaintance, learning and physical restoration start immediately after childbirth, requiring
the mother to adapt to her new role by modelling learned behaviour and conforming
closely to social and family norms.

3.

Moving towards a new normal when the mother develops her own maternal identity and
becomes more comfortable with her own decision-making and mothering skills.

4.

Achievement of maternal identity is the final phase when the mother has successfully
integrated prior learning with personal experience. In this phase, the mother is confident,
competent and accomplished her role and begins to enjoy motherhood ensuring enduring
affection and emotional commitment to her infant.

The phase of ‘moving towards a new normal’ might require a mother to go to public spaces with
her infant, or to return to work. The mother should now remodel her life considering her past
duties and her new role as a mother. Relationships with close people and community members
might require remodelling as the mother starts to incorporate her new duties, responsibilities
and identity of being a mother. Social integration and returning to work while BF is an example
of phase three of MRA mid-range theory of moving towards a new normal because the mother
has to execute her new BF duties combined with her previous responsibilities. The success of
implementing these two roles simultaneously depends, on the perceptions that mothers and
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community members have regarding BF in public spaces. The more the mother accepts BF in
public spaces, the more likely she will be able to BF the infant wherever and whenever it is
required or demanded, therefore, encouraging the mother to reach MRA phase four of
achieving maternal identity and enjoying motherhood. However, when mothers and community
members are negative about BF in public spaces, the mother might opt for formula feeding at
times and BF at other times, resulting in mixed feeding with an increased risk of ill health for the
infant. The mother might even discontinue BF altogether due to a lack of community support.

1.9

Research Methodology

The current research employed a quantitative approach. Previous research demonstrated that
human phenomena and attributes of human behaviour (such as perceptions) can be studied
objectively (Parahoo, 2010:198). Quantitative research involves counting and measuring events
and performing statistical analyses of a body of numerical data. The assumption behind this
approach is that there is an objective truth existing in the world that can be measured and
explained scientifically (Smith, 1988). The current study used a non-experimental descriptive
survey method to identify the perceptions of the mothers and community members regarding
the practice of BF in public spaces (Brink et al., 2018:97).
A questionnaire was chosen as it can measure individual or group variables like attitudes,
opinions, traits, habits and preferences. The questionnaires can identify the difference among
people in dimensions presented on a scale or personality traits. The title of the questionnaire is
“Perceptions of mothers and community members regarding BF in public spaces”.

1.10

Research Method

In this section, the researcher will outline the study’s context, population, and recruitment of
respondents, sampling, the process of obtaining consent, as well as the data collection and
analysis processes.
1.10.1

Study context

The study was conducted in Gauteng Province (GP) in the Alexandra Township. Alexandra
Township was established in 1912 and is located 13km north-east of Johannesburg (South
African History Online (SAHO), 2016). It covers over 800 ha, with a population of approximately
350 000 (Witter, 2016). This study was conducted at five clinics in Alexandra. According to
Malatji (2018), the clinic attendance statistics showed that a total of 8400 patients
(approximately 4500 community members and 3900 mothers) attend these primary health
clinics per month, and therefore amounting to approximately 100 000 patients per year. All
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these health facilities offer the same services including maternal and child services, diagnostic,
treatment, and rehabilitation services, treatment of minor common diseases and communicable
diseases. The sample was selected from a population comprising people with a variety of
cultural, personal, socio-economic, demographic and educational backgrounds (SAHO, 2016).
1.10.2

Population

The population of this study was individuals who met the inclusion criteria for participating in this
study as established by the researcher (Gerrish et al., 2012:531). There were two target
populations in this study: namely mothers, and community members. Accessible populations
comprised mothers and community members who attended the wellness clinics at the chosen
clinics that were visited by researcher and research assistants on specific days for data
collection.
1.10.3

Recruitment of respondents

All potential respondents of both populations were recruited to participate in this study using the
same strategies such as posters on notice boards in clinics, and direct face-face approaches by
research assistants when they attended participating clinics. Recruitment pamphlets (Annexure
H) were also distributed by the research assistants at all selected health facilities one month
before the data collection period commenced. Invitations were distributed to mothers and
community members during community outreach programmes by research assistants.
Recruitment was an ongoing process until the required sample size had been reached.
Recruitment materials in different local languages were used to recruit the respondents. All
potential respondents who responded positively to recruitment went through the sampling
process described in section 1.10.4.1 of this dissertation.
All those who selected paper with YES and were willing to participate were invited to this study.
They were handed informed consent (IC) forms (Annexure I) and requested to return the
completed forms to the mediator at the specific clinic after 24 hours of receiving IC forms in
order to have sufficient time to make final informed decision to participate or not to do so. The
respondents whose IC forms had been collected by the mediator at the clinics were the only
ones who participated in the current study by completing questionnaires.
1.10.4

Sampling

In this study, the samples were the fraction of mothers who were BF infants aged 0-6 months,
and community members residing in the same geographical area as the sampled mothers
based on the inclusion criteria (Brink et al., 2018:132).
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1.10.4.1

Sampling technique

Each of the five clinics was visited on a specific day of the week for a period of two weeks which
the targeted sample had been reached. Clinic A was visited on Mondays, Clinic B on Tuesdays,
Clinic C on Wednesdays, Clinic D on Thursdays and Clinic E on Fridays. During each clinic visit,
the researcher and research assistants spent approximately six hours. Operational hours were
from 08h00 to 14h00.
Clinics had numerous potential respondents who were willing to participate therefore random
sampling was used to reduce influx of respondents. It involved a selection process whereby
every respondent had an equal and independent chance to participate in the current study
(Brink et al., 2016:135). Papers were cut in square shapes with a YES or NO option written on
it. The papers were folded and placed in a bowl which was shaken to mix the papers. Each
potential respondent had to pick a paper from the bowl and show it to the research assistant. A
respondent who selected a paper with YES participated in this study while those who selected
papers with NO were excluded. Two bowls (one for mothers, and one for community members)
were used. Each bowl contained 50 papers with 25 written YES and 25 written NO. After each
draw, the paper was replaced so that the chance of the mothers and community members to
participate in the study remained equal at all times. This is called random sampling with
replacement (Brink et al., 2016:135).
The sampling technique was executed at each participating clinic until the required population
size was sampled. The total number of respondents was recorded on a daily basis to monitor
the progress of reaching the required sample size. The sampling was stopped once the required
sample size of 96 mothers and 96 community members had been reached from all participating
clinics combined.
1.10.4.2

Sample size

The statistician was consulted to calculate the sample size for this study as follows:
Confidence level of 95% which amount to a Z-score of 1,645
Margin error of 10% (0.1)
Standard deviation of 0.5
n= Z².S. (1-5)/e²

n= 1.96².0.5. (1-5)/0.1²

n= 96

Therefore, the target sample size was 96 respondents for each of the two populations of this
study (Creative Research System (CRS) 2016; Smith, 2018).
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1.10.4.3

Inclusion criteria

This section describes characteristics that the respondents should have possessed in order to
be included in this study (Van Spall, 2007:1233). Because the study used two samples, there
were two sets of inclusion criteria. Each potential respondent was assessed according to the
inclusion criteria before the sampling was done through drawing a paper slip as discussed in
section 1.10.4.1 of this dissertation. All potential respondents who did not meet the inclusion
criteria, as stipulated in Table 1.1, were excluded from participating in this study.
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Table 1.1:

Inclusion criteria for mothers and community members

INCLUSION CRITERIA FOR MOTHERS

JUSTIFICATIONS

1.

Mothers who were BF an infant aged 0-6 months.

1.

2.

Mothers aged 18 years and older and mothers aged younger than
18 years whose legal guardians were able to give consent.

3.

This group is still expected to EBF their children even in public
spaces.

2.

Persons older than 18 years are legally fit to give consent in RSA.
Mothers younger than 18 years are regarded as minors as a result

Mothers who brought their children to the wellness clinics.

in addition to their consent, their parents/legal guardians also
needed to give consent for their participation in the study.
3.

To avoid additional stress to participating mothers by not requiring
additional travels/clinic attendances.

INCLUSION CRITERIA FOR COMMUNITY MEMBERS

JUSTIFICATIONS

1.

Individuals aged 18 years and older.

1.

This group is legally fit to give consent.

2.

Community members those were not critically ill.

2.

To avoid additional stress to them.

3.

Community members residing in the same geographical area as 3.
the sampled nursing mothers.
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Shares common public spaces with BF mothers.

1.10.5

Data collection

Data collection was initiated after respondents had signed and

returned IC forms to the

respective clinics where the researcher collected them. Data collection of this study aimed to
identify the perceptions of mothers and community members regarding BF in public spaces.
This section will discuss the data collection tool (development of the data collection tool) and the
process of gathering data.
1.10.5.1

Data collection tool

A questionnaire was used as a data collection tool containing a series of questions (Babbie,
2010:246). The questionnaire included items that were rated on a Likert-scale according to the
measure of respondents’ agreement or disagreement to obtain facts and opinions about the
perceptions of mothers and community members regarding the practice of BF in public spaces
(Mujs, 2010:159). It was designed in English but was also available in three additional
languages (Setswana, isiZulu and Tsonga) that are commonly used in the area where the study
was conducted. Three bilingual, native speaker (Setswana, Tsonga and Zulu) translated English
questionnaires into Setswana, Tsonga and Zulu respectively. All questionnaires were checked
by another three bilingual native speakers , native-Setswana-speaker, Tsonga-speaker, and
Zulu-speaker for accuracy.
The questionnaires were adapted from questionnaires used previously in studies addressing
similar topics from Hong Kong and USA (CDC, 2017; Hong Kong DoH, 2015:63). The
questionnaires were adapted to suit the RSA cultural context so that they could be easily
completed by respondents while appropriately addressing the research questions. A statistician
was consulted before and after adaption of the questionnaire to check and verify the suitability
(content, wording, language level, the order of Likert scale) to the South African context.
Modifications and adjustments were implemented by rearranging the order of Likert scales and
grammar, therefore enhancing the validity and reliability of the tool. Furthermore, to ensure
reliability, a pre-test was carried out at “Clinic X” representing 10% (n=9) of the sample size.
“Clinic X” was used because its clients had similar characteristics as the main study’s
respondents but was excluded from the main study to minimise the potential bias that may arise
due to multiple administration of same questionnaire. The questionnaire was administered on
day one and re-administered after a seven-day interval to ensure that executed modifications
and adjustments are feasible and respondents are interpreting questions correctly. The pilot
study facilitated modification and adjustments of the questionnaires by reviewing the questions
and rectifying mistakes, therefore, enhancing the feasibility of the tool.
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The questionnaire was divided into three sections ( Annexure J) was as follows:
A:

Socio-demographic characteristics

B:

Knowledge level of BF benefits

C:

Perceptions of BF in public spaces

1.10.5.2

Data collection process

Data collection is a process of gathering information relevant to the purpose of a specific study
(Burns & Grove, 2010:524). Research assistants were trained and guided regarding the process
of data collection. Training included the recruitment process; the process of obtaining informed
consent from the potential respondents; the sampling technique process; how data would be
collected; and how privacy and confidentiality would be maintained. The selection of the
research assistants was based on existing research experience which was basic research
methodology obtained during nursing studies. All three research assistants were compensated
R25 per hour for their services.
At each clinic, a private room with refreshments was used for the respondents to complete their
questionnaires. The questionnaire was placed on a clipboard, and a pencil/pen was used to fill
out the questionnaire. No respondent’s name was written on any questionnaire to ensure
confidentiality. After a respondent had completed the questionnaire it was placed inside an A4
envelope. To enhance anonymity and confidentiality, the envelopes had no names or marks
that could be used to identify any respondent and they were placed into a box provided to
collect the completed questionnaires. The researcher organised three assistants to care for the
infants while their mothers completed the questionnaires. The researcher collected the
completed questionnaires from participating clinics for data analysis.
1.10.6

Data analysis

In this section, the researcher will describe how data were analysed so that it could be
comprehensible (Parahoo, 2010:247). All questionnaires were reviewed before data analysis.
Two questionnaires (for mothers) were incomplete and discarded to ensure accuracy of the
data. Data from the questionnaires were transferred to an excel sheet in code format which was
then sent to the statistician (Annexure N) for analysis, using the Statistical Package for Social
Sciences (SPSS) version 25 software (Walters & Freeman, 2010:109).
Descriptive statistical analysis was carried out on the collected data to explain and summarise it
using frequency distributions, measures of central tendency and variability. Inferential statistics (
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Pearson’s coefficient, t-tests and ANOVA’s) were used to extract relationships between
collected data (sampled populations’ socio-demographic variables; knowledge levels; and
perceptions regarding public BF (Glem et al., 2003:82).

1.11

Measures to ensure reliability and validity

Validity
To ensure the internal validity of the study, the questionnaire used to collect the data was
adapted from three similar studies conducted internationally. One study was conducted in Hong
Kong in 2015, and 2007 respondents completed the questionnaires in that study (Hong Kong,
DoH, 2015:63). The other two studies were done in the USA during 2015 and 2016, where 4121
and 4109 respondents were interviewed respectively; the questions from these two studies
were adapted from the CDC data website (CDC, 2017).
To further promote validity, with the assistance of a qualified statistician, questions were
amended to suit the grammar and context of RSA to facilitate understanding. The tool was
evaluated by the supervisors (research experts) to ensure content validity. Data analysis was
carried out with the assistance of the qualified statistician to enhance validity and reliability
(Grove et al., 2017:117). To address the external validity, a large sample was selected to
ensure representation of the target population from the population with various education, socioeconomic and cultural groups (Polit & Beck, 2010:237).
Reliability
Cronbach’s alpha coefficient was used to estimate the reliability of latent factors of knowledge.
Excellent reliability is indicated by a coefficient of greater than 0.8 (Jones & Rattray, 2010:187)
however alpha coefficient of 0.6 to 0.7 is acceptable (Griethuijsen et al., 2014:581). The
Cronbach alpha coefficient was α=.89 for both earlier studies conducted in the USA (Warmbrod,
2001:99).
For the current study, Cronbach's alpha was applied separately to the Likert scale sections
(Field, 2009:675), Section B (knowledge level regarding benefits of BF for infants α=0.84, and
for mothers α=0.74) and Section C (perceptions of acceptability of BF in public spaces α=0.65,
and perception of support α=0.81). Cronbach's alpha coefficients were above acceptable values
0.6-0.7, therefore it was assumed that the questionnaires were reliable.
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Ethical considerations

1.12

In research, ethics refer to establishing the truth and principles that guide person’s conduct. In
the current study, three ethical principles, namely; respect for the person, the principle of
beneficence and the principle of justice were applied as follows (Brink et al., 2018:35):
Respect for the person
All respondents were given freedom of choice in their decisions as to their participation. The
clear informative (full closure) and understandable consent form stated that participation was
voluntary. Each respondent was granted at least 24 hours within which to make an informed
decision to participate or not to do so. No coercion was exerted on respondents (Searle et al.,
2013:274).
Principle of beneficence
The study was executed through a questionnaire which was less intrusive compared to
interviews, posed less risk of harm to the respondents and was a once-off procedure. This study
ensured that there was no harm to the respondents by administering the questionnaire that was
pretested and approved prior to the main study (Searle et al., 2013:274).
Principle of justice
Fair selection was ensured by using simple random sampling, where all potential respondents
had an equal and fair chance to be selected to participate in the study. Respondents were
treated fairly and with respect by being allowed to withdraw from the study at any given point,
with the assurance that no penalty would be imposed on them. Confidentiality and anonymity
were ensured by using self-administered questionnaires which were not numbered and had no
names ensuring that no one could link any collected information with a specific respondent
(Searle et al., 2013:274).

1.13
1.13.1

Data management and management plan
Data management

The researcher collected the boxes with the sealed completed surveys from the five clinics and
checked all the questionnaires for completeness. The researcher then captured the data from
the questionnaires into an excel sheet. Only the researcher, supervisor and statistician had
access to the data in order to ensure privacy and confidentiality. The qualified statistician
assisted in analysing the data by capturing it on SPSS program at the North-West University
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(NWU), Potchefstroom Campus. Hard copies of questionnaires and IC forms were scanned
(computerised file) separately and then shredded. Data will be stored in the office of the director
of the Quality in Nursing and Midwifery Research Focus Area (NuMIQ) research entity.
Electronic copies of scanned questionnaires, IC forms, excel sheets and SPSS files will be kept
on a password-protected external hard drive for a period of five years in the NuMIQ research
office, after which it will be deleted from the device and from the recycle bin.
1.13.2

Data management plan

Data monitoring was executed annually as prescribed by the NWU HREC. The respondents
were at liberty to report any negative occurrence noted during the data collection to the NWU
HREC office. The research was conducted according to the approved proposal (Annexure A).
Any deviations would have been reported to the supervisors and the HREC office. The ethical
aspects were also monitored by the supervisor and co-supervisor.

1.14

Dissemination of the results of the study

The researcher will share results based on the current study’s findings to contribute to the body
of nursing/health-related knowledge (Brink et al., 2018:58). The respondents and community
members, in general, will be invited via posters at the clinics and invitations in the local
newspaper to come to the clinics so that the researcher can present the results to them. A copy
of the dissertation will be kept in the NWU library for other students to have access to the
results. A summary of the results will be sent to the provincial office, municipal office, ward
counsellor and clinics (all the respondents will have access to the results via the clinics). The
researcher is planning to present a paper at a Gauteng Province research day event after
completion of the study. The researcher is also committed to submit an article to the Journal of
Nutritional Science. The researcher intends to apply to the Gauteng Breastfeeding Forum
Conference to present the results. The researcher will design posters with health messages
regarding BF and distribute them to the five participating clinics.

1.15

Roles and qualifications of the research team members

This section outlines the names, qualifications and roles of the research team.
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Table 1.2:

1.

Roles and qualifications of the research team members

Names

Qualifications

Roles

Prof. Welma

PhD; M Tech; BCur Honours,

Supervisor

Lubbe

Advanced Midwifery and Neonatal
Nursing Science, FANSA

2.

Prof. Karin Minnie

PhD; M.Cur-Midwifery and Neonatal

Co-supervisor

Nursing Science, FANSA
3.

Mr. Madimetja J.

Dipl. Nursing Science, BCur

Nyaloko

(Education and Nursing

Student researcher

Administration), Diploma in Trauma
and Emergency Nursing, M.Cur
(Candidate)
4.

Ms. Raesetje A.

Dipl. Nursing Science, B. Tech (OHN

Research assistant

Mphahlele

and Nursing Administration), Diploma in

(signed confidentiality

Midwifery and Neonatal Nursing

form)

Science
5.

Mr. Khashane I.

Dipl. Nursing Science, B. Tech (OHN

Research assistant

Malatji

and Nursing Administration),

(signed confidentiality

Diploma in PHC, Diploma in Nursing

form)

Education
6.

Mr. Ndivhuwo P.

Dipl. Nursing Science, BA

Research assistant

Nemukumbane

(Psychological Counselling), Hons BA

(signed confidentiality

in Psychological Counselling.

form)

1.15.1

Researchers’ qualifications

The researcher completed a research methodology module from January 2018 to November
2018 as well as research ethics training during January 2018, which equipped the researcher
with knowledge regarding the research process. With the assistance of two expert supervisors,
the researcher managed to complete the research proposal in November 2018. Both
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supervisors have extensive research experience, obtained their doctoral degrees and have
supervised many students doing quantitative research.
1.15.2

Role of the members of the research team

The research team included the researcher (Master's degree candidate) who trained research
assistants how to obtain consent from respondents and to collect data, conducted the study,
collected and analysed the data and wrote a report regarding the findings. The research
assistants helped to obtain consent from the respondents. The researcher and research
assistants were available during data collection to clarify any issue and/or query. The
supervisors reviewed the student’s work and provided feedback to the student. The librarian
from NWU assisted during literature review regarding search strategy and databases. A
statistician played a role in assessing and amending the questionnaires to suit South African
context and assisted in analysing the statistics (Annexure N).

1.16

Conflicts of interest

There were no conflicts of interest as the researcher did not financially benefit from this study
other than obtaining a master’s degree.

1.17

Overview of the dissertation

Chapter 1:

Overview of the study.

Chapter 2:

Manuscript prepared for submission: Factors affecting BF in public spaces:
systematic review

Chapter 3:

Manuscript prepared for submission: Perceptions of mothers and community
members regarding BF in public spaces in an urban Gauteng Province, South
Africa.

Chapter 4:

Conclusions, limitations and recommendations.
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1.18

Conclusion

This chapter outlined the background to the study; stated the problem, purpose and significance
of the study; paradigmatic approach; described the research design and methodology; briefly
described data collection and analysis; measures to ensure reliability and validity; ethical
considerations; data management and management plan; dissemination of the results; roles
and qualifications of the research team; conflicts of interest; and presented the structure of the
dissertation. Chapter 2 discusses the systematic review concerning EBF.
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CHAPTER 2:
A SYSTEMATIC LITERATURE REVIEW
Chapter outline
The following chapter is presented in a different format compared to chapter one, two and four
in terms of font, font size and referencing style. In this chapter, the writing style and referencing
guidelines (Annexure K) will be according to ‘Curationis’ to which this manuscript will be
submitted for possible publication. All references to annexures have been retained throughout
this chapter to facilitate readers’ comprehension but will be removed before the manuscript is
submitted to the above-mentioned journal. The sections and subsections of this chapter are not
numbered as required by the journal.
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Abstract
Aim: To explore and describe the literature regarding factors affecting breastfeeding (BF) in
public spaces in order to formulate recommendations that will encourage community members to
support and promote BF in public spaces thereby improving the health status of infants and
mothers.
Method: This review was executed systematically. The review question addressed the study’s
population, intervention and outcomes (PIOs). Potentially relevant studies were identified with
librarian’s assistance through an electronic search on databases, namely: EBSCOhost, Google
Scholar and PubMed. Studies were selected based on explicit inclusion and exclusion criteria,
using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA).
Studies were screened according to the following inclusion criteria: studies reporting on factors
affecting BF in public spaces, studies published in English, and studies published from 2013 to
2018. The screening involved three rounds: reading topics and removing duplicates, abstract
reading and finally content reading. Seven studies (six quantitative studies and one cohort study),
addressing factors that affect BF in public spaces were identified. The six qualitative studies and
one quantitative (cohort) study were critically appraised using the Critical Appraisal Skill
Programme (CASP) checklist and all studies were found to be of good quality and were thus
included in the current review. Data were extracted from all seven critically appraised included
studies. Finally, data were synthesised to categorise new themes from the extracted data, which
were discussed.
Results: A total of 224 studies were retrieved discussing BF. However, only seven studies met
the inclusion criteria. According to the reviewed studies; lack of support, sexualisation of
breasts, media and culture were some factors that could affect breastfeeding in public spaces.
Conclusion: The findings indicated that mothers are not supported to breastfeed in public
spaces, posing a barrier to exclusive breastfeeding (EBF). Therefore, focus should be placed on
educating community members regarding the benefits of BF to enable them to support,
encourage and promote BF anytime and anywhere, including in public spaces.
Keywords:

breastfeeding; factors affecting exclusive breastfeeding; breastfeeding in public

spaces.
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Introduction and background
EBF for the first six months of life significantly improves infants’ health. The World Health
Organization (WHO) recommends EBF for the first six months of life followed by a
combination of BF and appropriate supplementary feeding at least until the age of two years
(Jolly 2008:101). Breastfeeding (BF) is beneficial and associated with positive health outcomes
for infants, mothers, and community members (Okafor, Olatona & Olufemi 2014:43). These
advantages include: the components of breast milk provide nutrients in the exact required
amounts (Du Plessis 2005:27). The digestion and absorption of breast milk’s nutritional
components are easier compared to formula because it is composed of living growth factors,
hormones and enzymes assisting a baby to digest all nutrients (Mitch, Sarah & Tony 2006). BF
also protects mothers against ovarian, breast and endometrial cancer by suppressing ovulation
and the ovulatory hormones that play a role in these cancers (Davis et al. 2012:460; Penny, Kate
& Harriet 2005). For the community, BF produces a healthy nation from healthy BF infants
contributing to government savings in terms of expenditure on treatment and hospitalisation
costs (Virtue 2017; Nutriinfo 2016). In RSA, EBF is uncommon for the entire recommended six
months (Ijumba, Doherty & Jackson 2014:102; Mamabolo, Alberts & Mbenyane 2004). The
country has the highest BF initiation rate of 75-79% compared to other African countries
(Ghuman, Saloojee & Morris 2009:79), but the percentage of infants who are EBF decreases
with age from 44% to 24% of infants aged 0-1 to 4-5 months respectively (SADHS 2016).
Despite well documented positive outcomes of EBF, the EBF rates remain low in RSA (South
African Demographic Health Survey (SADHS) 2016). According to Perappadan (2018), over
70% of mothers reported challenges during the BF period, of whom 17.8% experienced
problems when BF in public spaces.

Review aim
This review aimed to explore the literature regarding factors that affect BF in public spaces to
formulate recommendations that will encourage community members to support and promote BF
in public spaces; therefore, improving the health status of infants and mothers.

Definitions of concepts
The major concepts used in this review are defined to ensure that the readers share the
researcher’s understanding of these concepts.
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Exclusive breastfeeding
EBF is the process where the infant receives breast milk without any additional food or drink,
not even water, and the child is breastfed on-demand without using teats, pacifiers or bottles
(WHO 2006). However, it allows the infant to receive oral rehydration solution, drops and
syrups such as vitamins, minerals and medicines (WHO 2000:451). In this review, EBF refers to
the act of BF the child when required and on-demand directly from the breast, at anytime and
anywhere, including public spaces without giving the child any formula or other feeds.
Mother
A mother is the female biological parent who takes care of and raises the child (Clarendon
2009:575). The operational definition refers to all mothers who were BF during a study’s data
gathering phase.
Public space
A public space (or area) is a space that all people have a right to use without being excluded
because of economic or social conditions, such as entrance fees, membership or poverty (Sabour
2013). The operational definition includes public places where BF mothers might need to BF
their children including shopping malls, taxi ranks, sports arenas, hospitals and clinics.
Community
A community is a social entity comprising people and/or families who share characteristics such
as living in the same geographical area, sharing common goals or problems, having similar
development opportunities, interests and social networks (Chimuti 2015). In this review,
community members refer to all people residing with or around a community where BF mothers
could be found.

Methods
This section outlines the process, or steps, according to which the literature review was
conducted. The following steps were executed systematically: formulation of the review
question, identification of potentially relevant studies through search strategies, selection of
studies based on explicit inclusion and exclusion criteria using PRISMA, critical appraisal (CA)
of the included studies, data extraction as well as data synthesis, followed by the discussion of
the findings.
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Review question
Framing the review question is the first step of conducting a systematic literature review. The
review question was formulated to identify studies which should be included and to specify how
to execute a search strategy. The PICO format was used to guide the formulation of the research
question. PICO is a mnemonic for (P) Population of interest (I) Interventions- the effect on what
is studied (C) Comparison- to the alternative intervention (not relevant in this review) and (O)
Outcomes- the effect (Khan et al. 2003:118).
The application of PIO for this review was as follows:
P- BF mothers, I- BF in public spaces and O- factors influencing BF in public spaces.
The question guiding this literature review was: What factors influence women’s ability to BF in
public spaces?
Search strategy
Systematic reviews of the literature addressing the topic: ‘factors affecting BF in public spaces’
were initially identified to avoid duplications. No systematic review concerning factors affecting
BF in public spaces could be found. Published academic studies on BF in public spaces and
associated factors were searched. The databases of (EBSCOhost, Google Scholar, and PubMed)
were searched by reviewer together with librarian to identify primary BF studies and its
associated factors, specifically in public spaces. The key terms used were “breastfeeding” AND
“factors affecting” AND “public” to identify the most relevant studies in line with the review
question to guide the searching strategies.
Inclusion criteria
Inclusion criteria ensure that appropriate data is included in the review. All studies reporting on
factors affecting BF in public spaces, published in English (to avoid language barriers for the
reviewer), and published from 2013 to 2018 were included in the current review. The cut-off of
five years reflects a balance between the need to include as many studies as possible in this
review and to remain relevant to the most current BF information.

Exclusion criteria
Studies were excluded from the current review if they were published in languages other than
English (language barrier), did not report specific factors affecting BF in public spaces and if
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published before 2013 as new data might have emerged and/or related to BF of infants with
special needs as community members might accept BF of special needs infants due to
sympathetic concerns.
The PRISMA guidelines were followed during the current review to ensure quality reporting and
transparency of the studies’ selection process which could affect the review’s reliability (Moher
et al. 2009:264). The database search yielded a total of 224 studies, but 33 were duplicates were
discarded. The titles and the abstracts were screened manually, and 179 studies were excluded as
they did not address BF in public spaces. Out of the remaining 12 studies, five were excluded
because they focused on BF per se and not on BF in public spaces (refer to figure 2-1).

Figure 2-1: PRISMA flow diagram of included studies concerning factors affecting BF in
public spaces (Moher et al. 2009:264).
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Critical Appraisal
Critical appraisal (CA) is a systematic process used to identity the strengths and weakness of a
research in order to assess the effectiveness and validity of the research findings (Burls 2009).
There are numerous CA tools. However, two CA instruments were used to analyse the included
studies. Two types of Critical Appraisal Skill Programme (CASP) namely, CASP cohort study
checklist and CASP qualitative checklist tools were found to be appropriate for the CA process
because it was specifically designed to appraise a variety of studies including systematic
reviews, randomised controlled trials (RCTs), qualitative research, economic evaluation studies,
cohort studies, case-control studies and diagnostic test studies. All CASP checklists cover three
main areas: validity, results and clinical relevance and provide a level of the quality of evidence.
Therefore, the CASP tools enable a reviewer to systematically assess the trustworthiness,
relevance and results of published studies. The CASP cohort study checklist was used for
appraisal of the longitudinal cohort study and the CASP qualitative checklists for the six
qualitative studies (Critical Appraisal Skills Programme 2018). All seven studies were assessed
and were rated as being ‘good’ quality studies and were included in the current review. To
reduce the possibility of bias, a co-reviewer critically appraised all seven studies using the same
CASP tools and there were no discrepancies compared to the researcher’s appraisals.
Furthermore, the librarian from North-West University assisted with search strategy and
databases. Therefore, it was assumed that this review accomplished trustworthiness concerning
the values and relevance of exploring literature regarding factors that affect BF in public spaces
(Table 2-1).
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Table 2.1:

Summary of CA of selected documents
Citation

CA tool

Quality of
evidence

Level of
evidence

Bylaska-Davies, P., 2015, ‘Exploring the effect of mass media on perceptions of infant feeding’,

CASP qualitative

Good

9/10

Good

8/10

Acceptable

6/10

Good

9/10

Excellent

10/10

Good

9/11

Good

9/10

Health Care for Women International, 36, 1056-1017.

checklist

Cripe, E.T., 2017, ‘You can’t bring your cat to work. Challenges mothers face combining
breastfeeding and working’, Qualitative Research Reports in Communication, 18(1), 36-44.
Giles, F., 2018, ‘Images of woman breastfeeding in public: solitude and sociality in recent
photographic portraiture’, International Breastfeeding Journal, 13(52), 1-12.

CASP qualitative
checklist
CASP qualitative
checklist

Grant, A., 2016, ‘I... don’t want to see you flashing your bits around: Exhibitionism, mothering and
good motherhood in perceptions of public breastfeeding’, Geoforum, 71, 52-61.

CASP qualitative
checklist

Hohl, S., Thompson, B., Escareno, M. & Duggan M., 2016, ‘Cultural norms in conflict:

CASP qualitative

Breastfeeding among Hispanic immigrants in rural Washington State’, Maternal and Child Health

checklist

Journal, 20, 1549-1557.
Li Bai, D., Tak Fong, D.Y. & Tarrant, M., 2015, ‘Factors associated with breastfeeding duration and

CASP Cohort study

exclusivity in mothers returning to paid employment postpartum’, Maternal Child Health Journal,

checklist

19, 990-999.
Nikaiin, B., Donnelly, T.T., Band N.N., Dorri R.A., Muhammad, A. & Patel, N., 2013, ‘Contextual

CASP qualitative

factors influencing breastfeeding practices among Arab women in the State of Qatar’, Qualitative

checklist

Sociology Review, 7(3), 75-89.
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Data extraction
A standardised data extraction form provides consistency in a systematic review, thereby
reducing potential bias and enhancing the validity and reliability of the review. To accomplish
validity and reliability, data were extracted from seven studies that met the inclusive criteria,
were critically appraised and rated with good quality and one was acceptable. Data were
extracted by the reviewer using an excel spreadsheet. The excel spreadsheet included authors,
publication year, aim/purpose, design, sample size, and characteristics, data collection and
instrument and findings; allowing the reader to assess the applicability of the findings to the
topic of BF in public spaces. This methodological review approach of the seven studies included
in this review, facilitated data analysis and production of new themes for the final report on the
review’s findings (Table 2-2).
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Characteristics of the reviewed studies
Table 2-2:
Author and
published year

Characteristics of included studies-data extraction table
Aim/Purpose

Research
design

Sample size (SZ) and
sample characteristics
(SC)

Data collection
and instruments

Findings regarding factors that influence BF in
public spaces.

Interview via text
and visual Internet
site

Respondents stated that media representations of
infant feeding other than formula advertisement were
inadequate, particular representations of BF. The
cultural sexualisation of breasts leads to a lack of
support for BF in public spaces. Commercial interest
in advertising and promoting formula feeding is
deterrent to breastfeeding.

Bylaska-Davies,
P.,
2015.

To explore the effect of mass
media on perceptions and
influence of a mother’s BF
decision, as well as other
contributory factors associated
with BF that could be
incorporated in mass media
images/messages.

Qualitative,
descriptive
design.

SZ- 32 respondents

Cripe, E.T.,
2017.

To examine the challenges that
mothers face combining BF and
working.

Qualitative,
exploratory
design.

SZ-23 mothers.
SC- two groups of
mothers some worked at
home and others work
outside their homes.

Interview

Mothers reported a lack of support from employers
and colleagues for BF purposes.

Nikaiin, B. et al.,
2013.

To find ways to effectively
promote BF practices among
Qatari women by investigating
factors affecting how Qatari
women decide to engage in BF
practices and their overall
knowledge of BF.

Qualitative,
exploratory
design.

SZ- 32 respondents
SC- Qatari women,
natural and non-natural
Arabic women

Face to face
interview

Knowledge of BF and professional support for
learning BF techniques.

SC-pregnant and postpartum women

Social support including parental, spousal, cultural
and religious values regarding BF encourages BF.

Continued...
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Author and
published year

Aim/Purpose

Research
design

Sample size (SZ) and
sample characteristics
(SC)

Data collection
and instruments

Findings regarding factors that influence BF in
public spaces.

Li Bai, D et al.,
2015.

To investigate the factors
influencing the continuation of
any BFor EBF among mothers
returning to formal employment
post-partum.

Quantitative,
Observation
study design
(Cohort study).

SZ-1738 respondents
SC-mothers who returned
to paid employment postpartum from obstetric
units in four hospitals in
Hong Kong.

Questionnaire

Combining BF and employment is incompatible.
There is no BF-friendly work environment in Hong
Kong.

Hohl, S. et al.,
2016.

To examine BF perceptions,
experiences, and attitudes

Qualitative,
exploratory
design.

SZ - 20 respondents
SC – Parous Hispanic
women of low
acculturation aged 25-48
years residing in rural
Washington State

Face to face
interview

Adapting to life in the US: Cultural norm in conflict.
Hispanic culture promotes BF anywhere, including
public spaces, while US citizens see it as ill
behaviour.

Grant, A., 2016.

To understand the views of those
who might observe public BF and
to compliment research on
mothers’ BF experiences.

Qualitative
descriptive

884 comments from
social media.

Online comments

Perceptions that mothers who were BF in public
invite sexual contact with men.
Mothers who BF, have no morals, they are stupid
and practice deviant behaviour
Comments from media were anti-BF in public
labelling mother’s as undesirable

Giles, F., 2018.

To provide a textual analysis of
contemporary photographic
portraiture to interpret the
meaning of the key works, and
their pattern of significance.

Qualitative,
descriptive
design

Various online media
pictures

Online pictures

The media, in general, has continued to shy away
from images of BF mothers.
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Synthesis of extracted data
Data synthesis is a process of pooling and summarising data from various sources to develop
new themes that will address the review question (Ryan 2013). Data was synthesised after
reading the selected seven studies thoroughly and post critical appraisal. Data extraction was
executed from the identified summaries of the finding and conclusion that were relevant to this
review and was presented in Figure 2.2 with the authors below:
1.

Bylaska-Davies, P., 2015.

2.

Cripe, E.T., 2017.

3.

Hohl et al., 2016.

4.

Giles, F., 2018

5.

Grant, A., 2016.

6.

Li Bai et al., 2015.

7.

Nikaiin et al., 2013.

Figure 2.2: Data synthesis: factors affecting BF in public spaces.
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Findings (factors affecting BF in public spaces)
The following section will outline the findings of the systematic review. According to this
review, there are mainly four factors that could affect BF in public spaces: lack of support,
sexualisation of breasts, media and culture.
Lack of support
Support is an act of helping someone or showing approval of something. The most-reported
factor affecting BF in public spaces is reportedly the lack of support from community members,
evidenced by the verbal and emotional abuse that mothers encounter when BF in public spaces.
In most studies mothers reported that they opted for formula feeding when in public areas to
avoid embarrassment, glares, adverse judgements and offensive comments from community
members (Bylaska-Davies 2015:1056-1017; Hohl et al. 2016:1554; Grant 2016:53). A study
done by Nikaiin et al. (2013:83) reported that lack of support from community members
discouraged mothers to BF.
Sexualisation of breasts
The way people perceive breasts has impact on the act of BF in public spaces. People who view
breasts as sexual organs might have more negative attitudes towards BF in public spaces
compared to people viewing breasts as lactating organs. According to Bylaska-Davies
(2015:1062), mothers who were reluctant to BF in public spaces had concerns about exposing
their breasts in public areas because they had been socialised to view breasts as private and
sexual organs that must be hidden away from community members’ views. However, one study
reported that people who grew up being exposed to BF mostly associated breasts with lactation.
Exposing breasts for lactation purposes in public spaces had never been an issue for these people
(Hohl et al. 2016:1554).
Media
Media provides one of the quickest and most efficient ways of broadcasting information to
audiences; hence, it can influence many people’s actions. Media has not portrayed sufficient BF
images (Bylaska-Davies 2015:1062 & Grant 2016:55), thereby denying the public a chance of
getting familiarised with the reality and version of BF. According to Giles (2018:4), an
Australian magazine, featuring a celebrity mother BF her four-year-old son, was only available
to subscribers. However, the same version was released to the public without images of that
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featured celebrity BF but portrayed her with her child sleeping. Events such as this one convey
the message that media reporting does not support BF in public spaces. Advertising seems to
portray the use of breasts as sexual organs as being acceptable to the public, while breasts as a
lactating organ are not regarded as being acceptable for displays in public media (BylaskaDavies 2015:1062).
Culture
Culture can influence the act of BF in public spaces. In Muslim countries, BF is often seen as a
religious duty since Muslims believe that Allah has provided breast milk to women so that they
can BF their children, thus regarding the act of BF as part of their cultural customs. Therefore,
mothers in these countries can freely BF anytime and anywhere, including in public spaces, an
act that is recommended by Islam (Nikaiin et al. 2013:85; Hohl et al. 2016:1551). Also,
Hispanics reported BF to be something that “Hispanics do”. As Hispanics are raised on EBF,
exposing breasts in public is done freely without any stigmatisation from community members as
they were socialised to believe in BF. However, Hispanics reported that when they immigrated
to the United States of America (USA), they opted for formula feeding because of ‘dirty looks’
received from the USA community members, supporting the notion that the USA communities
do not approve of BF in public spaces (Hohl et al. 2016:1557).

Discussions and recommendations
The discussions of the current review will be contrasted and compared with findings reported in
other literature sources.
Lack of support
Lack of support for BF mothers in public spaces poses a barrier to executing BF freely and
proudly. Lack of support from community members seemed to be the most significant factor that
affected BF in public spaces (Bylaska-Davies 2015:1062; Hohl et al. 2016:1554; Grant 2016:53).
This finding supported those of a study done by Sheeshka et al. (2001:31) which reported that
mothers experienced emotional responses concerning regarding BF in public spaces, including
the fear of embarrassing themselves and others, and the fear of negative reactions. This fear
prevented mothers to BF in public spaces and in turn, led to discontinued BF. To promote BF
anytime and anywhere, mothers need to be supported. In terms of BF in public spaces, support
can be instrumental (providing space for a mother to sit and BF) informational (letting mothers
know about the advantages of BF), and emotional (showing acceptance and approval of BF
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mothers) (Seeman 2008:83). Numerous studies reported that the view of others has impact on BF
(Rempel & Rempel 2011:155; Scott, Landers & Hughes 2001:24; Sittlington, Steward-Knox &
Wright 2007:261). To effectively encourage BF, health professionals need to engage the
community in BF education to empower them with the factual knowledge to enhance their
insight (Odeh et al., 2008:386). Mothers might feel isolated when BF (Steward-Knox, Gardiner
& Wright 2003:265), therefore successful BF requires mothers who are socially active and
function in society while BF.
Sexualisation of the breasts
Another reviewed factor that affects BF in public spaces was society’s views on women’s
breasts. Some societies’ views include that women’s breasts should not be exposed in public
spaces because of sexual connotations. Consequently, BF in public spaces is unacceptable. The
reviewed literature reported fear of breastfeeding in public spaces because of harassment and
nasty comments from community members. These findings are consistent with a study
conducted in the United Kingdom (UK) which found that breasts were viewed as having
primarily a sexual function with the secondary function of BF. Thus, any woman who BF in
public spaces was regarded as being sexually available (Wall 2001:592). To achieve optimal BF
rates, people should be educated that the breast’s primary function is BF, implying that breasts
should be viewed as feeding organs rather than as sexual organs. According to Forbes et al.
(2003:379), men who believed that all people are equal mostly accepted BF in public spaces.
This implies that educating and encouraging men to change their sexist attitudes could help to
modify their attitudes towards BF in public spaces and thereby increase BF rates.
Media
Media reports affected BF in public spaces. Although ‘pregnancy and maternity’ books and
magazines are available, generally the media tends not to give any attention to BF. A study
which examined mass media’s portrayal of infant feeding showed that formula feeding was
portrayed as being less problematic, and shown more often, than BF (Henderson et al.
2000:1196). Furthermore, Henderson et al. (2000:1198) reported that media advertised formula
feeding with visual images showing that it is the best and most convenient method of infant
feeding while references to BF were only verbal without pictures. Advertisement or promotional
materials portraying BF mothers while indoors wearing sleeping attire in bed send the message
that BF should be a private activity, thereby discouraging BF in public spaces (Steward-Knox et
al. 2003:268). Preferably advertisements should display BF mothers fully dressed in public
spaces, in the company of community members, thus promoting BF in public spaces. Media can
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reach millions of people in seconds and can be an excellent platform to enhance BF in public
spaces by teaching, advertising, promoting and supporting BF.
Culture
Several cultures have their own beliefs and customs when it comes to BF. In this review, it was
highlighted that some cultures accept BF in public spaces thus helping to increase BF rates.
However, there are other cultures which do not condone BF in public.
In Saudi Arabia, even though women are not allowed to show any part of their body in public,
BF is an exception. It is common for mothers to BF in shopping malls and parks (Riordan
2005:719). In consistent with this finding, the study conducted by Kamnitzer (2011) reported
that in Mongolia, BF is considered to be healthy and appetising to the extent that even adults will
occasionally indulge in BF; explaining why BF in public spaces is ‘common’ and ‘normal’ in
Mongolia. However, some cultures regard BF in public spaces as a taboo. A study reported that
in some areas of Kenya, it is believed that BF in public spaces makes the mother and child
vulnerable to the ‘evil eye’, thus disapproving of this practice (Kimani-Murage at al. 2014:314).
In support of this disapproval of BF in public spaces, a study conducted among women in Hong
Kong revealed that the majority of the women agreed that it was culturally unacceptable to BF in
front of others, excluding the husband and health care workers (Kong & Leed 2004:369). Ward
et al. (2006) reported that in Western culture, it was unacceptable to BF in public spaces. It is
therefore crucial to develop interventional strategies in countries where cultures that condemn
BF in pubic to addresses EBF anytime and anywhere including public spaces in order to promote
and support EBF.

Limitations of the literature review
Limited information has been documented regarding factors affecting BF in public spaces locally
(in RSA) and globally. Although this review met the specific aim of exploring literature
regarding factors affecting BF in public spaces, its sample size was small. A larger sample of
studies might have revealed more diverse viewpoints regarding the topic of BF in public spaces.
However, limited publications on the topic of BF in public spaces also highlighted the need to
conduct such research to address the perceived gap in information about factors affecting BF in
public areas especially in SA.

Conclusions
Based on this review, existing literature revealed four major factors which could affect BF in
public spaces: lack of support from community members, sexualisation of breasts, media and
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culture. Lack of support from community members, and perceiving breasts as sexual organs
discouraged mothers to BF their infants in public spaces. Media was not active in promoting BF
in public spaces. Where cultures value BF, community members accept and support BF in public
spaces. On the contrary, other cultures associate BF in public space with poor manners and
inappropriate social actions. Health education - not only to pregnant and BF mothers but also to
community members, should be reinforced to encourage, support and promote BF anytime and
anywhere including in public spaces. Supporting and promoting BF will encourage mothers to
freely BF their infants in public spaces, therefore, contributing towards achieving Sustainable
Development Goal 2025 (Goal no.3) by increasing EBF rates in the first six months of life up to
at least 50% by 2025 (UNICEF 2018). This review highlights the need to conduct research to
address the research gap and to better understand the factors that affect BF in public spaces,
especially in South Africa. This literature review serves as a basis for the future efforts to
promote BF in public spaces. Finally, factors affecting BF in public spaces might change over
time therefore identification of emerging factors is crucial to update and ensure continuous BF
education and support.
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CHAPTER 3:
PERCEPTIONS OF MOTHERS AND COMMUNITY MEMBERS
REGARDING BREASTFEEDING IN PUBLIC SPACES
CHAPTER OUTLINE
The following chapter is presented in a different format compared to chapter one, two and four
in terms of font, font size and references. In this chapter the writing style and referencing
guidelines (Annexure L) are done according to the ‘Journal of Nutritional Science’ to which this
manuscript will be submitted for possible publication. All references to annexures will be
removed before the manuscript is submitted to the above-mentioned journal and tables and
figures numbers will be changed to meet the journal’s specifications. The tables and figures are
numbered and placed at the end of the article as per journal’s guidelines. The sections and
subsections of the chapter are not numbered as required by the journal.
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ABSTRACT
Revilement experienced by breastfeeding mothers in public spaces has a detrimental impact on
the World Health Organization’s recommendation of exclusive breastfeeding on demand. The
current study identified the knowledge of mothers and community members regarding benefits
of breastfeeding, and perceptions of BF in public spaces. A quantitative, non-experimental
descriptive study was conducted using two structured questionnaires, one was completed by
breastfeeding mothers (n=94) and the other one by community members (n=96). Data were
collected at five clinics in Alexandra, Gauteng Province, South Africa. Most mothers (69.2%)
reported that they felt comfortable to breastfeed in public spaces. However, 38.9% of the
mothers reported a lack of support, feeling uncomfortable, and embarrassed. Most community
members (81.2%) reported that they were comfortable when mothers breastfed their infants in
public spaces. There was a theoretically significant difference regarding perceptions of the
acceptability of breastfeeding in public spaces between single and married mothers (t (92) =2.70,
p≤ 0.008, CI.95 0.095-0.620). The average results of perceptions of acceptability for single
mothers to breastfeed in public spaces of (M=3.08, SD=0.63) were higher than that of married
mothers (M2.72, SD=0.61). Altogether, the majority of mothers (69%) were comfortable to
breastfeed in public spaces, and community members (84%) were supportive. Limited
knowledge of breastfeeding benefits was associated with unsupportive attitudes towards
breastfeeding in public spaces. Health messages that target these factors are essential to
encourage support and acceptance of breastfeeding in public spaces. This could be executed
through public education via posters in public spaces and during community health outreaches.
Keywords: perceptions about breastfeeding, breastfeeding in public spaces, breastfeeding
mothers, community members’ attitudes towards breastfeeding.
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Introduction and background
Exclusive breastfeeding (EBF) for the first six months is important for both infants and mothers.
However, it is difficult to practise if mothers cannot breastfeed whenever and wherever the infant
needs it. EBF has been defined as the feeding of an infant exclusively with breast milk for the
first six months of life without giving any supplementary feeds or water

(1)

. In addition to this

definition, the American Academy of Paediatrics (AAP) recommends that infants should receive
oral rehydration solution, drops and syrup (vitamins, minerals and medicine) (2) when required.
Optimal EBF implies that an infant is breastfed on demand whenever food or comfort is needed.
Breastfeeding (BF) in public spaces can be problematic. A public space is a place where all
people have the right to use it without being excluded because of any social or economic
conditions (3). Over 70% of Indian mothers in Delhi reported BF challenges and 17.8% of these
challenges related to BF in public spaces

(4)

. A study reported that BF mothers were labelled as

being nasty, distasteful, offensive, rude, lacking self-respect and pride when BF in public space
(5)

. In Republic of South Africa (RSA), independent source of news and views from academic

and research community called The Conversation reported that mothers did not want to BF in
public spaces because they were afraid of being humiliated, shouted at and treated negatively by
community members

(6)

. The study conducted in Ottawa regarding community members’

attitudes towards BF in public places revealed that negative attitudes of the community members
are major factors that discouraged BF in public spaces

(7)

. The current authors believe that

perceptions regarding BF in public spaces, and knowledge regarding BF benefits influences
social acceptance and support of BF in public spaces. Therefore, the reported study identifies and
describes the perceptions of mothers and community members regarding BF and knowledge of
BF benefits.

Research problem
Despite well documented economic and health benefits of EBF, it is not optimally practised. In
RSA only 32% of infants aged younger than six months were exclusively breastfed

(8)

. South

Africans have to put more effort into promoting EBF to meet Goal no.3 of the Sustainable
Developmental Goals (SDGs) 2025 to increase EBF rates during the infants’ first six months of
life to at least 50% by 2025. Media in RSA reported that mothers who BF in public spaces often
experienced verbal and physical abuse thus disadvantaging infants and mothers from obtaining
the health benefits of BF

(9,10)

. To counteract this negative attitude towards public BF and to
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increase efforts towards achieving SDG no.3, it is therefore, necessary to identify the perceptions
of mothers and community members regarding BF in public spaces for the purpose of designing
interventions to enhance the social acceptability of BF in public spaces.

Purpose of the study
There is a need to promote the practice of EBF, especially in public spaces. The interventions to
promote and support this activity require an understanding of the perceptions of mothers and
community members regarding the acceptability of BF in public places. The rationale underlying
this study was to identify the views, ideas, thoughts and understanding of mothers and
community members in urban Gauteng regarding the practice of BF in public spaces, and to use
the findings to formulate health messages for BF mothers and community members to support
BF practices, especially in public spaces. These interventions could encourage the acceptability
of BF in public, create role models for mothers and helps to normalise BF.

Methodology
Research design
The study adopted a quantitative, non-experimental descriptive design to identify the perceptions
of mothers and community members concerning BF in public spaces.
Research setting
Data were collected at five clinics in Alexandra, Gauteng Province (GP), RSA. Alexandra
Township area was established in 1918 and covers 800 ha with a population of approximately
350 000 (11).
Population
The two study populations comprised mothers and community members attending healthcare
service at five clinics in Alexandra, GP during February 2019.
Sample and sampling technique
The two samples were BF mothers of infants aged 0-6 months and community members who
were residing with or around BF mothers and attended healthcare services at the five
participating clinics. A statistician was consulted to calculate the sample size required for this
study, as follows:
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Confidence level of 95% which amounted to a Z-score of 1,645
Margin error of 10% (0.1)
For a standard deviation of 0.5
n= Z².S. (1-5)/e²
n= 1.96².0.5. (1-5)/0.1²
n= 96
Therefore 96 respondents was the desired sample size for each population participating in this
study (12, 13).
Data collection instrument
Two questionnaires (one for mothers and the other for community members) were adapted from
previously used questionnaires which addressed the similar topic, one from Hong Kong in 2015
(14)

and two from the United States of America (USA) (15). The questionnaires were adapted to

suit the South African cultural context so that they could be easily completed by respondents. A
statistician was consulted before and after the adaptation of the questionnaires to check and
verify the suitability to the South African context. The questionnaires were divided into the
following three sections:
A: Socio-demographic characteristics
B: Knowledge level on BF benefits
C: Perceptions of BF in public spaces
Validity and reliability
Face validity was confirmed by academic peers as all questions appeared to be clear and relevant
(16)

. Content validity was ensured as the adapted questionnaires were based on existing

questionnaires and using subject experts (supervisors) to check the items’ relevance to the
concept of BF in public spaces and judging the scope of the questions to be adequate (17). Based
on the feedback of the experts, the questionnaires were finalised. Cronbach’s alpha coefficient
was calculated to estimate the questionnaires’ reliability. Excellent reliability is indicated by
coefficient of greater than 0.8
acceptable values

(16)

; however Cronbach's alpha coefficients above 0.6 to 0.7 is

(16)

. For the instruments of the two studies from the USA

Cronbach’s alpha coefficient was α =0.89

(15,14)

, the

(18)

. For the current study, Cronbach's alpha was

applied separately to the Likert scale sections (19), Section B (knowledge level regarding benefits
of BF for infants α=0.84, and for mothers α=0.74) and Section C (perceptions of the
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acceptability of BF in public spaces α=0.65, and perception of support α=0.81). Cronbach's
alpha coefficients were above acceptable values 0.6, therefore it was assumed that the
questionnaires were reliable. Furthermore, a pre-test was conducted with 10% of the main study
sample at Clinic X which did not take part in main study to avoid bias which could arise due to
multiple administration of the questionnaire. Clinic X was used because its clients had similar
characteristics to the main study’s respondents. The questionnaires were administered on day one
and re-administered after seven days. The pilot study facilitated reviewing of the questions and
addressing identified shortcomings, enhancing the reliability of the tool.
Recruitment
The potential respondents were recruited to participate in this study through posters on clinics’
notice boards and through direct face-face contacts when recruitment materials were distributed.
Research assistants distributed recruitment pamphlets at the five participating clinics one month
before data collection commenced, and they invited community members to participate in the
current study during community outreach programmes. Recruitment was an ongoing process
until the required sample size (n=96) was reached. Recruitment materials were available in
different local languages (Tswana, Tsonga, Zulu and English). Three bilingual, native Setswanaspeaker, Tsonga-speaker, and Zulu-speaker translated English informed consent forms into
Setswana, Tsonga and Zulu respectively. All informed consent forms were checked by another
three bilingual, native speakers for accuracy.
Sampling
In the current study, the samples comprised the portion of BF mothers (n=96) of infants aged 0-6
months, and community members (n=96) residing in the same geographical area as these
mothers. All participating mothers and community members voluntarily signed IC forms before
participating in this study.
Data collection procedure
Data were collected at five clinics in Alexandra where respondents, who had signed IC forms,
completed questionnaires over a period of two weeks (February 2019); Clinic A was visited on
Mondays, Clinic B on Tuesdays, Clinic C on Wednesdays, Clinic D on Thursdays and Clinic E
on Fridays. The researcher and research assistants spent approximately six hours per day at each
clinic. Respondents completed the questionnaires in a private room where refreshments were
available. No respondent’s name was written on the questionnaire to ensure anonymity. Each
respondent placed the completed questionnaire inside an envelope which was placed into a
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collection box. The envelopes had no names or marks that could be used to identify any
respondent. The researcher collected the boxes with completed questionnaires on weekly basis
from all participating clinics for data analysis.
Data analysis
Before data analysis, all questionnaires were reviewed and two incomplete questionnaires (from
mothers) were discarded to ensure the reliability of the data. Data from the questionnaires were
transferred to an excel sheet in code format by the researcher. Descriptive statistics were applied
to summarise data using frequency distributions and percentages. Inferential statistics (Pearson
coefficient, t-tests and ANOVAs) were used to extract the relationship between the data and
sampled populations and socio-demographic variables (20). A statistician assisted in analysing the
data using the Statistical Package for Social Sciences (SPSS) version 25(21).

Ethical considerations
The ethical approval to execute this study was granted by Health Research Ethics Committee
(HREC) (NWU-00116-18-S1) of North-West University (NWU), provincial consent (Ref: GP
201810 040) (Annexure B) was obtained from the National Health Research Database (NHRD)
website and goodwill permission was obtained from the five participating clinics’ (Annexure CG) managers. A written and voluntary IC form was signed by each respondent.

Findings
The findings will be discussed in terms of response rate, socio-demographic characteristics,
knowledge level about BF benefits and perceptions regarding BF in public spaces.
Response rate
Questionnaires were distributed to 96 BF mothers and to 96 community members who attended
healthcare services at the participating clinics. All questionnaires were completed and returned.
Two BF mothers’ questionnaires were incomplete and therefore discarded, producing a response
rate of 98% (n=94) while all community members’ questionnaires were analysed giving a
response rate of 100% (n=96).
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Socio-demographic characteristics
Mothers
More than half of the BF mothers were single (60.6%), attained secondary education (60.6%)
with the majority aged 26-35 years (61.7%), and unemployed (58.5%). Most BF mothers had
one or two children (72.3%) (Table 3.1).
Community members
Most community members were single (67.7%), had obtained a secondary education (63.5), and
had at least two children (49.0%). The age of 29.2% of the community members exceeded 45
years. Thirty-eight-point five percent (38.5%) were employed full-time (Table 3.1) .

Knowledge levels concerning the benefits of BF
Mothers
Most mothers (67.0%) strongly agreed that breast milk provides all the nutrients required by
infants, followed by 60.6% whom also strongly agreed that breastfeeding protects infants against
infections, with 54.3% whom strongly agreed that breastfeeding infants are healthier than
formula-fed infants. Forty-four-point seven percent (44,7%) of mothers strongly agreed that
breastfeeding does not create pollution, with 40.4% whom also strongly agreed that
breastfeeding produces a healthy community and 41.5% who agreed that breastfeeding protects
mothers against breast and ovarian cancer. The knowledge of some breastfeeding benefits of the
mothers was lower, such as that breastfeeding tones the mother’s body (38.3%), helps the
government to save healthcare costs by reducing hospital admissions (36.2%), reduces
absenteeism from work (29.8%) and assist in child spacing by preventing pregnancies (26.6%)
(Table 3.2) .
Community members
As indicated in Table 3.2, 58.3% of the community members strongly agreed that breast milk
provides all the nutrients required by the infants, 53.1% strongly agreed that breastfeeding does
not create pollution, 60.4% strongly agreed that breastfeeding infants are healthier than formulafed infants and 46.9% strongly agreed that breastfeeding protects infants against infections. Of
all the community members, 25% agreed that breastfeeding assists with child spacing by
preventing pregnancy, 31.3% agreed that breastfeeding protects mothers against breast and
ovarian cancer, 30.2% strongly agreed that breastfeeding helps to tone the mother’s body and
33.3% strongly agreed that breastfeeding reduces absenteeism at work. Less than half of
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community members (43.8%) strongly agreed that breastfeeding helps the government to save
healthcare cost by reducing hospital admissions and the same percentage (43.8%) also strongly
agreed that breastfeeding produces healthy communities. There is no specific trend to favour the
knowledge levels of either the mothers or the community members.
Perceptions regarding BF in public spaces
Mothers
Of the BF mothers 62.9% reportedly felt comfortable when BF their infants in the presence of
other people in public places (Comfortability), and 38.3% strongly disagreed that it was
embarrassing to BF in public spaces (Embarrassment). However, 31.9% of the BF mothers
preferred to formula feeding over BF in public spaces (Formula feeding) although 40.4% agreed
that community members supported them when they were BF their infants in public spaces
(Support). Fifty-four-point three percent (54.3%) agreed that BF is beneficial to the community
(Benefits to community) (Fig. 3.1).
Community members
Of all the community members, 81.2% (agreed and strongly agreed) were comfortable when
mothers breastfed their infants near them in public places (Comfortability) and 35.4% agreed
that it was culturally acceptable for mothers to expose the breast and BF babies in public spaces
(Cultural acceptability). The majority (81.4%) supported BF in public places anytime as
required/demanded by the infant (Support); and 34.4% strongly agreed that they respected and
valued mothers who BF their infants in public spaces (Value and respect). A total of 91.6%
(agreed and strongly agreed) of the community members were aware that BF is beneficial to the
community (Benefits to community) (Fig. 3.1).
Relationship between variables
The extraction of the relationship between the quantitative variables was carried out by
employing Pearson’s correlation coefficient (r), oneway Anova and t-test. Before the
implementation of Pearson’s correlation coefficient, factor analysis (FA) was executed to reduce
the number of Likert-item statements into a set of components to ease the explanation and
interpretation of findings (22).
The FA was done following three steps. The first step of FA is to determine Kaiser-Meyer-Olkin
(KMO) which was calculated to find out if the Likert scales were suitable for factor analysis.
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High values, close to 1.0 indicate that factor analysis could be applied to structure the data. If the
value is less than 0.50, the results of the factor analysis would probably be inapplicable. The
KMO for the knowledge level of BF benefits measured 0.86, and 0.56 for perceptions which are
both above 0.05 therefore, indicating that both sections were eligible for factor analysis (Table
3.3).
The second step is to select the Factor analysis method. Principal component analysis was
utilised as a method to execute FA. Principal component analysis was suitable as it aims at
reducing Likert-item statements to a small set that still contains most of the information in the
large set. It accomplishes reduction by creating a set of variables for similar items(22). The items
in a set are called components. With factor analysis, the knowledge level of BF benefits was
reduced to two components (component 1: knowledge level of BF benefits for infants, and
component 2: knowledge level of BF benefits for mothers). Perceptions of mothers and
community members regarding BF in public spaces were reduced to two components
(component 1: perceptions of acceptability of BF in public spaces, and component 2: perceptions
of support for BF in public spaces).(23) (Table 3.4).
The final step determined Total Variance which demonstrates the percentage of the variance that
is explained by the components or factors. Higher percentages of explained variance indicate
strong levels of association, implying that better predictions could be made

(22)

. Looking at the

total variance explained in table 3.5, the first two components of perceptions regarding BF in
public spaces and of the knowledge level of BF benefits had a cumulative of 69.2% and 58.3%,
respectively. Both cumulative percentages exceeded 50%, indicating good strength of
association of variables and consequently good predictions. After completion of the above three
steps, Pearson’s correlation coefficient was deemed suitable to be implemented.

Correlation of factors with the mothers’ socio-demographic data
Marital status
The t-test identified a significant difference between the mean of single and married mothers and
factors influencing BF in public spaces. There was a theoretically significant difference in the
acceptability of BF in public spaces between single and married mothers (t (92) =2.70, p≤ 0.008,
CI.95 0.095-0.620). Thus, the average perception of the acceptability of BF in public space of
single mothers (M=3.08, SD=0.63) exceeded that of married mothers (M2.72, SD=0.61). This
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implies that single mothers perceived BF in public spaces positively than married mothers. The
effect size value (d=0.57) also suggested a moderate practically significant difference.
Ordered variables (educational level, parity and age)
There was a positive significant relationship between parity and knowledge level of BF benefits
for infants (r=0.27, p≤0.007), indicating that as the maternal parity increased, the mothers’
knowledge levels of BF benefits for infants increased. There was no significant relationship
between educational level, parity, age and perceptions concerning BF in public spaces. This
finding suggested that increased maternal age, educational level and parity did not affect the
acceptance and support of BF in public spaces because all p-values were above 0.05. This study
also revealed a significant positive relationship between the knowledge level of breastfeeding
benefits for infants and the perceptions of breastfeeding in public spaces [perceptions of support
(r=0.46, p≤0.000) and perceptions of acceptability (r=0.21, p≤0.042)]. This indicates that an
increased knowledge level about breastfeeding benefits for infants was associated with mothers’
increased acceptance of breastfeeding in public spaces (Table 3.6).
Employment status
As demonstrated by the one-way ANOVA test, there were no statistically significant correlations
between employment status (for both populations) and knowledge levels of BF benefits (for
mothers and infants) nor with perceptions regarding BF in public spaces because all p-values
were above 0.05.
Correlation of factors with socio-demographic data for community members
There was a positive significant relationship between age and knowledge level of BF benefits for
infants (r=0.29, p≤0.003) and mothers (r=0.34, p≤0.001). This finding suggested that as
community members’ age increased, their knowledge levels of BF benefits for infants’ and
mothers also increased. There was a significant positive relationship between age and
perceptions [support (r=0.29, p≤0.003) and acceptability (r=0.24, p≤0.016)] regarding BF in
public spaces. This implies that community members’ ages increased, they became more likely
to perceive BF in public to be acceptable and to support BF in public spaces. There was a
significant positive relationship between the level of BF knowledge [for mothers r=0.21,
p≤0.034, and infants r=046, p≤0.000) and perceptions of support of BF in public spaces. This
implies that when the knowledge level of BF benefits increased, more community members
supported and accepted BF in public spaces. There was also a significant relationship between
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the levels of knowledge of BF benefits for infants and perceptions of the acceptability of BF in
public spaces (r=0.42, p≤0.000). This finding suggested that as the level of knowledge of BF
benefits for infants increased, more community members accepted BF in public spaces (Table
3.6).
Correlations: combined (mothers and community members)
There was a significant positive correlation between educational level (r=0.14, p≤0.047), parity
(r=0.19, p≤0.009), age (r=0.15, p≤0.036) and knowledge level of BF benefits for infants. This
finding indicates that when educational level, parity and age increased, the knowledge levels of
mothers and community members regarding BF benefits for infants increased. There was also a
significant positive correlation between age and knowledge level of BF benefits for mothers
(r=0.20, p≤0.004). This finding suggested that as age increased, the knowledge levels of mothers
and community members regarding BF benefits for mothers also increased. There was a positive
significant correlation between age and the perceived acceptability of BF in public spaces
(r=0.29, p≤0.000) indicating that more community members and mothers accepted BF in public
spaces as they became older. There was also a positive significant correlation between age and
perceptions of support for breastfeeding in public spaces (r=0.24, p≤0.001). This implies that
both mothers and community members supported breastfeeding in public spaces to a greater
extent as their ages increased. There was a significant positive correlation between knowledge
level of BF benefits for infants and support for BF in public spaces (r=0.45, p≤0.000), and
another significant correlation between knowledge level of BF benefits for mothers and support
for BF in public spaces. (r=0.29, p≤0.000). This suggested that as the community members and
mothers become more knowledgeable regarding BF benefits for mothers and infants, the more
likely they became to support BF in public spaces (Table 3.7).
Group correlations
There was a statistically significant difference between mothers and community members
regarding perceptions acceptability of (t (188) =-9.294, p≤ 0.000, CI.95 -1.362-0.885) and
support (t (188) =-9.294, p≤ 0.000, CI.95 -1.362-0.885) of BF in public space. The average result
regarding perceptions of acceptability of BF in public space of community members (M=3.20,
SD=0.84) was higher than those of mothers (M2.08, SD=0.82). Furthermore, the effect size
value (d=1.33) suggested a higher practically significant difference. The average support for BF
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in public spaces of community members (M=3.15, SD=0.67) was higher from that of mothers
(M2.95, SD=0.65).

Discussion
This study aimed to identify the perceptions of mothers and community members regarding BF
in public spaces. In this discussion, the following themes: mothers and community members'
comfort (as related to perception of acceptability), mothers’ and community members' support
(perception of supportability), and BF benefits (related to the knowledge) to the community will
be discussed.
Mothers’ and community members’ comfort
Although most mothers 69.2% reported that they were comfortable to BF in public spaces,
30.8% reported feeling uncomfortable to BF their infants in public spaces. This finding conforms
to a study done on BF knowledge, attitudes and beliefs in a diverse urban population of the
Bronx, New York

(25)

and similarly with a study done on BF in public spaces in the United

Kingdom (26) which revealed that mothers experiences unease and discomfort feeling to BF in
public spaces. In the current study, 31.9% of mothers cited that they would rather bottle feed in
public spaces instead of BF. This finding is consistent with a study that was done on attitudes
towards infant feeding among mothers in a low socioeconomic community in USA where 82%
of mothers reported that bottle feeding was more acceptable than BF in public spaces

(27)

.

However, in the current study, most community members (81.2%) stated that they were
comfortable with the mothers to BF their infants next to them in public spaces. These findings
were found to be contrary to the previous studies in which BF in public spaces was seen as a
barrier which need to be dealt with for reasons

(28,29,30)

such as negative reactions from

community members, cultural taboos and sexualisation of breasts. EBF is higher among mothers
who are comfortable with the idea of BF in public spaces (25). Therefore, to improve acceptance
of BF in public places through education to mothers and community members, should consider
all other barriers in the current study.
Community members' and mothers' support
The other issue regarding BF in public spaces is the lack of support for mothers who BF in
public spaces. The current study revealed that 39.3% of mothers felt unsupported by community
members when they were BF in public spaces, and this was attested by 15.9% of the community
members who reported that they did not support BF in public spaces. These findings consistent
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with study in which mothers reported that they were not able to successfully BF in public spaces
due to significant challenges including lack of support from community members

(31)

and

similarly stated that a lack of support posed a barrier to be overcome in order to BF in public
spaces (18). Numerous studies indicated that BF mothers need emotional support while BF as it
encourages and improves duration of BF (32,33,34).
Breastfeeding benefits to the community
Most community members (91.6%) reported that BF is beneficial to the community with 40.6%
(n=39) of them reporting that it is environmentally friendly and 51.0% (n=49) said BF produces
healthy infants, and thus also healthy communities. However, a minority of 8.3% (n=8) opposed
the fact that BF is beneficial to the community with 5.2% (n=5) of them reporting that mothers
stayed away from work to BF or express breast milk impacting on their job performance. These
findings were supported by previous studies reporting that most co-workers had no problem
when people took smoke breaks, but they did not support BF mothers’ breaks to express breast
milk (35,36,37). Employed BF mothers need support from colleagues, supervisors and employers.
To improve BF rates for employed mothers, co-workers and managers should support these
mothers by going beyond formal policies, regulations and legislation which outlines permitted
four months paid maternity leave

(36)

. South Africa has adopted the Code of Good Practice in

terms of section 87(2) of the Basic Conditions of Employment Act, 1997 that arrangements
should be made to enable mothers to have two breaks of at least 30 minutes each for BF
purposes until their children are six months old

(37,38)

. Joint efforts are crucial for creating BF

supportive environments in communities.

Health messages designed to promote BF in public spaces
The following message was developed based on the findings of the current study however it was
not pretested. The current study found a significant positive correlation between the knowledge
level of BF benefits and perceptions (acceptability and support) of BF in public spaces. This
implies that the more mothers and community members are knowledgeable regarding benefits of
BF, the more they accept and support BF in public spaces. Therefore, health messages to
promote BF in public spaces were designed with intention to impact knowledge to the recipients
(Table 3.8).
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Limitations of the study
This study was conducted in Alexandra, GP, RSA. The respondents were clients attending
wellness clinics in public healthcare facilities while excluding community members and mothers
who attended private health practitioners and clinics. Therefore, the findings of this study cannot
be generalised to clients using private health care services in South Africa as the findings remain
limited to the views of public health sector users in Alexandra, GP, RSA.
The respondents completed questionnaires which were analysed quantitatively. The respondents’
replies were accepted as no observations were conducted. More in-depth information might have
been obtained by conducting individual interviews with BF mothers and community members
and by observing BF mothers’ behaviour in public spaces.

Conclusion and recommendations
Altogether, 69% of mothers were comfortable to breastfeed in public spaces, and community
members (84%) were supportive. The majority of respondents were knowledgeable regarding the
breastfeeding benefits. However, there was no specific trend to favour the knowledge levels of
either mothers or community members. The age, parity and educational level were found to have
a positive relationship with breastfeeding knowledge level. The knowledge that respondents
possess concerning breastfeeding benefits has an impact on their perceptions regarding
breastfeeding in public spaces. Limited knowledge of breastfeeding benefits was associated with
unsupportive attitudes towards breastfeeding in public spaces. Health messages that target these
factors are essential to encourage social support and acceptance of breastfeeding in public
spaces. This could be executed through public education via posters in public spaces and during
community health outreaches.
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Table 3.1: Socio-demographic characteristics of mothers and community members

Frequency

Percentage

Community members
(n=96)
Frequency
Percentage

57
37
0
0

60.6
39.4
0
0

65
27
1
3

67.7
28.1
1.0
3.1

4
4
57
29

4.3
4.3
60.6
30.9

6
7
61
22

6.3
7.3
63.5
22.9

0
68
25
1

0
72.3
26.6
1.1

12
47
30
7

12.5
49.0
31.3
7.3

26
58
8
2

27.7
61.7
8.5
2.1

15
27
26
28

15.6
28.1
27.1
29.2

55
4
4
31

58.5
4.3
4.3
33.0

33
20
6
37

34.4
20.8
6.3
38.5

Mothers (n=94)
Variables
Marital status
Single
Married
Divorced
Widow(er)
Educational level
None
Primary
Secondary
Tertiary
Number of children
None
1-2
3-4
Above 4
Age (in years)
18-25
26-35
36-45
Above 45
Employment status
Unemployed
Part-time employed
Self-employed
Full-time employed

n= number of respondents
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Table 3.2:

Knowledge level of the benefits of BF

Benefits of BF for infants,
mothers and community
BF provides all necessary
nutrients to the baby.
BF protects the babies against
infections.
BF babies are healthier than
formula-fed babies.
BF protects mothers against breast
and ovarian cancer.
BF helps to tone the body of the
mother.
BF prevents pregnancy and assists
in child spacing.

Mothers

Community members

SD
4

D
0

A
27

SA
63

SD
5

D
2

A
33

SA
56

(4.3)

(0)

(28.7)

(67)

(5.2)

(2.1)

(34.4)

(58.3)

5

2

30

57

6

7

38

45

(5.3)

(2.1)

(6.3)

(7.3)

(39.3)

(46.9)

4

3

3

2

33

58

(4.3)

(3.2)

(3.1)

(2.1)

(34.4)

(60.4)

9

18

7

32

30

27

(9.3)

(19.1)

(7.3)

(33.3)

(31.3)

(28.1)

12

31

36

15

10

33

29

24

(12.8)

(33)

(38.3)

(16)

(10.4)

(34.4)

(30.2)

(25)

19

32

25

18

23

29

24

20

(20.2)

(34)

(24)

(30.2)

(25)

(20.8)

14

19

10

10

34

42

(14.9)

(20.2)

(10.4)

(10.4)

(35.4)

(43.8)

9

13

5

9

31

51

(9.6)

(13.8)

(5.2)

(9.4)

(32.3)

(53.1)

8

13

33

42

(8.3)

(13.5)

(34.4)

(43.8)

12

24

28

32

(12.5)

(25)

(29.2)

(33.3)

(30.9) (60.6)
36

51

(38.3) (54.3)
39

28

(41.5) (29.8)

(26.6) (19.1)

BF helps government to save
money by reducing hospital
admissions.

34

27

(36.2) (28.7)

BF does not create pollution- there
are no plastics, rubber nipples, and
formula containers on the
landfills.

30

42

(31.9) (44.7)

BF produces healthy communityfewer sick babies and reduced
mortality rate of children.

16

33

7(7.4)

(17)

15

30

(16)

(31.9)

38

(35.1) (40.4)

BF reduces absenteeism at work.
Parents do not have to stay at
home to look after the sick child.

28

21

(29.8) (22.3)

SD- Strongly disagree, D-Disagree, SA-Strongly agree, A-Agree

Table 3.3:

KMO and Bartlett’s Test

Kaiser-Meyer-Olkin Measure of Sampling
Adequacy.
Bartlett’s Test of
Approx. Chi-square
Sphericity
df
Sig
64

Knowledge level
0.859

Perceptions
0.556

721.222
45
0.000

221.239
10
0.000

Table 3.4:

Factor analysis (Pattern matrix)
Pattern Matrix
Components
1

2

B. Knowledge level: Breastfeeding benefits
1:

Provides adequate nutrients

8.908

2:

Lessens infections to the infants

0.833

3:

Infants are healthier

0.761

8:

Less pollution

0.643

9:

Reduces child mortality rate

0.589

4:

Protects mothers against cancer (breasts & ovaries)

0.358

6:

Prevents pregnancy

0.786

5:

Tones mothers’ body

0.731

10: Reduces absenteeism at work

0.696

7:

0.602

Minimises health cost
C: Perceptions regarding BF in public spaces

Mothers

Community members

1:

Comfortable

1: Comfortable

0.834

2:

Culturally
acceptable

2: Support

0.810

5:

Benefits to
community

5: Benefits to community

0.636

3:

Support

3. Prefers formula feeding in
public spaces

-0.923

4:

Respect &value

4

-0.914

Table 3.5:

Embarrassing

Total Variance Explained: For Perceptions regarding BF in public space &
knowledge level on BF benefits
Initial Eigenvalues

Components

Perceptions
Knowledge
level

Total

% of
variance

Cumulative
%

1

2.065

41.307

41.307

2

1.397

27.937

1

4.397

2

1.433

Rotation
sums of
squared
Loadingsa

Extraction of sum squared
loadings
% of
variance

Cumulative
%

2.065

41.307

41.307

1.832

69.244

1.397

27.937

69.244

1.769

43.965

43.965

4.397

43.965

43.965

3.777

14.325

58.291

1.433

58.291

58.291

3.106

Total

Total

Extraction Method: Principal Component Analysis.
a. When components are correlated, sums of squared loadings cannot be added to obtain a total variance.
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Table 3.6:

Correlations of variables for mothers (n=94) and community members

Knowledge
level of BF
benefits for
infants

Community members

Knowledge
level of BF
benefits for
mother
Acceptability
of BIP

Support for
BIP

0,148

.275**

-,019

Sig. (2tailed)

0,156

0,007

0,853

N

94

94

94

.532**

-.210*

.464**

0,000

0,042

0,000

94

94

94

CC

0,140

0,139

.299

Sig. (2tailed)

0,173

0,178

0,003

N

96

96

96

1,000

96
**

CC

-0,062

0,076

.324

Sig. (2tailed)

0,552

0.460

0,001

0,000

N

96

96

96

96
*

.528

**

.462**

0,000

0,000

0,000

96

96

96

1,000

0,141

.217*

0,170

0,034

96

96

96

0,141

1,000

.755**

-0,123

0,114

.244

Sig. (2tailed)

0,234

0,268

0,016

0,000

0,170

N

96

96

96

96

96

CC

-0,156

0,091

.297

Sig. (2tailed)

0,130

0,376

0,003

.462

.421

**

CC

**

.421

**

.528

**

Support
of BIP

1,000

94
**

Acceptability
of BIP

Age

Parity

CC

Knowledge
level of BF
benefits for
mothers

Knowledge
level of BF
benefits for
infants

Knowledge
level of BF
benefits for
infants

Mothers

Educational
level

(n=96)

**

0,000

.217

0,000
96

*

0,034

.755

96
**

1,000

0,000

N
96
96
96
96
96
96
96
*. Correlation is significant at the 0.05 level (2-tailed), **. Correlation is significant at the 0.01 level (2-tailed), BIPBreastfeeding in public, CC- Correlation Coefficient
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Knowledge level
of BF benefits for
mothers
Acceptability
BIP

Support of BIP

of

.190**

.152*

Sig. (2-tailed)

0,047

0,009

0,036

N

190

190

190

1,000
190

**

.533

**

CC

-0,085

0,090

.208

Sig. (2-tailed)

0,242

0,217

0,004

0,000

N

190

190

190

Support of
BIP

.144*

Acceptability
of BIP

Age

CC

Knowledge
level of BF
benefits for
mothers

Parity

Knowledge level
of BF benefits for
infants

Knowledge
level of BF
benefits or
infants

Correlations: Combined (mothers and community members {n=190})
Educational
level

Table 3.7:

.533**

0,102

.457**

0,000

0,163

0,000

190

190

190

1,000

0,140

.297**

0,053

0,000

190

190

190

190

**

0,102

0,140

1,000

.219**

CC

-0,102

0,031

.299

Sig. (2-tailed)

0,162

0,676

0,000

0,163

0,053

N

190

190

190

190

190

**

.457

**

.297

0,002
190

**

.219

190
**

CC

-0,127

0,123

.243

Sig. (2-tailed)

0,082

0,091

0,001

0,000

0,000

0,002

N

190

190

190

190

190

190

1,000
190

*. Correlation is significant at the 0.05 level (2-tailed), **. Correlation is significant at the 0.01 level (2-tailed), BIPBreastfeeding in public, CC- Correlation Coefficient
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Table 3.8: Health message to encourage social support and acceptance of BF in public
spaces
Key issue



BF is a healthy and normal way of feeding babies. Therefore, it is
acceptable that be practised anytime and anywhere including public
spaces.

Benefits (are



not for
infants and

bottles and formula containers on the landfills.


mothers but
community

BF does not create pollution- there will be no rubber nipples, plastic
BF produces healthy community- there will be fewer sick babies and
reduced children death rate.



as well)

BF helps government to save healthcare cost by reducing hospital
admissions which can be redirected to other essential community
services.

The barriers



Media portrays formula feeding in public spaces more over BF in public

to BF in

space, denying beneficial information and encouragement to the public

public

to support BF in public spaces. BF is the most convenient method and

spaces, and

healthy way of feeding the infants in public spaces.

actions to



Sexualisation of breasts discourages BF in public spaces. Woman's

promote BF

breasts are made of specialised tissues (glandular tissues) for the main

in public

function of producing and secreting milk to feed the infant. Mother's

spaces.

breasts were not created primarily for a sexual reason; they are primarily
meant for BF.


Lack of support (physical and verbal abuse, harassment, victimisation
and discrimination) against BF mothers by community members is
associated with abandoning BF in public spaces. Social support in terms
of offering BF mother a seat, approval smile or look, positive comments
encourages mothers to BF freely in public spaces.

Impression



BF in public spaces is beneficial to all. Be an agent to promote BF in
public spaces.

Global
contribution



Contribute to global aim of supporting EBF and achieving SDG no.3 in
2025 to increase EBF rates to at least 50% by accepting, supporting and
encouraging BF anywhere and anytime including public spaces.
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MOTHERS

COMMUNITY MEMBERS

60
55
50
45
40
35
30
25
20
15
10
5
0

Strongly disagree

Disagree

Agree

Strongly agree

Figure 3-1: Perceptions mothers and community members regarding BF in public places.
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CHAPTER 4:
FORMULATION OF SUGGESTED HEALTH MESSAGES
4.1

Chapter outline

The following chapter is presented in a same format with chapter one and five in terms of font,
font size and referencing style. The chapter will outline the definition of health message,
formulation of suggested health messages, limitations and conclusion. The aim of this chapter
was to address objective no. 3 of the main study, namely: formulate suggested health
messages for breastfeeding (BF) mothers and their community to enhance social acceptability
and support of BF in public spaces.

4.2

Definition of health message

Health message can be defined as persuasive information that is designed to alter the
behaviour of the audience within health care spheres (Morrison et al., 2005:540). In this study, it
refers to the information that has been designed from the collected data in order to enhance
social acceptability and support of BF in public spaces.

4.3

Formulation of suggested health messages

There are several methods that are outlined to guide on how health messages can be designed.
Creating health messages requires framework for formal representation in order to describe the
content and structure of these messages (Cawsey et al., 2007:478). Centers for Disease
Control and Prevention (CDC) nine-steps model has been followed to guide the design of
suggested health message to enhance social acceptability and support of BF in public spaces
(Centers for Disease Control and Prevention, 2020).
Step 1: Review background information to define the problem
Literature review revealed that sexualisation of breasts and lack of support from the community
are most cited factors among others that discourage BF in public spaces. In South Africa, media
reported that mothers who BF in public spaces often experienced verbal and physical abuses
which demotivate BF in public spaces (Makola, 2015 & Mollagee, 2016).

Step 2: Set health message objectives
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The objective was to encourage community members and mothers to accept and support BF in
public spaces, in order to promote wellbeing of infants through BF anywhere and anytime.
Step 3: Target audience
The audience was community members (including mothers) in Alexandra, Johannesburg.
However, the health message can be applied to everyone.
Step 4: Develop and pretest message concepts
The following message was developed based on the findings of the current study however it
was not pretested. The current study found a significant positive correlation between the
knowledge level of BF benefits and perceptions (acceptability and support) of BF in public
spaces. This implies that the more mothers and community members are knowledgeable
regarding benefits of BF, the more they accept and support BF in public spaces. Therefore,
health messages to promote BF in public spaces were designed with intention to impact
knowledge to the recipients.

Table 4.1: Health message to encourage social support and acceptance of BF in public
spaces
Key issue



BF is a healthy and normal way of feeding babies. Therefore, it is
acceptable that be practised anytime and anywhere including public
spaces.

Benefits (are



not for infants
and mothers

bottles and formula containers on the landfills.


but community
as well)

BF does not create pollution- there will be no rubber nipples, plastic
BF produces healthy community- there will be fewer sick babies and
reduced children death rate.



BF helps government to save healthcare cost by reducing hospital
admissions which can be redirected to other essential community
services.

The barriers to



Media portrays formula feeding in public spaces more over BF in public

BF in public

space, denying beneficial information and encouragement to the public

spaces, and

to support BF in public spaces. BF is the most convenient method and

actions to

healthy way of feeding the infants in public spaces.

promote BF in



public spaces.

Sexualisation of breasts discourages BF in public spaces. Woman's
breasts are made of specialised tissues (glandular tissues) for the main
function of producing and secreting milk to feed the infant. Mother's
breasts were not created primarily for a sexual reason; they are
primarily meant for BF.



Lack of support (physical and verbal abuse, harassment, victimisation
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and discrimination) against BF mothers by community members is
associated with abandoning BF in public spaces. Social support in
terms of offering BF mother a seat, approval smile or look, positive
comments encourages mothers to BF freely in public spaces.
Impression



BF in public spaces is beneficial to all. Be an agent to promote BF in
public spaces.

Global



contribution

Contribute to global aim of supporting EBF and achieving SDG no.3 in
2025 to increase EBF rates to at least 50% by accepting, supporting
and encouraging BF anywhere and anytime including public spaces.

Step 5: Select communication channels
Community-based channel was selected to reach community. For example, community-based
media (posters) at the all clinics in Alexandra.
Step 6: Select, create and pretest messages and products
This health message was not tested which forms limitation to these health messages
Step 7: Develop promotion plan/production
Posters will be printed and be disseminated to all clinics in Alexandra for display to reach
community members.
Step 8: Implement communication strategies
In addition to step 7, this message can also be conveyed directly face to face by healthcare
workers during community outreach. Mass and social media could also successfully be used to
campaign promotion of BF in public spaces.
Step 9: Conduct outcome and impact evaluation
Due to scope of this study, this step was not executed.

4.4

Limitations

Although objective no.3 has been met, some of the 9-steps model was not addressed. The
suggested health message was not tested; outcome and impact evaluation was also not done.
The health messages should be tested to ensure that they deliver the intended information to
the audience in an understandable manner. Evaluation of outcome would have allowed the
author to draw a remedial content of the health message where positive outcome was not met.
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4.5

Conclusion

Health message is a weapon to change behaviour of the recipients. The steps were followed to
formulate health messages to facilitate clear descriptions. The suggested health messages
were designed from the reviewed literature and the findings of the main study. The health
message can motivate community members to intentionally act on measures to accept and
support BF in public space.
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CHAPTER 5:
RECOMMENDATIONS, LIMITATIONS AND CONCLUSIONS
5.1 Chapter outline, aim and objectives
Chapter outline
The overview, systematic review, findings and discussions of this study have been addressed in
chapter one, two and three respectively. Chapter four will present the conclusions, limitations
and recommendations of the whole study and will concentrate on whether or not the aim and
objectives of this study have been reached. Some contents of this chapter have already been
addressed in chapter two and three, therefore duplications might occur. This is because chapter
two and three had been written in article format to be submitted to journals for possible
publication. These journals require that submitted articles should address limitations,
conclusions and recommendations. These aspects are repeated in the final chapter of this
dissertation to provide a complete picture of the study.
Aim and objectives of the study
This study aimed to identify the knowledge level of breastfeeding benefits and perceptions of
breastfeeding in public spaces among mothers and community members in RSA with the
purpose of formulating health message that will encourage social support and acceptance of BF
in public spaces towards the global aim of supporting EBF.
To achieve the aim, the objectives of this study were to:


Identify and describe the perceptions of BF mothers regarding the practice of BF in public
spaces.



Identify and describe the perceptions of community members regarding the practice of BF
in public spaces.



Formulate health messages for BF mothers and for community members to support
exclusive BF practices, especially in public spaces.

5.2

Summary of the dissertation’s chapters and conclusions

A summary of the dissertation’s chapters will be followed by the relevant formulated conclusions
indicating that the set objectives for this study had been reached.
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5.2.1

Summary: chapter 1 (Overview of the study)

This chapter outlined the background to the study; stated the problem, purpose and significance
of the study; explained the paradigmatic approach; described the research design and
methodology; briefly described data collection and analysis; measures to enhance reliability and
validity; ethical considerations; data management and the data management plan;
dissemination of the results; roles and qualifications of research team; conflicts of interest; and
presented the structure of the dissertation.
5.2.2

Summary: chapter 2 (systematic review)

Chapter 2 focused on the literature reviewed concerning existing data regarding factors
affecting BF in public spaces. BF has benefits for infants (providing the necessary nutrients and
protecting infants against infections), mothers (protecting mothers against breasts cancer,
preventing pregnancy and assisting with child spacing) and community (producing healthy
communities with healthier infants, and reduced child death rates). This review confirmed that
BF mothers faced challenges when BF in public spaces.
5.2.2.1

Conclusions based on chapter 2 (systematic review)

Based on the systematic review of existing literature, the following are the factors that could
affect BF in public spaces:


Lack of support: Lack of support from community members discourage mothers to BF in
public spaces.



Sexualisation of breasts: Perceiving a woman’s breasts as sexual organs discourage BF
in public spaces.



Media: Had not been active in terms of promoting BF in general including in public
spaces.



Culture: Where cultures value BF, community members accept and support BF in public
spaces. On the contrary, some cultures associate BF in public spaces with ill manners.

This chapter addressed these factors by providing measures which should be implemented to
promote BF in public spaces (see Table 5.1).
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5.2.3

Summary: chapter 3 (findings)

The sample comprised 94 mothers and 96 community members. The response rate was good
with 100% from community members and 98% from mothers. Table 5.1 summarised the
findings concerning BF in public spaces obtained from BF mothers and community members.
More community members accepted and supported BF in public spaces than mothers. With a
significant difference between mothers and community members (t (188) =-9.294, p≤ 0.000,
CI.95 -1.362-0.885) for acceptability and (t (188) =-9.294, p≤ 0.000, CI.95 -1.362-0.885) for
support of BF in public spaces. The average of perceptions of acceptability of BF in public
spaces for community members (M=3.20, SD=0.84) was higher than the average for mothers
(M2.08, SD=0.82). The average support of BF in public spaces by community members
(M=3.15, SD=0.67) was higher than the average of the mothers (M2.95, SD=0.65).
These positive findings do not seem to correlate with some of the reviewed literature indicating
that mothers often opted to formula feed their babies in public spaces to avoid community
members’ embarrassment (Bylaska-Davies, 2015:1056; Hohl et al., 2016:1554; Grant,
2016:53). However, some of the current study’s participated mothers (39.3%, n=37) reported
that community members did not support BF in public spaces. This was confirmed by 18.7%
(n=18) of the community members who reported that they did not support BF in public spaces.
The systematic review also identified a lack of support as having a negative impact on mothers’
BF (Nikaiin et al., 2013:83) as BF mothers need emotional support during the BF period
(Rempel and Rempel 2011, 155; Scott et al. 2001, 24; Sittlington et al. 2007, 261).
This study was guided by the maternal role attainment’s (MRA) mid-range theory. MRA is a
middle range, evidenced-based theory mainly concerned with maternal and child nursingwhere a mother becomes attached to her infant, acquires competence in the care-taking tasks
involved in the role, and expresses pleasure and gratification in the role. This theory can be
used throughout pregnancy and postnatal care (Mercer, 2004:226).
When the mothers’ (n=94) and the community members’ (n=96) samples were combined
(N=190), there was a significant positive correlation between the knowledge level of BF benefits
for infants and support for BF in public spaces (r=0.45, p≤0.000). A significant correlation was
identified between knowledge level of BF benefits for mothers and support for BF in public
spaces. (r=0.29, p≤0.000). This suggested that as the mothers and community members more
knowledgeable regarding the BF benefits for mothers and infants, their support BF in public
spaces increases.
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5.2.3.1

Conclusions based on chapter 3’s findings

The more the mothers and the community members supported BF in public spaces, the more
the mothers were encouraged to reach MRA mid-range theory phase four of achieving maternal
identity and enjoying motherhood. Mothers who reach MRA phase four are motivated to BF their
infants anywhere and whenever it is required, hence increasing EBF rates.
5.2.4

Summary: chapter 4

Health message is a weapon to change behaviour of the recipients. The steps were followed to
formulate health messages to facilitate clear descriptions. The suggested health messages
were designed from the reviewed literature and the results of the main study. The health
message can motivate community members to intentionally act on measures to accept and
support BF in public space.

5.3

Correlations between the findings and conclusions of the
reviewed literature and those of the current study

The correlations between the findings and conclusions of the systematic review and those of the
current study are summarised in table 5.1.
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Table 5-1:

Correlations between the findings and conclusions of the systematic review (chapter 2) and those of the current study
(chapter 3)

Factors that affect BF in public spaces
(Chapter 2)

Perceptions regarding BF in public
spaces (chapter 3)

Lack of support was the most cited factor
discouraging BF in public spaces
(Bylaska-Davies, 2015:1056-1017; Grant,
2016:53 Hohl et al., 2016:1554).

Of the participated mothers, 39.3% (n=37)
reported that community members were
unsupportive of BF in public spaces.

Public awareness and teaching regarding BF should be
enhanced to equip community members with BF
information to encourage them to support BF in public
spaces.

Sexualisation of breasts discouraged BF
in public spaces (Bylaska-Davies,
2015:1062).

Of the participated community members,
only 15.6% (n=15) stated that breasts are
private and intimate, and breasts should not
be exposed in public spaces.

In SA context sexualisation of breast was not important
factor, however community members should be taught
about the primary function of breasts which is BF.

Hispanic and Muslim cultures promote
BF even in public spaces (Nikaiin et al.
2013:85; Hohl et al., 2016:1551).

Most community members (81.3%, n=78)
stated that it is culturally acceptable to BF in
public spaces.

Both chapter two and three revealed that it is culturally
acceptable to BF in public space.

Employment: co-workers and managers
did not support BF (; Bylaska-Davies,
2015:1063; Cripe, 2017:37; Li Bai et al.,
2015:991).

A minority of participants (5.3% (n=5) of
mothers and 5.2% (n=5) of community
members) reported that mothers stayed
away from work to BF or to express milk
while at work, therefore reducing the
available the manpower at the work sites.

Employers should ensure that BF policies in their
workplaces are created and promoted. As per Code of
Good Practice in terms of section 87(2) of the Basic
Conditions of Employment Act, 1997 mothers should
be granted two daily breaks (30 minutes each) - in
additional to the normal lunch breaks - for BF
purposes.

The media distanced itself from
promoting BF (Giles, 2018:4)

Media was not included in the current
study’s questionnaire therefore no findings
were obtained.

No correlation, however, media should assist to
disseminate BF data and promotions.
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Conclusions concerning BF in public spaces.

5.4

Limitations of the study

The limitations of this study will be discussed according to limitations concerning the systematic
review, adopted research methodology and the findings of the current study.
5.4.1

Limitations of chapter 2 (Systematic review)

Not much documented information, regarding the factors affecting BF in public spaces, could be
traced. Although this review met the specific aim of examining recent literature regarding factors
affecting BF in public spaces, the sample size was small (n=7). A larger sample of research
reports could have produced more diverse viewpoints regarding the BF in public spaces.
5.4.2

Limitations of the adopted research methodology

Data were collected by means of self-completion questionnaires. More in-depth information
might have been obtained by conducting individual in-depth interviews with mothers and
community members.
No observations were conducted about women actually BF in public spaces.
More information about specific challenges, concerning BF in public spaces, might have been
obtained if interviews had been conducted with mothers of infants, who were formula fed.
5.4.3

Limitations of chapter 3 (Findings)

This study was conducted only in Alexandra, Gauteng Province, and the respondents were
clients attending public health clinics. Community members and mothers who used the services
of private health care practitioners and services were excluded from the current study.
Therefore, the findings of this study cannot be generalised and are limited to the views of public
sector users of healthcare in Gauteng.
5.4.4

Limitation of chapter 4 (health messages)

Although objective no.3 has been met, some of the 9-steps model was not addressed. The
suggested health message was not tested; outcome and impact evaluation was also not done.
The health messages should be tested to ensure that they deliver the intended information to
the audience in an understandable manner. Evaluation of outcome would have allowed the
author to draw a remedial content of the health message where positive outcome was not met.
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5.5

Recommendations

Based on the findings and limitations of the current study, recommendations are provided for
education, clinical practice and future research.
5.5.1

Recommendations for education

Students and practitioners should be educated and trained about BF so that they can provide
sufficient information and education to the mothers and community members regarding BF.
Workshops and in-service training can be used as a platform to provide such training.
5.5.2

Recommendations for clinical practice

This current study found that mothers’ and community members’ knowledge improved their
positive attitudes towards BF in public spaces. Consequently, mothers and community members
should receive BF information whenever possible via campaigns, through health education at
the clinics and by using media to support and promote BF anytime and anywhere, including in
public spaces, to contribute to and improve the positive health status of infants and mothers.
Information, concerning BF, and especially BF in public spaces, should not only be provided to
mothers, but to female and male school learners as part of life orientation lessons, at all clinics
and social gatherings.
5.5.3

Recommendations for research

Similar or related studies, such as case studies, should be conducted with larger samples to
ensure a broader understanding thereby enhancing generalisation of the findings. It is further
recommended that gender-specific demographic characteristics of community members should
be used to categorise gender-related perceptions to design appropriate health messages for
males and females to promote BF in public spaces.

5.6

Final remarks

The aim and objectives of the study have been achieved because the perceptions of mothers
and community members, regarding BF in public spaces, had been identified. Health education
messages that could encourage BF in public spaces have been formulated to support the global
aim of encouraging and promoting EBF. The more knowledgeable the mothers and community
members became about the benefits of BF, the more their perceptions of acceptance and
support for BF in public spaces increased, increasing EBF rates and the health status of infants,
mothers and community members.
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Enhancing mothers’ and community members’ acceptance of and support for BF in public
spaces, can help to improve RSA’s EBF rate for infants aged 0-6 months from its current 32%
(SADHS, 2016) to the desired level of at least 50% by 2025 (IOL, 2017) with numerous longterm benefits for BF mothers, BF babies, communities and the country’s healthcare system.
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