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INHWLJlICT ION 

Cape 1own, the' legi'slative capital of South Afr1ca.~as apopu.ht1on 

In 19-79 the Heideveld Conrnunity H"althProj~ct was 1;n,1tiated in a 

suburb 16 Km from the centre, of the city. The goal of ,this project-
." :.,~ 

was to demonstrate that the hea1th of people 1i,vin9,in a define,d 

geographical area could be significal)tly ,improved by the operation of 

II mod",l. primary health care P~OjCl t supported by co.nrnunity participation. 

Characteristics of population living in the 'area 
, , 

Heideveld is zoned for so-called Coloured occupation only. (Coloured 
.", ~: 

is the government designation for people not classified as White or 

B1 ack, i.e. of mi xed ancestry). Approximat~lY"48 000" people live in the 

area. Data from the latest census (1'980) suggest that the population is 

characteristically a young one.' 

Cer.taii .... heaitil statistics for tbeCOloured people of Cape Town are IS 

follows: 1 

Bi'~th rate 

Death rate " 

-lnfa~tMortal.ity rate 
, . ' 

24/1 000-

6/, DOD 

20/1 DOD' , ~ r" 

The mean head ~f household income for people living in Heideveld2 

.. $2 250/annum. The household s~bsistence "eve,3 for Col'oureds 'in 
Cape Town • $2 202/annum. 

Objectives of the project 

1. To provide a: truly comprehensi~e health care service 

, ,a) by.dete~in1ng ~he health. needs of the area 
o' •• - ~ ,,_. :' 

._, b): "by IIIOni~rlng the health status .nd.evllua~ing the health 
~ . '. . ."..... 

service acUvities 



c) by bringing together .11 the groups c.onterned with he.lth 

cne delivery 

2. To e"courage cOl!1llunity participation in the health of the area .• 

3. To provide training opportun1ties for health workers . .. 
4. To pr.)vide I controlled environment where existing and new fonns 

of hulth care could be trledand assessed. 

ACCOl'dirl'jl,y the following sub-cOmillittees were set up: 

- COlllllu"ity part1cipation 

-Child health 

- Ge.riat"ic, 

- '. Health data 

- Obstetrics. neon.tes .ndf.mily plarining 

The Child He"th Sub-cOIIIIIittee 

,The inftial task of the Child Health Sub-conmiUee was to establish. 

t~e nutritionll st.tus of child;en livt"i in the area. 

All school entrants were measured. As·education'is ,compulsory at the 

Ige of 6 ye.rs,.the slirvey population included a l\igh proportion of 

children of thai age group living in Heideveld. Twenty-two percent of 

111 school entrants were found to. be below the National Centre of . 

Health Statist;cs,5th percentile weight for age. As' these findings 

indiute some degree of suboptimal growth during the preschool years, 

we decided to direct our efforts towards improving the nutritional 

status of chndren in this age group. 

·The programme instituted included' the identification of preSChool 

children whose grwth perfomance was' found to be ·faltering. They 

were investigated aiediCilly ,socia ny, nutrttlonally and Ippropriate 

action taken. 



---~--~~--

De~vit~ the e~tabl1shed nutritior.i:l and other advantage~ of brea~t 

feeding it is evident that there is a world wide decline in its practice,' 

An im;>(lrtant aspect (If this projl.'rt was to determine infAnt feeC!ing 

practice and hctors inf1ue~,ci-ng the choice of method. It is on this 

1ssue tha t tlth paper focusses. 

PHASE ! - PATTERNS or INr ANi rEED !SG 

~ethod .of investigation 

169 m(lUi,'rs with infants undcr the age of 6 week's who· attcnded the· 

local Authority Child Health Clinic for a variety of reasons were 

interviE'wed, the follOWIng datil olitained: 

ages of infant and mother' 

piaee of birth (i.e. home~hcispital or midwife obstetrics un.it)·· 

number of" previouspregnanci!!sand live children· 

"ast birth inier~al 

method used for feeding ~e infant. i.e. breast, bottle or both 

reasons for introducing bottle or' discontinuing breast 

age of the infa.nt when cont~ct was first I1IIde with local 

Authority (either at the clinic' or at home by:a. healthvisitorf 

On the basis of this interview, infants were classified asetther: 

breast fed, i.e. exclusively except for water given via a bottle; bo-ttle 

fed, i.e. receiving no b1'east milk. at all,or mh:ed fed, i.e. part 

breast and part bottle • 

. Of the 89 mothers who fulfilled the criteria for breast feeding, 80 

were interviewed 6 weeks later. i.e. when their chilctren were between 

7 and 1-2 weeks of age. In 70'1nstances thiS interview was carried out 

in the cl ini c by the same medical officer who had completed the' first 

questionnaire-. In 'the case· of let patients who defaulted. a health 

visitor inte-rviewe~' the mother at home. At the second inte-rview detail' 

were obtained of the method used for feeding. the infant at tilts stage~ 

and {f it was not breast fed (using the above criteria). then an attempt 
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was made to establish when bottle feed1n~ was 1ntroduced"lnd for 

whot rt,,\on. 

RESULTS 

Ce) Mel~ods of infent feed1nQ used CTable I) 
4' 

At the first interview, i.e •. when the children were le~s than 6 week~ 

old. 89 of the 169 babies (52.71) were being ~reast fe.d. 28 (16.6%) 

were re((:l\iing bottle feeds only, and 52 (30,n) a mixture of both. 

When 80 of the "breast feeding" mothers were interviewed for the 

second .time. 6 weeks later, i.e. when their .childr.en wer.e betweel) 7 

end::12·weeks·0·ld.:only half (40) were still giving breas,t milk Ilone, 

ilnd 15 were not breast .feedfng at;el1. Thus by 7-12.weeRs of age only 

23,7% of the original 169 babies were receiving.breast milk"e)(~1usively. 

(b);' tg;~~ ~~i~'h ~reasi feeding'wa~'discontinued 

further ana}ys.,s ,showed that the major· decrease in the practice of 
. " ':. • - , . ~, -'? ". ., : ~ . 

breast (eeeting occurred in the fi·rst two weeks of life. after whi.ch 
\ • ~.' :J." • .' :. .. ". '. 

there was a slow but steady decline. (fig. 1). 
, .~ -

; (c) ~. Subjecti've reasons for discontinuation of breast feeding (Table II) 
.. '.- .- ., -, .. - - ' .. 

The reaspns giyen .. for .introducing bottle feeding both before and after 6 
,. .".- ....." 

weeks, were analysed in detail. In both groups "insufficient quantity· 

or "poor qual,ity" milk ~ere the main reasons (65, a in the first'period 
,- :. , ~ 

and. 52 .• 5: in .the s~cond). Other. sig~ificant problems included local 

breast complications (sore or jnverted nipples or abscess formation) - .: '-., " - -, '"', , . 

and .retur:n to w~rk (not surprisingly a more conrnon problem in the second 
. .... . . _. . ",. , 

time period). ~ess cOl1ll1Only •. admis~ion of the. mother to hospital, lack 

. of convenienc~ or. interest, or constipation of the bably were the NInons 

given for 1~troducil\g bottle feeding. 



(d) ~SiS of othel- factors which might influence the choice, of 

2~~ant feeding practice 

(1) Demographic features: The maternai 1ge, parity and interv'al 

between rregnancies did not appear to influence the choice of feeding 

practice. As all the mothers were of a similar socio-economic group, 

no compQrl~on could be made on this basis. 

(in !~_uc_i!..t,i~o~n~~o~o.f ,m_~~ers by health wo'r,kel"s: Although 

the majority of mothers had received antenatal care, no formal atto?r.1;,t 

had been made previously to educate them about breast fceding, its 

problems or its advantages. In the post natal period, contact was made 

between the Local Authority and mothers either at the clinic on a routine 

visit, or in the home by a health visitor. It was significant and dis­

turbing to find that by the end of two weeks after the birth, when Nny 
, ' 

mothers had a 1 ready ceas,ed to breast feed. only 50,3% of the mothers had 

made such contact (Table III). The possible reasons for this were 

ex'amined in detail. While there was litt.le delay in establ ishing con~ , 

tact once the clinic' had been infonned of the birth, significant tilTli! 

was lost in notification of the birth to the Local 'Authority by the 

maternity unit and in processing the details before the clinic was informed. 

Dissatisfaction with either quality or quantity of the milk and local 

problems with the breasts thus dominated the mothers' reasons for either 

stopping or supplementing breast feeding. Complaints such as these 
, . ,4 

often result from inexper,ence or the mothers' lack of knowledge •. 

The role of breast feeding in this study although similar to that de,scriOi!d 

elsewhere5•6•7 is distressingly low. A programne was accordingly, ,intro­

duced whereby the, ~thers ~ceived increased support and education from the 

health personnel. 
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PHAS[ II INTERVENTIVE PROGRAMME 

1. Th~ health personnc1 involved with the mother both ante- and post­

nlltally were encouraged to promote breast feeding. A symposium was held 

which all the, staff attended. Health visitors attended a series of 

lectur£s on brea,st feeding practices. 

2. Nurses working in the maternity unit were encouraged to put the 

infant to the mother's breast immediately after delivery. 

3. Contact: between the health visitor and the new mother was 

considerably streamlined by speeding lAP the method of birth notification. 

4. Breast feeding sessions were started at the Child Health Clinic. 

Mothers with problems, mothers who were successfully breas t feedi n9 and' 

s~me prosl'ective mothers attended'. This resulted in discussion of 

problems and positlve reinforcement of successful breast feeding. 

5. Talks were given in the community on the advantages of breast 

feeding. 

6. General practitioners were sent letters encouraging them to 

promote breast feeding ,and telling them of the services available • . ' '.' . . 

'7. Contact was made with the Breast Fee,ding Association and the 

telephone numbers of volunteers were made available to,help mO,thers 

'with problems. 

PHASE II I PATTERNS OF INFA~T FEEDING AFTER INTRODUCTION OF PROGRAMME 

Approxi.matelytwo years after this programme had been introduced a 

survey similar to the. first was undertaken. 

"The study was perfonned fn the s~me area. Sodo-economic, age range 

and other demographic characteristics were similar and the questionnaire 

constant. 
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RESULTS 

At the first interview 94 (75,6t) of the 124 were still breast feeding 

. which was a significant increase from the first survey when only 52,41 

of mothcrs were breast feeding x~ c 16,33, p <' 0,01. This trend 

continucd when the 94 mothers who were originally breast feeding were 

interviewed for the second time 6 weeks later. Forty-eight, i.e. 38,71 

of the original number interviewed were still breast feeding in comparison 

with the 23,a in the. previous study (x~ • 7,7. P < 0.01) '(Table IV).·" 

It should be noted that the major change took place in the first 6 

weeks. The percentage of breast feeding mother.s continuing to do so 

at the time of the second interview was silllilar in both groups, i.e • 

.. 50%. 

CONCLUSIONS AND LESSONS LEARNED 

The study has shown a significant increase in breast feeding rate. 

One recognises that there are limitations to this study as there are 

an infinite number of variables which could have played a part, e.g. 

the ~others in the area were aware of the 'positive attitude of the 

staff 'towards breast feeding. This would have,influenced the response 

of the mothers to the interview. Questions were put in such a way as 

to avoid making the mother feel guilty if she were unable to breast feed. 

Nevertheless the socio-economic status and several oth~r demographic 

features were similar in the two groups studied, and we would like to 

suggest that the programme was at least partially responsible for the 

increase that occurred. Support is lent to this by the fact that con­

tact between the Local Author; ty and mothers, was definitely streaalined 

in the second phase of the study (Table V). 

It is often said that the health of a socially disadvantaged community 

will not improve without a change in their socio~economic status. This 

15 undoubtedly true. but should not be used to rationalise complacency. 
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In the world in genf:ral, and in South Africa in perticular, even given 

the correct administrative decisions, it will take many years to-dev~loP-i 

condltiorlS which ere optimally conducive to health • .There is no attemp.t­

to advocate abrogation.of our responsibility for social refonn. Rather, 

if the educa t i o~~ and supportive prograrrmes descri bed di d contribute 

materially to the increase in breast feeding in the .absence of social 

cnange, we suggest that education may provide a practical means whereby 

we, as- dc.rtors, can immediately participate in improving the health of 

the convnunity. 
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TABLE l. 

Breast fed 

Bottle fed 

Mixed 

• 

JNFANT FEEDING PATTER~S IN HEIDEVELD 

Total 

First intervtew 

(infant· aged 6 weeks) 

B9 52,7 

28 , 16,6 

52 30,7 

100 

.. ;f 
.' 

Second interview 

(6 weeks later) 

No. <Soforiginal 169 
interviewed 

", : ~. 

40 23,7 

15 

25 

• 80 

. ' .... :.. • ", .i ~ 



w 

TAilLE 1J REASONS FOR STARTING'80TILE FEEDING 

Before 6 weeks 7 - 12 weeks 

No. % No. S 

Insufficient· milk 41 51,3 16 40,0 

Sufficient milk. but ·weakN 11 13,8 5 12,5 

MBreast problem"· 12 15,0 2 5,0 

Premature baby·· 4 5,0 

Return to work 1,2 8 20,0 

Other··· 11 13,1 9 22,S 

Total 80 100 40 ~OO 

•.. including sore'or inverted~nipples. or abscess development 

.... 
• *. 

in. these. infants 'breast feeding was never commenced 

including adrilisslon of mother to hospital, lack of 
interest. inCOnvenience and constipation of baby 



COMPARISON OF TH[ BREAST FUIUJoiG RATtS IN THt 

HEID[VElD AR[~ or CAPE TOWN IN t979 AND 1981 

~e of il\fant 1979- 1981 

< 6 weeks 89 (~2.71) 
. . 

94 (75".81) 

•• 
6 ~ tZ weeks . 40 (23.71) 48 (38'".7~) 

• 



TABLE J J 1. ACtOr ""BABY, AT TIME FIRST ,CONTACT ,WAS HADE BETW(EHW~~ 

.,' AUTHORITY AND MOTHER 
" . ~. "-' ;, '. 

!:;" in weeks ~ S 

... 
< 1 2 1,2 

"1'" ' '" 23 13,6 50,3 

2 60 35,S 
• 0 0; 

3 45 26,6 

4 21 12,4 49,7 

> 5 18 10,7 
" , ,0 -,: 

Total 169 100 

: ~ 



TABU V COMPARISON OF THE (,:"i,ACT BETWEEN THE LOCAL AUTHORITY 

AND MOTH(RS or INFA~iTS INTH£ H£lorV£LO AR(A OF CAPE 

TOWN IN 1979 AND 19t.l 

< 2 

2 - 4 

> 4 

1979 

25 (14,8) 

105 (62, t) 

39 (23,0) 

Z"" 

X • 37.68, p < 0,01 

• Percentage of the group is in parenthesis 

'. ., ~. 

1981. 

-59 (47,6) 

~6 (37,1) 

19~15,3) 
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fIG. 1 

Breast fed 
infants 

CJb 75 

50 

25 

n. 44 

2 

-: 

18 loa 

3 4 

.;.:.! . 

... 

138 lee 169 16e ule 

5 6 7 8 9 10 11 12 

Age (weeks) 

Each shaded column represents the percentage of the grQup who were 

receiving breast milk as the only source of nutrition. The number 

of children of each age group is shown at the foot of the column. 


