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Abstract
Background Worldwide, only 41% of infants are exclusively breastfed for the �rst six months while South
Africa has an alarming �gure of only 12%. First-time mothers are inexperienced in the initiation and
maintenance of exclusive breastfeeding, hence a need for support. Data on forms and quality of
exclusive breastfeeding support as experienced by �rst-time mothers is minimal. The study explored the
exclusive breastfeeding support available to �rst-time mothers in the Buffalo City Metro, South Africa.

Methods A qualitative explorative, descriptive and contextual study, and a non-probability, purposive
sampling was used with 10 �rst-time mothers within the �rst six months postpartum. The in-depth face-
to-face semi-structured individual interviews for data collection and Creswell's steps of thematic analysis
were used.

Results Two themes emerged; challenges, empowerment, support and resilience during initiation of
exclusive breastfeeding, and diverse support and resilience during maintenance of exclusive
breastfeeding. First- time mothers received practical support majorly from nurses and other mothers
during the initiation; social support was from family members, friends, and community members for the
maintenance of exclusive breastfeeding. Sometimes there was a disjuncture between practical support
from nurses and that from family members and community. There were instances where the support was
needed but not given or not supportive of exclusive breastfeeding.

Conclusion These �ndings illustrate that professional, practical and social support for �rst-time mothers
is crucial in the initiation and maintenance of exclusive breastfeeding for the �rst six months. Timing and
the kind of support given to these mothers is crucial for successful exclusive breastfeeding.

Background
First-time mothers need all kinds of support to succeed in Exclusive Breastfeeding (EBF). Inappropriate
feeding practices are common for �rst-time mothers due to several reasons. Pressure from family
members and the community may cause the �rst-time mother to choose a feeding method she may not
be able to sustain (1, 2). Also, mixed messages from health care personnel result in inappropriate feeding
practices (3, 4). First-time mother’s breastfeeding support needs are described well through House
theoretical framework (5). The framework emphasized four supportive behaviour categories, namely,
informational, instrumental, emotional and appraisal. The informational support as conveying
behaviours such as guidance, counsel, and information, while instrumental behaviour focuses on the
practical skills which the �rst-time mother can learn and improve the breastfeeding practice (5).
Furthermore, emotional behaviour is concerned with issues around trust, empathy and caring behaviour,
while appraisal focus on positive feedback, encouragement and motivating the �rst-time mother to
continue breastfeeding despite challenges. Supportive interventions increase the number of women who
exclusively breastfeed for the �rst six months successfully (6). Failure to provide appropriate EBF support
to �rst-time mothers can lead to inappropriate infant feeding practices.
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Worldwide there are inadequate infant feeding practices, varying amongst the regions (7). Furthermore,
suboptimal EBF remains the key contributor to the leading causes of child morbidities, namely, diarrhoea
and acute respiratory infections. An infant who is not exclusively breastfed for the �rst six months of life
has a fourteen times likelihood of dying of all causes, especially, diarrhoea and pneumonia compared to
an exclusively breastfed infant. Worldwide, only 43% of newborns initiate breastfeeding while only 41% of
infants are exclusively breastfed for the �rst six months of life (8). In South Africa, including the Eastern
Cape Province, of which Buffalo City Metropolitan (BCM) is part of, only 12% of infants are exclusively
breastfed for six months despite the 90% initiation rate (9). To mitigate this challenge and improve the
low exclusive breastfeeding for six months rates, there is a need to support �rst-time mothers from the
antenatal care period onwards (10).

During antenatal care, nurses support �rst-time mothers through education about breastfeeding practice,
and during labour, practical support is given by assisting women to initiate breastfeeding (10). All
mothers and babies without complications after childbirth are discharged home within six hours of the
postnatal period. Once discharged, �rst-time mothers majorly depend on the family members, friends, and
community for continued support on EBF. The support signi�cantly in�uences the practice and success
of EBF (11). Furthermore, the social, cultural, economic, biological, psychological aspects, and health
professionals’ support are critical (12). Therefore, there are various aspects of support necessary to
ensure continued EBF. A gap remains on the aspects of support that may be effective in the maintenance
of EBF for �rst-time mothers in BCM.

Taking into account the BCM Health District context, increase in infant mortality from under �ve years
related to diarrhoeal diseases, and possibly owing to the infant feeding challenges, it was thus vital to
explore EBF support available to �rst-time mothers in the BCM, South Africa.

Methods
A qualitative approach, with an exploratory, descriptive and contextual research design was most
appropriate to understand the �rst-time mothers’ available EBF support within their natural environment
(13, 14). The descriptions were based on the constructivist inquiry of multiple realities which can only be
understood according to the perspective of the individuals who have experienced the phenomenon, which
is �rst-time mother’s available support (15). First-time mothers were the population for this study while
the target population was �rst-time mothers who had given birth to a live, full-term and healthy infants,
regardless of the delivery mode in one of the Community Health Centres (CHCs) or hospitals within BCM,
South Africa. BCM is an urban area comprising majorly low socio-economy households, both formal,
informal settlements and Rural Development Plan (RDP) houses. The result is a high population density
of 300 persons per square kilometre because of rapid urbanisation with an average household size of 3.3
(16). This setting impacts the kind of support available for �rst-time mothers, as they are inexperienced in
EBF.
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Once the University Research Ethics Committee granted ethical approval and permission recognized by
the BCM sub-district health, informed consent was sort from participants before data collection (14).
First-time mothers were recruited during the postnatal visits via poster advertisements displayed in both
English and Xhosa in the health institutions with researchers’ contact details. Information sessions to
outline the study objectives were held in the health institutions. Interested participants sent a “please call’
while others preferred to call for clarity. Interested participants gave verbal consent and a date, time and
place for interviews were then set where the written consent was signed. A non-probability, purposive
sample of 10 �rst-time mothers was used (17). In-depth individual face-to-face interviews using a semi-
structured interview guide were conducted at the participant’s homes or the local clinic according to
participants’ choice. Pseudo names were assigned to all participants using numbers to ensure
con�dentiality. The principle of data saturation was useful to consider the extent to which additional data
is likely to change the �nding and decide the sample size. Data saturation was achieved by the eighth
interview and two more interviews were done in which no new �ndings were being revealed. Interviews
were audio-recorded and transcribed verbatim. Data were then analysed according to Creswell’s steps
thematic analysis (18). The researcher and the co-coder independently read the transcriptions several
times and coded the data line-by-line manually. After coding, through a consensus process; categories,
sub-categories and themes were formulated 19). During these discussions, the researcher and the co-
coder considered if a theme or subtheme represented the views of all participants, and rich thick
descriptions were used.

Trustworthiness was ensured by observing the principles of transferability, con�rmability, dependability,
and credibility (20, 21). Information on the culture, the context, and characteristics of �rst-time mothers
from the BCM were provided to allow transferability depended on the extent to which the �ndings can be
transferred to other settings or groups based on the degree of similarity to BCM. After data transcription
and translation to English, an independent translator was used to back translate to the original language
of the interview to check for accuracy for con�rmability. The researcher analysed and coded data from
the transcript and waited at least a day or two to re-code the same data and compared the results before
combining two and more transcripts to ensure dependability. The credibility of the data was enhanced by
having two researchers independently code and interpret the data, providing a basis for re�ective
discussions

Results And Discussion
This study focused on understanding the EBF support available to �rst-time mothers in BCM. This was
necessary because the �rst-time mothers are inexperienced in EBF and there are other challenges
common to breastfeeding women resulting in few mothers maintaining EBF. Two themes emerged from
the data analysis. These were; 1. “Challenges, empowerment, support and resilience during initiation of
exclusive breastfeeding” with a sub-category, “Support and resilience during EBF initiation”, and 2.
“Diverse support and resilience during maintenance of exclusive breastfeeding” with a sub-category,
“Support and resilience during EBF maintenance”.
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Support and resilience during EBF initiation

First-time mother’s lack of experience and breastfeeding challenges can in�uence the initiation of
breastfeeding. To achieve initiation, support is needed. Some �rst-time mothers reported having received
support during the initiation of exclusive breastfeeding. The support received by �rst-time mothers in
BCM was consistent with the support as conceptualized by House in Grassley’s (5) four supportive
behaviour categories.  The �rst-time mothers received information on the importance of EBF for six
months, the need to make a choice, breastmilk production and challenges of EBF, during antenatal care
and after admission for giving birth.

“I told myself during pregnancy that I am going to breastfeed, as a breastfed baby is healthy.” (P9).

“At the clinic, we are taught to exclusively breastfeed the baby and then give food and other things after
six months." (P1)

The information was supported by instrumental or practical support by nurses aimed at ensuring the
initiation of breastfeeding. Most �rst-time mothers emphasized that the baby was brought to them by
nurses and were asked to start breastfeeding.

“I was given the baby; it was not that long. I kept him with me…” (P1)

“They brought him back now and said I must breastfeed” (P7)

“I was told to wait a few minutes, 5 minutes, I waited.  My baby was brought in. Nurses, they said I must
pull the nipple and put it in his mouth” (P6)

“The Nurse gave me the baby and told me to sit up and breastfeed” (P2)

While participant one reported that her baby was brought to her within a reasonable time, she did not feel
supported according to the kind of support she needed.

“I was never shown that you do this way for you to breastfeed. … the nurse was busy with other things but
she was saying put the breast in. I expected that when I get the baby I will be shown; how the baby sucks,
hold the baby this way, insert the nipple this way …” (P1)

The nurse seemed to expect the �rst-time mother to know how to put the baby onto the breast, as she
continued to tell her to put the baby to the breast without demonstrating to her (21). While nurses are the
main support during the initiation phase (22), that support needs to be non-judgemental for the �rst-time
mother to value the support for application in decision-making (23).

While this mother was not happy with the kind of support she initially received, some received a
demonstration on positioning and attachment of the baby to the breast and saw it as supportive.
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 “I was not even able to hold him, how am I going to hold him. The nurse showed me how to do it. Even
when breastfeeding what to do,” (P3)

 “I was taught how to breastfeed and the way of holding the breast for him. I was taught by the nurse that
delivered me.” (P4)

“They showed me that ‘hold him this way’.” (P5)

“The nurses showed me how I need to position him here on my breast” (P10)

“The nurse … showed me that I need to hold him with my left arm and I supported with my right one…”
(P2)

While some nurses might not be able to offer practical support needed by �rst-time mothers to initiate
breastfeeding due to ward routine or other reasons, some can provide the kind of support needed. There
is thus a need for consistency in providing practical support among nurses. Practical support to manage
early breastfeeding challenges such as ‘not enough milk' through the supply of tablets and giving of
injection were seen as supportive.

“Nothing was coming out. I was given tablets. ….. then it started to come now” (P7)

Despite the information received most participants reported challenges of inability to initially attach and
position the baby during breastfeeding, not enough breastmilk supply, even though most reported
improvement with time. The information received prior needed additional support, practical, emotional
and/or appraisal support. This is consistent with the �ndings that even with the information given during
antenatal care, mothers still experience challenges leading to early breastfeeding cessation (4, 9, 24)
hence a disjuncture between knowledge and practice of breastfeeding mothers (25). Lack of such
practical support leads to frustration for �rst-time mothers (26). It is thus important to provide
individualised rather than generalised EBF support, to address the information and practical skills needs
of each �rst-time mother (1).

The support was from mixed sources; information and practical support were from nurses and social
support from family members, friends, and community members. Other mothers who delivered around
the same time as �rst-time mothers gave social support by encouraging these mothers by an example.

“Also seeing from other mothers when they are breastfeeding” (P8)

All mothers who do not experience any problems postnatal are discharged home within 24 hours,
consistent with the policy, which was the case with most of the study participants. Mothers are also
expected back for a postnatal visit within six days for support relating to any problems experienced
including feeding-related problems. It is thus important to ensure that breastfeeding initiation is
successful, as family members and the community start to support these mothers. The �rst-time mothers
reported that most family members, friends, and community members supported their EBF practice. This
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is consistent with the �ndings that not only nurses can provide support but also partners, friends, and
family were key in supporting �rst-time mothers when encountering breastfeeding challenges (23).

One participant associated her insu�cient milk supply with the failure of the nurse to give her practical
assistance during the EBF initiation period leading to her eventually mix feeding despite her intentions to
EBF.

“I think that if they have shown me and kept it from the beginning, it was going to be continuous
throughout.  For an example, I ended up with dry breasts until day three.” (P1)

There are contrasting �ndings on the impact of the intentions to EBF on the maintenance of EBF, some
mothers resort to formula feeding or mix feeding as a feeding method of choice despite the good
intention to breastfeed (3, 27). Contrary to the �ndings, that early cessation of breastfeeding was
associated with no intention to breastfeed (28). At the time of data collection, of the ten �rst-time mothers
that participated, seven maintained EBF, one was mix-feeding while two switched to formula feeding to
avoid mix feeding. Of the two �rst-time mothers who switched to formula feeding, worked longer periods,
consistent with research �ndings (29, 30). There is thus a need for additional strategies such as
increased paid maternity leave days.

These �ndings emphasize the need for resilience on the part of �rst-time mothers while learning the skills
to EBF and dealing with related challenges. There is also a need for individualised support following all
aspects of House theoretical framework for the initiation of EBF to be successful. The nurses, as the
main support source for these mothers, need to be vigilant of the special needs for each mother.
Successful initiation will lead to the maintenance of EBF.

Support and resilience during EBF maintenance

During EBF maintenance, the source of social support was mostly from family members, friends, and
other community members while information and practical support, which included teaching and
observing the �rst-time mother’s breastfeeding techniques, were from nurses. Scheduled postnatal follow-
up visits within three to six days of delivery were cited as helping support �rst-time mothers' maintenance
of EBF through practical assistance with breastfeeding challenges and appraisal. One mother who
initially did not feel well supported to initiate EBF con�rmed that she did get the knowledge and skill later
during this period.

“When I went back to the clinic, that is where I was taught that you breastfeed the baby, how you hold him
when you are breastfeeding.” (P1)

“Support from the clinic is really good”. (P3)

“Yes, there were students that were teaching there. The nurses there at the clinic are supporting me. …they
motivate me to breastfeed the baby" (P9)
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Most of the �rst-time mothers enjoyed the support from the family members, friends, and other mothers
in the birthing unit whom they considered more experienced in breastfeeding than they were.

“Another lady I was with there said it is not the �rst time she is having a baby. I must request tablets to
produce milk. She said ‘I have seven children but my children, I do not have a child that I say he is not
breastfeeding’.” (P7)

 “It is my grandmother and my older sister, my family, and my cousins. When I have a problem, I tell
them.” (P6)

Different aspects of support were cited by �rst-time mothers as helpful, included are information-sharing,
practical support and emotional support received including positive motivation from nurses. The practical
support included helping with positioning and attachment; supply of food and �uids including �uids
perceived to assist with breastmilk production, such as tea and ginger (31). One participant who
previously did not have enough milk reported,

“When I started having tea then I had a lot of milk. My sister said, ‘my sister, I did not breastfeed my child
because I was working, you are not working so for your baby to grow quick you need to give the breast’.”
(P7)

Encouragement by nurses seemed to motivate �rst-time mothers to continue EBF. This is consistent with
House's supportive behaviour categories, emotional, informational, instrumental, and appraisal support
(5).

“His weight was already increased; the nurses said ‘well done. I love what you have done’.” (P5)

While most �rst-time mothers received support from family members, some explained the pressure
received from family and community members to feed formula, porridge or mix-feed, which sometimes
they did not appreciate. First-time mothers highlighted socio-cultural aspects of breastfeeding through
the comments of family members, friends, and community members’ involvement in the breastfeeding
practice. Some comments were, neither accepted nor appreciated by these mothers.

“Other mothers that normally come to my house to visit my mother say I am keeping the baby hungry. I
am supposed to be feeding him solids now.” (P4)

“He was crying … my cousins, my friends came to see the baby and they already have children, said ‘I did
not breastfeed … I bought a formula … buy him formula milk.” (P3)

“I did not want anyone who is going to say, ‘No feed, steal a spoon for him or two spoons of porridge. Yes,
there are such like ones, who say, ‘no this child is not getting enough from the breast.” (P7)

“I do not feel well because my friends want me to be able to leave the baby behind to go out with them.
So, I do not feel well.” (P9)
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In this study, while most �rst-time mothers received support from family members, one �rst-time mother
explained the pressure to mix-feed she received from community members. Advice from family members
especially grandmothers was one of the reasons �rst-time mothers especially teenagers stop
breastfeeding (24).

The need to meet the existential needs, such as stopping suffering caused by pain during breastfeeding
or baby’s weight loss associated with insu�cient breastmilk supply against social con�icts (32).
Furthermore, the social con�icts through the pressure the society put on mothers, where breastfeeding is
portrayed more natural than what it is. Hence a mother that fails to breastfeed might be labelled as a bad
mother, generating feelings of failure, while if she succeeds to breastfeed is labelled a good mother.
Nurses and society, therefore, need to support mothers to succeed in breastfeeding rather than labelling
them as good or bad depending on their feeding method. Breastfeeding is not always easy, especially for
�rst-time mothers.

One mother highlighted the importance of a supportive relationship between �rst-time mothers and
nurses.

“It is important that there is a relationship between her and her nurses” (P1)

She further reported in-depth the need for formulation of �rst-time mother's EBF support groups. She
highlighted how it should be run to ensure compliance by �rst-time mothers, including its bene�ts.

“It would be bene�cial, something nice the availability of those support groups … if the clinic is organising
it at least it would give some weight. Maybe it can be done once a month or once a week or fortnightly
but there must be interaction among �rst-time mothers so that they can share their experiences. Soon
after breastfeeding the baby, she must attend those things those meetings.” (P1)

There is, however, a need to include the communities in information sharing on EBF support to avoid
con�ict between nurses, communities, and �rst-time mothers. Some mothers explained the socio-cultural
difference in breastfeeding practice between healthcare professionals and elderly community members.
This was cited as possibly causing con�ict between �rst-time mothers, community members, and the
nurses.

“My mother said, ‘we did not grow up like this, we fed children roasted this and that.” (P3)

“…In our homes, you are shown the thing this way but when you arrive at the clinic, all of that is
criticised… At home, you are told to use the second �nger next to the thumb and the one next to it, you put
the breast in and support with your thumb.” (P1)

There is thus a need for additional strategies such as support groups, breastfeeding education and
awareness to increase EBF maintenance. These support groups can even include virtual support groups
to ensure continuous support (33).
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Two mothers voiced the need to take advice with caution, as not all advice is good advice. These mothers
explained the need to reject unhelpful advice as the motive might not always be genuine.

“… your child will never gain weight. Your child will never grow well because you are exclusively
breastfeeding. Give him porridge. Do not listen to a friend because a friend sometimes misleads” (P5)

“People from the streets will advise the wrong things. Their motive … is that as I am getting the grant on
the date for grant pay-outs they want to go with me to the shebeen.” (P6)

Support received by �rst-time mothers included socio-cultural values which sometimes was in line with
the knowledge and skills received by �rst-time mothers during antenatal care. First-time mothers were
able to accept or reject the support that they deemed harmful to the breastfeeding practice and
maintenance of EBF.

Also, socio-cultural issues may cause the support from nurses, family, and community members to
contrast leading to confusion and frustration (34, 35). Social con�icts involve the pressure the society put
on mothers who fail to succeed in breastfeeding, even though breastfeeding does not always come
naturally as portrayed to be (32). Nurses and society need to support mothers to succeed in breastfeeding
rather than labelling them as good or bad depending on their feeding method. There is thus a need for
nurses and community members to forge unity in supporting �rst-time mothers to ensure the
maintenance of EBF for the �rst six months of life.

Limitation

It is important to note various limitations in the study's methodology. The qualitative approach and the
sample size of the study were small, thus limiting generalisation of the �ndings, however, the �ndings are
similar to other studies done both qualitatively and quantitatively, abroad and nationally, including the
Eastern Cape Province where this research was conducted.

Implications for service providers and policymakers

The nurses are not always readily available to assist �rst-time mothers to initiate breastfeeding due
toward routines. There is, therefore, a need for peer breastfeeding supporters to supplement nurses in
giving practical assistance to �rst-time mothers before discharge.

Even though mothers receive information during antenatal care, it is not easy for them to apply this
knowledge during breastfeeding. Nurses, therefore, need to focus on individualised education based on
individual needs and practical support.

Mixed messages from the nurses and family members on EBF practices lead to confusion and frustration
for �rst-time mothers. Nurses, need to unite with community members in providing updated, evidence-
based practice on breastfeeding.
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There are policies in place on breastfeeding, including infant feeding in the context of HIV. However, there
is a need for the formulation of compulsory physical or virtual support groups to provide additional
support for �rst-time mothers.

Conclusion
First-time mothers do need professional, practical and social support in the form of information,
emotional support and encouragement for initiation and maintenance of exclusive breastfeeding for the
�rst six months. However, timing and the kind of support given to these mothers is critical for successful
exclusive breastfeeding. Individualised support after the delivery of the baby and postnatal period assist
the �rst-time mothers to put the information received during antenatal care into practical use. There is
also a need to ensure that the nurses and community members share the same knowledge and skills, to
adequately support the �rst-time mothers succeed in EBF. Also, the formation of support groups whether
in a physical or virtual space would bridge the gap for any additional support needed by these mothers.
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personal assets and protecting self from the potential negative effects of stressors". (37)

Ethics approval and consent to participate

Ethical approval was granted by the University of Fort Hare Research Ethics Committee (UREC)
RAL011SDAS01 and the Eastern Cape Department of Health issued the permission to access the
participants. Written informed consent was obtained from all participants before data collection.

Consent for publication

Not applicable.



Page 12/15

Availability of data and material

The interview guide used in this study was developed for this study and has never been used before. The
datasets used and/or analysed during the current study are available the corresponding author on
reasonable request.

Competing interests

The authors declare that they have no competing interests.

Funding

Some funding was received for the study from the Govan Mbeki Research & Development Centre for data
collection, co-coding, and printing of the dissertation, however, the researcher is independent of the
funder. No funding was received for the development of this manuscript.

Acknowledgements

We appreciate the �nancial support received from the Govan Mbeki Research & Development Centre
during the development of the dissertation.

Authors’ contributions

1) Both authors made substantial contributions to conception and design, acquisition of data, analysis
and interpretation of data, �rst author as a student and the second as a supervisor, 2) First author drafted
the manuscript under supervision of second author. Both authors have read and approved the
manuscript.

Author Details

1 Department of Nursing Science, Faculty of Health Sciences, University of Fort Hare, 50 Church Street,
East London, Eastern Cape, South Africa.

References
1. Nesbitt SA, Campbell KA, Jack SM, Robinson H, Piehl K, Bogdan JC. Canadian adolescent mothers’

perceptions of in�uences on breastfeeding decisions: a qualitative descriptive study. BMC Pregnancy
Childbirth. 2012;12:149

2. Emmott EH, Mace R. Practical support from fathers and grandmothers is associated with lower
levels of breastfeeding in the UK millennium cohort study. PLoS One. 2015;10:7

3. Smith PH, Coley SL, Labbok MH, Cupito S, Nwokah E. Early breastfeeding experiences of adolescent
mothers: a qualitative prospective study. International Breastfeeding Journal. 2012;7:13; Available
from:http://internationalbreastfeedingjournal.biomedcentral.com/articles/10.1186/1746-4358-7-13



Page 13/15

4. Kronborg H, Harder I, Hall EOC. First-time mothers' experiences of breastfeeding their newborn.
Sexual Reproductive Health. 2015;6:2; Available from:http://dx.doi.org/10.1016/j.srhc.2014.08.004

5. Grassley JS. Adolescent mothers’ breastfeeding social support needs. Journal of Obstetric
Gynecologic Neonatal Nursing. 2010;39:6; Available from:
http://linkinghub.elsevier.com/retrieve/pii/S0884217515303221

�. Renfrew MJ, McCormick FM, Wade A, Quinn B, Dowswell T. Support for healthy breastfeeding
mothers with healthy term babies (review). Cochrane Library. 2012;5; Available from:
http://www.thecochranelibrary.com

7. United Nations Children’s Fund, Unicef. Improving child nutrition the achievable imperative for global
progress. New York; 2013. Available from: www.unicef.org

�. UNICEF, WHO. Global breastfeeding scorecard, 2019: increasing commitment to breastfeeding
through funding and call to action priorities. Geneva; 2019. Available from:
https://apps.who.int/iris/bitstream/handle/10665/326049/WHO-NMH-NHD-19.22-eng.

9. Siziba L, Jerling J, Hanekom S, Wentzel-Viljoen E. Low rates of exclusive breastfeeding are still
evident in four South African provinces. South African Journal for Clinical Nutrition. 2015;28:4

10. Republic of South Africa Department of Health. South African infant and young child feeding policy.
Republic of South Africa, Republic of South Africa; 2013.

11. Labbok MH, Taylor EC, Nickel NC. Implementing the ten steps to successful breastfeeding in multiple
hospitals serving low-wealth patients in the US: innovative research design and baseline �ndings.
International Breastfeeding Journal. 2013;8:5; Available from:
www.Internationalbreastfeedingjournal.com

12. Catunda HLO, Bernardo EBR, de Oliveira LL, de Oliveira MF, Castro RCMB, de Souza Aquino P, Pinheiro
AKB. Determinant factors in maintaining the exclusive breastfeeding and premature weaning in
postpartum mothers in the Brazilian semiarid. Health. 2015;7;
http://dx.doi.org/10.4236/health.2015.73040

13. Spencer RL. Research methodologies to investigate the experience of breastfeeding: a discussion
paper. International Journal of Nursing Studies. 2008;45:12

14. Babbie ER. The basics of social research. Boston: Cengage Learning; 2016, 7th ed.

15. Burns SK, Grove N, Gray JR. The practise of nursing research: appraisal, synthesis and generation of
evidence. Missouri: Elsevier; 2013, 7th ed.

1�. Province of the Eastern Cape economic development, environmental affairs and tourism. The
Eastern Cape socio-economic review and outlook. Pretoria: Department of Economic Development,
Environmental Affairs and Tourism; 2017

17. Creswell J. Research design: qualitative, quantitative and mixed-method approaches. Singapore:
SAGE; 2014, 4th ed.

1�. Kumar R. Research methodology: a step by step guide for beginners Singapore: SAGE; 2014, 4th ed.

http://www.internationalbreastfeedingjournal.com/


Page 14/15

19. Streubert HJ, Carpenter DR. Qualitative research in nursing: advancing the humanistic imperative.
Philadelphia: Wolters Kluwer; 2011, 5th ed.

20. Brink H, van der Walt C, van Rensburg G. Fundamentals of research methodology for healthcare
professionals. Cape Town: Juta and Company; 2018, 4th ed.

21. The Joanna Briggs Institute. Best practice information sheet: women's perceptions and experiences
of breastfeeding support. Nursing & Health Sciences. 2012;14:1; DOI:10.1111/j.1442-
2018.2012.00679.x.

22. Craig HJ, Dietsch E. "Too scary to think about": �rst-time mothers' perceptions of the usefulness of
antenatal breastfeeding education'. Women and Birth. Australian College of Midwives. 2010;23:4;
DOI: 10.1016/j.wombi.2010.04.004.

23. Fox R, McMullen S, Newburn M. 'UK women's experiences of breastfeeding and additional
breastfeeding support: a qualitative study of baby café services. BioMed Central Pregnancy &
Childbirth. 2015;15:1; DOI: 10.1186/s12884-015-0581-5.

24. Pillay S, Sibanda W, Ghumana MR, Coutsoudis A. Infant feeding practices of teenage mothers
attending a well-baby clinic in a public hospital in Umlazi, KwaZulu-natal, South Africa. South African
Journal of Clinical Nutrition. 2018;31:1; DOI: 10.1080/16070658.2017.1338841.

25. Onah S, Osuorah DIC, Ebenebe J, Ezechukwu C, Ekwochi U, Ndukwu I. Infant feeding practices and
maternal socio-demographic factors that in�uence the practice of exclusive breastfeeding among
mothers in Nnewi South-East Nigeria: a cross-sectional and analytical study. International
Breastfeeding Journal. 2014;9:6; Available at:
www.internationalbreastfeedingjournal.com/content/9/1/6.

2�. Choo PJ, Ryan K. A qualitative study exploring �rst-time mothers' experiences of breastfeeding in
Singapore. Proceedings of Singapore Healthcare. 2016;25:1; DOI: 10.1177/2010105815615992.

27. Agho KE, Dibley MJ, Odiase JI, Ogbonmwan SM. Determinants of exclusive breastfeeding in Nigeria.
BioMed Central Pregnancy and Childbirth. 2011;11:2; Available at:
http://www.biomedcentral.com/1471-2393/11/2

2�. Oakley LL, Henderson J, Redshaw M, Quigley MA. The role of support and other factors in early
breastfeeding cessation: an analysis of data from a maternity survey in England. BioMed Central
Pregnancy and Childbirth. 2014;14:1

29. Risenga PR, Lebese TR. Lived experiences of �rst-time mothers towards breastfeeding at Muyexe
village in Mopane district, Limpopo Province. Journal of Medicine and Medical Research. 2014;2:4;
Available at: www.resjournals.org/JMMR.

30. Horwood C, Haskins L, Engebretsen IM, Phakathi S, Connolly C, Coutsoudis A, Spies L. Improved
rates of exclusive breastfeeding at 14 weeks of age in KwaZulu Natal, South Africa: what are the
challenges now? BioMedical Central Public Health. 2018;18; https://doi.org/10.1186/s12889-018-
5657-5

31. Ong SF, Chan S, Wai-Chi S, Shorey S, Chong YS, Klainin-Yobas P, Hong-Gu He H. 'Postnatal
experiences and support needs of �rst-time mothers in Singapore: a descriptive qualitative study'.



Page 15/15

Midwifery. Elsevier. 2014;30:6; DOI: 10.1016/j.midw.2013.09.004.

32. Welsh T. ‘The adult-child relationship in breastfeeding and development: a Merleau-Pontian
perspective on the existential and social con�icts in childrearing’. Phenomenology and the Cognitive
Sciences. 2017; DOI: 10.1007/s11097-017-9518-y.

33. Moorhead SA, Hazlett DE, Harrison L, Carroll JK, Irwin A, Hoving C. A new dimension of health care:
systematic review of the uses, bene�ts, and limitations of social media for health communication.
Journal of Medical Internet Research. 2013;15:4; DOI:10.2196/jmir.1933. Available at:
http://www.jmir.org/2013/4/e85/

34. Agunbiade OM, Ogunleye OV. Constraints to exclusive breastfeeding practice among breastfeeding
mothers in Southwest Nigeria: implications for scaling up. International Breastfeeding Journal.
2012;7:5

35. Walsh A, Kearney L, Dennis N. 'Factors in�uencing �rst-time mothers' introduction of complementary
foods: a qualitative exploration'. BioMed Central Public Health. 2015;15:1; DOI: 10.1186/s12889-015-
2250-z.

3�. Republic of South African Department of Health. Infant and young child feeding policy. Pretoria.
2013; https://www.health-e.org.za/wp content/uploads/2013/09/IYCF_Policy_2013.pdf

37. Herrman Helen, Stewart Donna E, Diaz-Granados Natalia, Berger Elena L, Jackson Beth, Yuen Tracy.
What Is Resilience? The Canadian Journal of Psychiatry. 2011;56:5

https://www.health-e.org.za/wp%20content/uploads/2013/09/IYCF_Policy_2013.pdf

