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ABSTRACT

Background: The aim of infant-feeding counselling is to 

facilitate informed decision on method of feeding in the 

context of prevention of mother-to-child transmission of 

HIV. However, HIV-positive mothers are faced with 

uncertainty on how best to feed their infants. The question 

we asked for this research was: how does the information 

provided in counselling on HIV and infant-feeding assist 

mothers in making decisions for safer feeding practices 

for their infants? 

Methods: This sub-study was part of the larger study 

conducted on: HIV and infant feeding; choices and 

decision outcomes in the context of PMTCT among HIV-

positive mothers in Zambia. Data were collected through 

key-informant interviews with health care workers 

(HCWs) and individual interviews with 30 HIV-positive 

mothers. Data were collected from January to September 

2014. The interviews were digitally recorded and 

transcribed verbatim. The QRS NVivo 10 version was 

used for data coding and analysis. 

Results: The role of health care workers in PMTCT was 

to provide information on infant feeding and facilitate 

informed decision on feeding HIV-exposed infants. 

Concerning the decision on infant feeding, mothers 

reported that they chose to practice exclusive 

breastfeeding because it was an optimal choice for their 

exposed infants. However, there appeared to be other 

factors that influenced the decision on how to feed HIV-

exposed infants: maternal instinct to protect the baby 

from getting infected with HIV; the perception that a 

breastfed baby is health; and the cost of formula. 

Potentially, mothers may have risked to practice mixed 

feeding due to: late initiation of breastfeeding in respect 

of cultural norms; the belief that the baby can just stop 

breastfeeding on its own; and pressure from family and 

community to practice mixed feeding. 

Conclusion: While EBF is now recommended for HIV-

exposed infants, challenges remain on how to promote 

EBF and tailor information on infant feeding counselling 

and assist mothers make an informed decision in settings 

where formula feeding would not be recommended. 

Therefore, quality and objective infant feeding 

counselling should be practiced by HCWs to enhance 

safer feeding practices.

INTRODUCTION

The aim of infant-feeding counselling in the context of 

prevention of mother-to-child transmission (PMTCT) of 

HIV is to facilitate informed decision on method of infant 

feeding. Mothers infected with HIV in resource-poor 
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settings are faced with a myriad of challenges and 

uncertainties on how best to feed their infants. A package 

of interventions for PMTCT in maternal, neonatal and 

child health (MNCH) programmes includes antenatal 

clinic visits, the opt-out approach for HIV counselling 

and testing, antiretroviral therapy (ART), health facility-

based deliveries, infant ARV prophylaxis and HIV 

testing, in addition to postnatal care. Infant feeding 

recommended for HIV-positive mothers in Zambia is 

exclusive breastfeeding for the first six months and 

beyond, with lifelong ARVs for the mother; here too, 

counselling is a prerequisite for safer infant-feeding 
1, 2practices . Given the socioeconomic challenges faced 

by mothers in low-resource settings, breastfeeding 

protects infants against diarrhoea through reduced risk of 

bacteria from contaminated formula, other liquids and 

complementary foods, and most importantly the transfer 

of maternal antibodies through breastmilk renders some 
3immunity in early childhood . 

Counselling is a professional relationship that is adopted 

by a trained counsellor and a client for the purpose of 
4making an informed decision . This is a process intended 

to allow health care workers to advise HIV-positive 

mothers on safer infant feeding practices while 

recognising their limitations. However, research findings 

regarding infant feeding counselling shows that 

challenges arise in assisting HIV-positive mothers to 

choose and practice safer infant feeding. These 

challenges relate to infrastructure, communication skills 

among healthcare workers, low staffing levels, slow 

updates on infant feeding guidelines, and, to a certain 
5-9extent, poor staff attitudes . For instance, healthcare 

worker behaviours observed in some settings include 

their personal beliefs towards infant feeding, conveying 

contradictory messages on PMTCT, exhibiting directive 

counselling styles, and lack of practical strategies to offer 

mothers, often leading to improvised counselling 
10approaches . In some settings, healthcare workers have 

attributed challenges faced in counselling mothers to 

poor compliance by mothers and passive resistance 
11resulting in stress, depression and burnout . These 

factors have a multiplier effect on HIV-positive mothers, 

who have been observed to feel obliged to hide their 
12, 13feeding practices , thereby risking the lives of their 

HIV-exposed infants.

Variations in counselling practices have also been 

reported and include prescriptive models where one 

option is proposed for all women, based on the mother's 

economic status, whereas mothers are concerned with 

social issues related to the risk of being stigmatized as a 

bad mother or as being HIV-positive when making a 
14decision . Other researchers have observed that 

counsellors frequently framed counselling sessions as 

health education programmes and instruction, where 

mothers are subjected to 'advising and giving of 

information' – a style rooted in a didactic and instructive 

model and consequently unable to create an environment 
11, 15where choice could become an option . These 

deficiencies have led to recommendations that 

counselling messages should critically align infant 

feeding with local context and making use of counselling 
16, 17cards . An environment that better enables mothers to 

follow national guidelines and make informed decisions 

should thus be available, taking heed of lessons learnt in 
18similar settings . Therefore, the question we asked for 

this study was: how does the information provided in 

counselling on HIV and infant-feeding assist mothers in 

making decisions for safer feeding practices for their 

exposed infants?

MATERIALS AND METHODS 

Design and setting

This sub-study was part of the larger study conducted on: 

HIV and infant feeding; choices and decision outcomes in 

the context of PMTCT among HIV-positive mothers in 

Zambia. Data were collected through participant 

observation and in-depth interviews between January and 

September 2014. Participants were recruited from two 

health facilities that are part of national PMTCT and ART 

programme in Lusaka.  Apart from curative services, 

these health facilities provide MNCH services in the 

district.  
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Participant and sampling

30 HIV-positive mothers were recruited in the study. Six 

health care workers were selected from the PMTCT 

programme as key informants. All participants were 

purposively sampled. The HCWs were selected based on 

their availability in the PMTCT programme at the time of 

data collection. The selection criteria for mothers were 

that they needed to have attended group health education 

apart from testing for HIV, placed on treatment regimen 

(ARVs) and counselled on infant feeding. 

Data collection and techniques

The first author and two research assistants collected all 

data. A semi-structured guide was used to conduct 

interviews.  The main interview question for health care 

workers was: how is the information provided on HIV 

and infant feeding assist mothers in making a decision for 

safer feeding practices for their exposed infants? The 

main question for the HIV-positive mothers was: how did 

the information on infant feeding counselling assist you 

to make a decision on how to feed your HIV-exposed 

infant from birth?

Key-informant interviews

Key informant interviews were conducted with two 

nurses, two nutritionists and two clinical officers. The 

HCWs' interviews were meant to establish how the health 

facilities planned and implemented infant feeding 

counselling for HIV-positive mothers. The nurses were 

key providers of MNCH services, nutritionists were 

actively involved in counselling for infant and young 

child feeding (IYCF) while the clinical officers 

conducted screening, diagnosis and prescribing treatment 

and all were trained in PMTCT interventions. There were 

no pre-determined guides on how observations were 

assessed because of variations within health facilities 

across the sites. 

Individual interviews

Individual interviews were held with mothers who had 

attended group health education and infant feeding 

counselling. This was considered an appropriate tool to 

effectively gain understanding of the complex and 

sensitive emerging issues and to allow mothers to express 

their opinions in their native language and share their 

experiences on how they decided to feed their HIV-

exposed infants. 

Data management and analysis

The tape recorded interviews were transcribed verbatim 

from a primary language into English by four trained 

research assistants. The transcripts were checked for 

accuracy, quality and cleaned for anonymity by the first 

author. When no discrepancies were identified, the files 

were imported into QRS NVivo 10 version for coding and 

analysis by the first author and one research assistant 

coded the data to allow for comparisons as themes 

emerged. The method of analysis was interpretive 

descriptive analysis to gain insight into infant feeding 

counselling as a phenomena from the participants' 
19perspective .  At the initial stage the content of the data 

files were read to identify the nature of the phenomenon 

or the major thematic areas. The main task was to display 

data in a way that was conceptual in order to make 

distinctions that were meaningful and provide content 

that illuminated the phenomena. There are three key steps 

involved in interpretive descriptive analysis that were 

used for this study. Detection involved identifying and 

assigning the substantive content and dimensions of 

infant feeding counselling. These dimensions included 

the three major themes: The information that HCWs 

presented to HIV-positive mothers during infant feeding 

counselling; how HIV-positive mothers understood 

information on infant feeding in the context of PMTCT; 

how mothers decided to breastfeed; how mothers 

potentially risked to practice mixed feeding. This process 

was followed by identifying categories that were refined 

and were then assigned to classes or groups that hold true 

the data that described the phenomena to exclusively 

breastfeed. 

RESULTS

Mothers frequently self-reported as married (27) and 

there were younger mothers (15-24 years) with primary 

level education (0-7). 
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Table 1 Demographic characteristics of HIV-positive

 

The information that HCWs presented to HIV-

positive mothers during infant feeding counselling

Infant feeding counselling in the context of PMTCT of 

HIV is based on national guidelines and applied at every 

level of health care delivery. One of the elements of infant 

feeding counselling is for HCWs to communicate to 

mothers the competitive advantages of breastfeeding and 

other available feeding options for HIV-exposed infants. 

For this research, HCWs described their role in PMTCT 

as providing information on infant feeding and to 

facilitate informed decision on feeding HIV-exposed 

infants. A key informant explained: “Our role is to 

educate the mothers, give them information, motivate 

them and support them especially when they choose an 

option of infant feeding. For some mothers, as long as we 

give them information and motivate them, there is going 

to be behaviour change especially in the community”. 

[nutritionist, 4 years in PMTCT]. In the same perspective, 

another key informant added: “We emphasise to them to 

feed their babies on breastmilk exclusively without any 

other foods until the baby is six months”. [midwife, over 

10 years in PMTCT]. The same midwife explained: “As 

they come we teach them as a group, but even when they 

come to deliver, we talk more on infant feeding because 

during group health talks it may be difficult for some 

women to disclose whatever they may have wanted to 

share secretly. During one on one before the woman 

delivers we talk to them again to ensure the baby is put to 

the breast immediately”. 

Emphasing exclusive breastfeeding while a mother is on 

ARVs was further explained in the context of making sure 

the guidelines were followed: “Initially what we are 

trying to counsel mothers is to adhere to treatment 

including their babies because chances of mother-to-

child transmission of HIV is reduced. We emphasise these 

things during counselling so that the risks are reduced 

further when the mother starts to breastfeed”. 

[nutritionist, 25years, 4 years in PMTCT]

How HIV-positive mothers understood information 

on infant feeding in relation to PMTCT  

In order to make an informed decision, mothers needed to 

understand the principles that guide infant feeding in the 

context of exclusive breastfeeding, which in this case was 

a default choice promoted by HCWs. Overall, mothers 

explained that they chose to practice exclusive 

breastfeeding because it was optimal for their HIV-

exposed infants and themselves. According to a mother of 

two children, information from the clinic helped her to 

make such a decision: “The information I got from the 

clinic helped me a lot. So at the moment, I am 

breastfeeding my baby and he is very healthy. At six 

months I will start giving him other foods such as 

porridge and water to drink, then I will wean him off”. 

[mother, 32years, 2 children].  Another participant added: 

“We get help from the clinic on how to breastfeed our 

babies. For me I will be doing what I have been told by the 

nurses. They told me not to give the baby food or water, 

Characteristic Categories Frequency
 

Age

 

15-24 10

25-34 16

35>

 
4

 

Marital status

 

Single 2

Married 27

Widowed 1

 

Education

 

(Grades)

 

0-7

 

14

8 & 9 11

10-12 2

College 

education

2

Employment None 28

Employed 2

Children 1-3 21

4-6 9

TOTAL 30
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but only breast milk. When the time comes to give the baby 

other foods then I will do that”. [mother, 25years, 1 child]

However, for some participants, group health education 

and infant feeding counselling were: “just the usual talk 

that goes on at the clinic. Not necessarily the information 

that I needed to help me choose the method of infant 

feeding”. [Mother, 26years, 2 children]. This description 

may have been related to the routine health talks that were 

conducted in the MNCH units for pregnant mothers 

attending antenatal clinic and other services. The 

perspective to lack of information on infant feeding was 

also expressed by other participants in the following 

responses: 

“Unless I am told by the nurses, the thing is that I 

do not know much, if I was told to stop 

breastfeeding him, yes I could do it”. [Mother, 

26years, 2 children]

“I don't have much information, although we 

were told that we will be taught how to feed the 

baby but the teaching was not done in details. I 

just know that I have to breastfeed the baby as 

advised… things like that”. [Mother, 22years, 1 

child] 

How mothers decided to breastfeed

Although mothers reported lack of information to enable 

them choose a method of feeding, choosing to breastfeed 

was influenced by maternal instinct to protect the baby 

from HIV infection; the perception that a breastfed baby 

is healthier; and the cost of formula. This section of the 

article highlights these factors individually.

To protect the baby from getting infected with HIV

The key informants explained that mothers were told that 

exclusive breastfeeding while on ARVs reduced the risk 

of the mother infecting her baby with HIV through breast 

milk. These messages appeared to be understood by 

mothers. One participant illustrated how she chose to 

breastfeed so that she could protect her baby from HIV 

infection:  “I am breastfeeding so that my baby should not 

get infected with HIV”.  [Mother, 26years, 2 children]. In 

the same perspective, another participant added: “I want 

to protect the baby from HIV because I am on medication 

(ARVs) and I can breastfeed. I will not miss the medicines 

so that the baby is protected and grows healthy”. [mother, 

25years, 1 child]. 

The perception that a breastfed baby is healthy

The perception of the healthy baby as a breastfed baby 

was supported by the understanding that with ARVs the 

risk of the mother infecting her baby with HIV through 

breastmilk is reduced: “They said I should exclusively 

breastfeed and they gave me medicine (ARVs) for 

protection. I learnt that breastfeeding is healthier for the 

bay than formula feeding”. [mother, 33years, 3 children]. 

Similarly, another participant added: “I chose to 

exclusively breast feed because I want to see my daughter 

grow healthy. I was encouraged that if I breastfeed my 

baby there will be no problems and that is what I want to 

see”. [mother, 33years, 5 children]. The perception of a 

healthy baby was supported by a young mother of two 

children who illustrated further that breastmilk does not 

compare with any other food for the baby: “There are no 

other foods that you can give a new-born baby apart from 

breast milk”. [mother, 26years, 2 children]

The cost of formula

While participants decided to breastfeed their HIV-

exposed infants, their understanding of the cost of 

formula was considered a barrier to choose a safer feeding 

option for their infants. They understood that they would 

not be able to initiate and sustain formula feeding. Typical 

responses were: 

“Sometimes you know that you do not have money, 

like for me my husband died and if the money that he 

left for me finishes I will suffer to buy milk. The 

money that I was supposed to use to buy milk, I use it 

to buy food for the rest of the family to eat and the 

baby eats from the breast”. [mother, 34years, 3 

children]

“Yes money is hard to find. If I chose formula it was 

going to be difficult to have enough milk for the 

baby every day. For example one tin can finish in 

four days, and then you need some more money, it is 

difficult you see. So it was better that I chose to 

breastfeed”. [mother, 25years, 1 child]
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How mothers potentially risked practicing mixed 

feeding

Despite the messages on the benefits of breastfeeding and 

especially exclusive breastfeeding, this section of the 

article highlights factors that promote mixed feeding 

among selected populations. They include: late initiation 

of breastfeeding; pressure from family and community to 

practice mixed feeding; breast complications; and the 

perceived breast milk insufficiency. 

Late initiation of breastfeeding

The difficulty reported by mothers to achieve early 

initiation of breastfeeding in the midst of social 

expectations was based on the understanding of the 

values attached to cultural practices of breastfeeding. In 

settings driven by culture, certain customs are performed 

as a ritual before initiation of breastfeeding. The rituals 

among others may include: washing the breast before the 

new-born baby is put to the breast in the event that the 

mother lost the last baby. The herbal medicine is 

perceived to ward off the spirits of the dead baby and is 

practiced before putting the new-born baby to the breast 

after birth. This practice potentially led to delay to initiate 

breastfeeding as mothers had to wait for the ritual to be 

performed. Without undue discomfort to share her 

experience, a mother who lost her two children before the 

current baby explained: “I lost my last two children so I 

had to use the traditional medicine so that this baby 

should not be seeing his dead siblings. I used the herbs 

which the elders brought for me and rubbed on my 

breasts and I also used it to bath the baby. This was done 

before I breastfed him. After I rubbed the breasts with 

herbs that's when I breastfed him”. [mother, 26years, 1 

child]. These practices impacted early initiation of 

breastfeeding and the well being of new-born babies. 

Without making direct reference to herself, a 28year old 

mother of three children described the difficulty 

experienced when one delivered in a health facility: “It 

depends on where you come from and how the people are. 

After delivery there are situations when the baby would 

be crying but as a mother you have to wait for the elders 

to prepare the herbs to use before breastfeeding. As a 

mother you would make the baby suck the finger. When 

asked by the nurses you just tell them the baby has 

breastfed”. [mother, 28years, 3 children]

The above experiences were also illustrated in the 

following responses:

“In my culture, the breasts are washed before the 

baby starts breastfeeding or touches the breast”. 

[mother, 35years, 4 children]

“If I had a baby that passed on, I need to take some 

herbs so that the new baby will not have the spirit 

of the dead sibling”. [mother, 24years, 1 child]

The belief that the baby can just stop breast feeding 

on its own 

The belief that sometimes the baby can wean off from the 

breast abruptly because the breastmilk is not enough was 

illustrated by a 22 year old mother of two children. She 

explained: “I breastfed my baby for five months but the 

baby just stopped breastfeeding because my breasts don't 

produce a lot of milk. So that is how the baby stopped 

breastfeeding and I started giving him formula and Super 

shake (Cow's milk)”. In situations where the mothers 

informed the nurses about their perceived milk 

insufficiency, a mother described how she was 

encouraged to continue to put the baby to the breast in 

order to have sufficient flow of breastmilk. She explained: 

“When at the clinic and the baby cries the nurses tell us to 

continue breastfeeding saying that is when the milk will be 

coming out more. Even when you say the milk is not 

coming out the nurses insist that the baby will pull until 

the milk comes out”. [mother, 25years, 1 child]

Pressure from the family and community to practice 

mixed feeding 

Although the health-promotion messages on exclusive 

breastfeeding appeared to be understood as only feeding 

the baby with breast milk, mothers were anxious about 

pressure from the family and community to practice 
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mixed feeding. This anticipated challenge influenced 

their capacity to resist mixed feeding. A young first-time 

mother explained: “When the baby is born you are 

advised to only breastfeed by the nurses, but people say 

that for the baby's stomach to relax you need to give 

orange juice”. [mother, 24years, 1 child]. In the same 

perspective, a mother of five children added: 

“Sometimes, you can make a mistake and give the baby 

water and then you breastfeed him”. [mother, 31years, 5 

children]. Therefore, mothers had to deal with pressure to 

mix the feed with other fluids and porridge: “I just used to 

listen when people are talking in the community. Yes, 

others were saying that the baby should be given milk 

(formula), others were saying Super shake (cow milk 

based product), others Delite and Cerelac porridge”. 

[mother, 18years, 1 child].

DISCUSSION 

Our findings indicate that regardless of the method of 

feeding proposed for HIV-exposed infants in resource-

poor settings, mothers are capable of understanding the 

risks and optimal benefits to their infants and themselves 

if appropriately counselled. The mothers' perception of 

messages on infant feeding were understood in the 

context of how they were presented by HCWs. However, 

we also found evidence of factors that either promote 

exclusive breastfeeding or mixed feeding that HIV-

positive mothers had to consider when choosing how to 

feed their exposed infants. 

In this study, we found evidence that all mothers were 

encouraged to exclusively breastfeed. According to the 

HIV consolidated guidelines for treatment and 
+ prevention, Zambia adopted option B where HIV-

positive mothers are initiated on combination 

antiretroviral therapy [cART] during pregnancy and 

breastfeeding regardless of CD4 count. The strategy is 

aimed at reducing the rate of mother-to-child 

transmission of HIV among the exposed infants. 

Replacement feeding especially with formula would only 

be considered if acceptable, feasible, affordable, 

sustainable and safe (AFASS) (MoH, 2014a). However, 

in order to achieve exclusive breastfeeding, client and 

healthcare worker decision-making interactions on infant 

feeding should be encouraged and supported to increase 
5, 9uptake of messages on the method of feeding . 

Awareness of messages to exclusively breastfeed in the 

context of PMTCT was nearly universal among the 

mothers studied. Therefore, when appropriately 

addressed, infant feeding counselling would provide an 

opportunity for mothers to clarify issues relating to the 

method of feeding and avoid pitfalls in behavioural 

change that is required for optimal uptake of EBF. As 

reported in a similar study, HCWs especially nurses and 

midwives are the common source of information on 

breastfeeding and HIV and are required to be more 

knowledgeable and have the skills to communicate to 
16mothers in an effective way . This includes identifying 

factors that would promote exclusive breastfeeding based 

on individual circumstances because mothers generally 

perceive instructions from HCWs as binding – a belief 
5also shared by mothers in similar settings . This is 

therefore, an added advantage to the process of ensuring 

that HCWs identify individual factors that may present 

barriers to EBF during infant feeding counselling. We 

provide evidence that factors such as the desire to protect 

the baby from HIV infection, the perception that a 

breastfed baby is healthier and the cost of formula 

impacted on how mothers chose to feed their infants in the 

context of PMTCT. 

Mothers' understanding that exclusive breastfeeding and 

ARVs would protect the baby from getting infected with 

HIV should be used to strengthen the promotion of EBF in 

selected populations. Although this study included more 

women with primary level of education, they showed 

potential to understand EBF as a PMTCT strategy. 

Studies in similar settings have however, reported that 

educated mothers were more likely to head health 

education messages and comply with advice than non-
20educated women . This study has shown that added 

efforts by HCWs in promoting EBF would lead to 

mothers retaining messages that they understand to be 

important to the survival of their HIV-exposed infants. 
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This is more so because they perceived that a breastfed 

baby is healthier than a formula fed baby. In this context 

researchers have reported the associated benefits of 

breastfeeding and especially exclusive breastfeeding 

among the HIV-exposed infants (Coovadia et al., 2007; 

Iliffa et al., 2005). The associated benefits and the 

perception that a breastfed baby is healthy is also a 

practice that is rooted in the way of feeding new-born 

babies in settings rooted in their culture. However, in 
21these settings, mixed feeding is a norm  and therefore, 

there is need for intensive health-promotion messages in 

order to empower mothers to protect EBF to the benefit of 

their exposed infants. Hence HCWs need to spend more 

time to explain to mothers the fundamental elements that 

guide exclusive breastfeeding because this cannot be 

achieved through a once-off infant feeding counselling 

encounter that is common in the settings where mothers 

were recruited from. This is so especially given low 

literacy levels and socioeconomic status that is common 

among some selected populations of Lusaka. This aspect 

should be considered seriously in PMTCT programme 

because the cost of other alternative feeding options such 

as formula is considered a barrier to choice of feeding. 

Participants in this study echoed that if they had the 

financial means they would have opted to formula feed in 

order to protect their infants from HIV infection through 

breastmilk. The WHO infant feeding guidelines 

recommend the promotion of EBF combined with ARVs 

for HIV-positive mothers in settings where formula 

feeding is not acceptable, feasible, affordable, sustainable 
3and safe [AFASS] . There are also a lot of factors that 

need to be considered before choosing to formula feeding 

such as water supply, sanitation and consistent supply of 

formula among others. Even in settings where free 

formula has been implemented, challenges abound with 
22serious consequences to underfeeding . When poorly 

implemented, such strategies pose serious infant and 

child health outcomes. Therefore, clear health-promotion 

messages on EBF are critical so that HIV-positive 

mothers may be aware and avoid factors that potentially 

lead to mixed feeding such as late initiation of 

breastfeeding perceived milk insufficiency and pressure 

to practice mixed feeding from family and friends. 

Our finding about the difficulty reported by mothers to 

achieve early initiation of breastfeeding in the midst of 

social expectations was based on the understanding of the 

values attached to cultural practices of breastfeeding. 

Washing of the breast after giving birth and before the 

new-born baby is put to the breast was reportedly 

practiced in the event that the mother lost the last baby to 

ward off the spirits of the dead baby. This practice 

potentially led to delay to initiate breastfeeding as 

mothers had to wait for the ritual to be performed by an 

elderly member of the family or in the community. We did 

not find research that has reported this practice in similar 

settings. However, late initiation of breastfeeding has 

been associated with poor milk flow and poor feeding of 

the new-born babies. This practice may have influenced 

the perception of breastmilk insufficiency when mothers 

believed that babies can just stop breastfeeding on their 

own when the mother's breasts did not produce enough 

breastmilk. This may have been compounded with 

anxiety to deal with pressure to mix the feed from family 

and the community. This perception could have been due 

to poor understanding or even lack of skills on how to 

achieve breastfeeding by use of techniques that have been 
23proven to work . 

We conclude that the aim of infant feeding counselling is 

to facilitate informed decision on method of feeding for 

HIV-exposed infants. While exclusive breastfeeding is 

now recommended, challenges remain on how to assist 

mothers make an informed decision to choose and 

practice safer infant feeding in settings where formula 

feeding would not be recommended.

Ethical approval

The study was approved by the Humanities and Social 

Sciences Research Ethics Committee of the University of 

KwaZulu-Natal (HSS/0104/013D) and the Biomedical 

Research Ethics Committee of the University of Zambia 

(No. 016-11-13). Voluntary participation was accorded 

with written and signed consent. 

65

Medical Journal of Zambia, Vol. 42, No. 2: 58 - 67 (2015)



Limitations of the study

Purposive sampling procedures were followed, however, 

adjustments were made when attendance was low. We 

also recognised researcher impact on the study 

participants and a lack of generalization of the findings 

beyond the group studied.
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