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EXECUTIVE SUMMARY 
SC (UK) has been working for many years in the Zambezi Valley in two of the poorest districts in 
Zimbabwe - Binga and Nyaminyami (Kariba rural). Due to a number of factors SC (UK) has been 
undergoing a review of its programming objectives and whilst doing this it has been recognised that 
infant feeding, especially in relation to HIV, is an area that requires more focus. The main aim of this 
report and research is to provide background material and guide the development of policies and 
programmes to help improve infant feeding practices in the Zambezi Valley for all infants and 
especially those of HIV+ mothers. In order that these policies and programmes are effective this report 
has endeavoured to be as comprehensive as possible, providing background, as well as current, 
information on HIV and infant feeding, internationally, nationally and within the valley.  
 

The report is divided into 3 main sections. Firstly the overall problems for infants in Zimbabwe, Binga 
and Nyaminyami are set out, in relation to the prevalence of HIV, the availability of HIV testing and the 
levels of malnutrition. Secondly the report sets out the current situation in Zimbabwe and the valley. 
This section opens with a review of the international and Zimbabwean policies and guidelines on HIV 
and infant feeding. It then goes on to explore the current infant care practices in Binga and Nyaminyami 
using a combination of a literature review, key informant interviews and original research, primarily in 
Binga. Thirdly, using the results from the research and other sources, the solutions to the infant feeding 
problems for infants of HIV+ mothers and those of HIV- mothers, or of unknown status, are identified 
and discussed. Particular emphasis is placed on the constraints to exclusive breastfeeding and the 
problems associated with the current complementary/weaning foods and practices. These issues effect 
the health of infants in the valley in general, and in terms of the adequacy of complementary foods, has 
an effect on the decision that an HIV+ mother might make about stopping breastfeeding early. 
Recommendations for improving complementary foods and infant feeding practices are discussed 
throughout this section. The report ends with a conclusion, a summary list of recommendations for SC 
(UK) to focus on and a list of research topics.  

************* 
The main issues in the first part of the report are HIV and the levels of malnutrition amongst infants in 
the valley.  In Zimbabwe the overall prevalence of HIV is 20.1% and women are making up an 
increasingly large proportion of this. One of the implications of this is that an escalating number of 
children will be infected in the future unless steps are taken to address mother to child transmission. 
While HIV prevalence in Binga is lower at 10.3%, and it is estimated that only 10% of pregnant women 
and 17.6% of the general population in Nyaminyami are HIV+, testing is limited in the valley and there 
is evidence that the actual HIV prevalence in women is higher than that.  An expected increase in 
testing, due mainly to finance from the Global Fund, will mean that more women know their status, but 
this also means that they will then have to make a decision about how to feed their infant.  
 

It has been known since the late 1980s that the virus can be transmitted from mother to child through 
breastfeeding and therefore it is not surprising that there have been calls for all HIV+ women to avoid 
breastfeeding. But breastfeeding, as well as having numerous other benefits, saves lives especially in 
areas such as Binga and Nyaminyami that have little access to clean water and poor sanitation. 
Moreover, studies have found that the risk of transmission of the HIV virus can be altered depending on 
maternal and infant factors, and breastfeeding decisions. Hence, promoting ‘safer breastfeeding’, for 
example, exclusive breastfeeding rather than mixed feeding has been proposed as a way of lowering the 
risk of HIV transmission as well as increasing the nutrient intake and health benefits to all infants.   
 

One proposed option for HIV+ mothers is that she should exclusively breastfeed and then abruptly 
wean, so that the infant gets the benefits of breastfeeding but there is a reduced risk of HIV 
transmission. However, nutrition surveys reveal that malnutrition and growth faltering is already 
common among infants in the valley who still receive breastmilk along with their 
complementary/weaning foods – if breastmilk is discontinued there is likely to be a negative effect on 
the infants in terms of morbidity, growth faltering and mortality, as the infant will not have the 
substantial anti-infective properties, or macro- and micronutrients that are usually provided by 
breastmilk.  Therefore, overall there is a need to find a way of specifically supporting the infants of 
HIV+ mothers if they decide to stop breastfeeding early as well as an urgent need to improve the 
inadequate infant feeding foods and practices for all infants >6 months of age in the valley.  
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The second part of the report highlights the current situation in Zimbabwe and the valley. The 
international and Zimbabwean policies on HIV and infant feeding show that for HIV- mothers and those 
of unknown status exclusive breastfeeding for 6 months and then continued breastfeeding for up to 2 
years along with nutritionally adequate and safe complementary food is the best way to feed their infant. 
For HIV+ mothers the international guidelines recommend that when replacement feeding is acceptable, 
feasible, affordable, sustainable and safe (AFASS) breastfeeding should be avoided. However, in 
Zimbabwe the recommendation is that HIV+ mothers should exclusively breastfeed for 6 months, after 
which time the child should be abruptly weaned, if possible; while AFASS is coming into the 
Zimbabwe guidelines the process is slow. Zimbabwe has no comprehensive official guidelines for 
infant feeding after 6 months of age. 
 

While policies are set, in reality the infant feeding practices of a caregiver are determined by a complex 
interaction of many variables; biological, social, cultural, economic and political, and the concern about 
transmitting HIV has added yet another dimension to this.  Binga and Nyaminyami are unique areas in 
Zimbabwe. The majority of the population is Tonga, who are mainly polygamous. In 1957 they were 
resettled on to their present poor and drought ridden lands which are very remote. For these and other 
reasons it was unknown whether the infant feeding practices and complementary foods in these areas 
would be the same as the rest of Zimbabwe. Consequently, a review and analysis of the current infant 
feeding practices of mothers in the valley was undertaken in order to ensure that SC (UK) develop 
appropriate, sustainable and culturally suitable policies and programmes that will succeed in reducing 
the transmission of HIV through breastfeeding, as well as prevent malnutrition, especially during the 
introduction of complementary food, the weaning period and afterwards. 
 

Secondary information on the current infant feeding practices in Binga and Nyaminyami elicited very 
little information. Hence, research was undertaken in Binga with the aim of establishing the pattern and 
determinants of infant feeding practices of Tonga caregivers and specifically to establish the constraints 
to exclusive breastfeeding and abrupt weaning.  Three sources of information were used: (i) Participants 
of the Infant Feeding and HIV workshop that was being held for Binga community workers involved in 
health matters; methods used were a questionnaire, informal observations and discussions, formal 
discussions and focus group discussions. (ii) Members of the Binga community (caregivers) were 
interviewed by the participants using a structured questionnaire and a 24-hour dietary recall for the 
infants. (iii) Key informants in Binga were interviewed. [Note: It was not possible to undertake similar 
research in Nyaminyami, therefore information was obtained from key informants only.]  
 

The main results determined that all infants in the valley breastfeed but early mixed feeding is common.  
Knowledge about exclusive breastfeeding is limited, with many people not recognising that liquids such 
as water and ‘tastes’ mean that the infant is not being exclusively breastfed. The first introduction of 
food (usually porridge) tends to be at about 3-4 months of age but can be as little as a week after birth.  
Regular complementary/weaning food tends to be given from about 4 months. The dietary diversity is 
very poor with porridge, sadza and water being the main complementary foods/fluids given. Key 
reasons for giving additional foods/fluids are insufficient breastmilk and a need to teach infants to 
eat/know about food (this may be linked to the fact that mothers have to return to the fields to work 3 
months after birth and they leave the child at home). The availability of food was also mentioned as a 
problem (most food is grown or obtained from the wild). There does not tend to be a difference between 
‘infant’ and ‘adult’ foods, nor does there tend to be specific foods that are given to infants if they fall ill 
or to keep them healthy. Children are finally weaned when 1-2 years old using a variety of methods, the 
most popular being chilli/hot pepper on the nipples.  
 

In terms of advice and support the majority of the caregivers get advice from the health centres and 
nurses (mainly about hygiene), although a substantial proportion said that they did not get any advice 
from anyone.  In terms of who decided when to give the infant his/her first food/fluid and start regular 
complementary foods, over half of the caregivers said that they decided by themselves or with their 
partner. While the Tonga culture is patriarchal, in reality most decisions concerning the infant tend to be 
made between the mother and the father, although there is recognition that, as the mother is with the 
infant most of the time, it is her that makes the final choice. The Tonga community also has a strong say 
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in the way that an infant is brought up as the health of the infant is regarded as the community’s 
responsibility.   
 

Most caregivers said that they would have an HIV test if it was available however, during discussions 
with participants and nurses it became apparent that when actually faced with the option, many mothers 
will probably still choose not to get tested. The main reason for this being that there are no ARVs in the 
valley and hence it is thought that only ‘negatives’ come out of receiving the test results. Following on 
from this the various infant feeding options for infants <6 months of HIV+ mothers were discussed:  
exclusive breastfeeding, early cessation of breastfeeding, heat-treating expressed breastmilk, wet-
feeding, commercial formula and modified cow/goats’ milk.  Participants thought that some mothers 
would still breastfeed because: of the fear of stigma; breastmilk helps stop infections; they have no 
other food; they make an informed choice. However overall participants said that they thought that 
modified animal milk was the best choice for HIV+ mothers as it is already used to feed orphans and 
infant formula is too expensive (Binga District Hospital and Siakobvu Hospital (Nyaminyami) are now 
providing free infant formula to HIV+ mothers so this finding is likely to change) Wet-feeding was a 
popular option amongst the community although there are still issues surrounding potential HIV 
transmission from infant to wet-nurse. 
 

The results from the key informants in Binga and Nyaminyami indicated that one of the major problems 
facing hospitals and clinics is a lack of staff, followed closely by a lack of resources.  As nurses are the 
primary providers of voluntary counselling and testing as well as infant feeding counselling, this has a 
knock on effect on the amount and quality of testing  and the infant feeding advice that mothers get, 
both initially and as the infant grows older.  The increasing transport constraints for both the health 
services and mothers mean that there is less and less interaction between the two for antenatal care, 
delivery and postnatally. Moreover there is little continuity of care, follow-up, or integration of the 
postnatal services in general, never mind in respect of HIV.  Increasingly it is the community workers, 
such as the village health workers, that are being looked at to help but they are also under strain, many 
are voluntary and like the nurses they too lack up-to-date training and resources. 
 

The final section of the report contains a discussion on the solutions to the problems in regards to infant 
feeding in the valley in general and specifically for the infants of HIV+ mothers. For infants <6 months 
of age exclusive breastfeeding is recommended for all infants including those of HIV+ mothers who do 
not have an AFASS alternative and yet in practice exclusive breastfeeding is not happening in the 
community. The primary constraints to exclusive breastfeeding found in this report were to do with: 
- Advice: Correct and timely advice, quality education and counselling, and support are required by 

mothers if they are to exclusively breastfeed for 6 months. Moreover, in order to reduce the risk of 
HIV transmission ‘safer breastfeeding’ practices need to be taught, however, there is not the 
training or the resources currently available to the hospitals, clinics, nurses, or community workers 
to be able to do this. 

- Knowledge: The knowledge base of many mothers in the community in regards to infant feeding 
was found to be lacking and even wrong leading to mixed feeding and early weaning.   

- Child care: This is one of the many factors that influence the infant feeding practices of a caregiver. 
For example, one of the reasons stated why an infant is given additional food/drink to breastmilk is 
that the infant is crying and there appears to be little knowledge about other reasons a child may be 
crying, or how to comfort him/her in ways apart from feeding.  

- Fear: This is one of the major constraints to any mother changing her infant feeding practices 
especially in an area such as the valley where people live so open to view. Any mother wants to do 
the best for her infant and usually people feel that the ‘norm’ is the safest option.  Fear of stigma is 
especially of concern to HIV+ mothers, even though there is some evidence to suggest that stigma 
and discrimination due to infant feeding practices does not actually occur. 

  
The report continues with an analysis of the pros and cons of all the infant feeding options for HIV+ 
mothers in the valley with infants <6 months old.  This section includes an assessment of whether 
weighting IMCI algorithms could help HIV+ mothers when deciding if to cease breastfeeding early, 
whether expressing breastmilk to be heat-treated could ever be acceptable in Binga and whether wet 
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feeding is a possible option in the valley. It also highlights the dangers of the hospitals providing free 
infant formula to caregivers in the valley without an adequate follow-up system.   
 

The next section of the report tries to determine the problems with the current complementary and post-
weaning foods by comparing the results from the research with the WABA guidelines on the feeding of 
complementary foods (believed to be supported by the Zimbabwe National Nutrition Unit) and the 2005 
WHO guiding principles for feeding non-breastfed children 6-12 months of age. Amongst other things 
the comparison confirmed that the nutrient content and dietary diversity of the current foods were poor; 
with an over-emphasis on porridge and sadza that have low energy density and nutrient content. On 
average the infants were getting 3 meals a day but, unlike as advised in the guidelines, this number did 
not increase after the child was fully weaned. The comparison also highlighted issues to do with poverty 
and poor know-how about complementary foods. Clean water, safe-preparation and storage of 
food/hygiene, feeding during and after illness, and a lack of responsive feeding were all found to be 
problem issues in the valley.  For each of these topics specific solutions to the problems were provided, 
and in order to improve complementary feeding practices, all these areas need to be addressed in any 
future infant nutrition programme. 
 

Many countries throughout the world are in the same position as Zimbabwe and many studies and 
nutrition programmes have been undertaken in order to increase the quality of complementary foods. A 
review of the strategies that have been used indicate that both improving local complementary foods 
and developing new complementary foods are likely to be the most successful options in the valley. 
However, alternatives such as introducing foods used for feeding infants in other areas of Zimbabwe, 
linear programming, CSB and using RTUFs in small amounts also need considering, as in the end a 
mixture of approaches will be needed to provide the best solution to improving the nutrient intake of all 
infants >6 months, and especially for those infants of HIV+ mothers who have stopped breastfeeding.    
 

The report ends with a conclusion that summaries the main issues discussed in the report before going 
on to provide a list of recommendations for SC (UK) to focus on and additional comments. Overall 
there is the need to promote and teach all mothers in the valley ‘safer breastfeeding’ practices. Despite 
the hospitals providing free infant formula it is very likely that many HIV+ mothers will continue to 
breastfeed and hence mothers must be taught how to do this safely. Moreover, exclusive breastfeeding 
has been found to reduce HIV transmission even when mothers were unaware of their status, as well as 
providing all infants with many other benefits to help them achieve their optimal development.   
Complementary/weaning foods and post-weaning foods also need to be improved substantially for 
infants of HIV+ mothers who stop breastfeeding, but in addition there is an urgent need to improve the 
complementary foods and practices for all infants in the valley. The main recommendation is that a 
multi-faceted programme to improve infant feeding is set up by SC (UK) in the valley.  It should 
involve safer breastfeeding promotion and teaching, the development of local and new complementary 
foods, education and counselling. Furthermore it needs to take into account the social, cultural and 
behavioural issues involved.  HIV+ mothers also require extra help and support, as do their partner and 
key family members, in order that she is supported in her decisions and does not revert back to mixed 
feeding and uses both breastmilk and other foods/liquids; which is the worst scenario.  The Zimbabwe 
health service does not have the staff, resources or transport to cope with the current demands of 
mothers for infant feeding advice and help in the valley, never mind with an increase in the number of 
HIV+ mothers requiring more specialised help and support, and hence it is likely that there will be 
increasing pressure on SC (UK) to help.  SC (UK) needs to ensure that it has an integrated programme 
planned so that the nurses and community workers, together with the SC (UK) staff and others, get the 
training, resources and systems set up to ensure that all mothers get the support they urgently need on 
infant feeding. 
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ACRONYMS 
AFASS – acceptable, feasible, affordable, sustainable and 
safe 
ARV – Anti-retrovirals (medicines used in the treatment 
of HIV/AIDS)  
AIDS – Acquired Immune Deficiency Syndrome 
ANC – Antenatal Care 
BFHI – Baby Friendly Hospital Initiative  
BMS – Breast-milk substitute 
CADEC – Catholic Development Commission  
CBC – Community Based Counsellor 
CBO – Community Based Organisation 
CBW – Community Based Worker (for IMCI 
programming) 
CPC – Community Primary Care  
CSB – Corn soya blend 
DAAC – District Action Aids Committee  
ECCD – Early Childhood Care and Development Centres 
EHT – Environmental Health Technician 
EPI – Expanded Programme of Immunization. 
FCG – Family Care Giver 
FCH – Family and child health clinics 
FGD – Focus Group Discussions 
HBCG – Home Based Care Giver 
HDI – Human Development Index  
HEA – Household Economy Assessment  
HIV – Human Immuno-Deficiency Virus 
HPI – Human Poverty Index   
IEC – Information, Education and Communication (also 
known as Behaviour Change Communication) 
IFRC – International Federation of Red Cross and Red 
Crescent Societies 
IMCI –  Integrated Management of Childhood Illness 
IMR – Infant Mortality Rate (Per 1000) 

KAP – Knowledge, Attitudes and Practice study 
LP – Linear Programming 
MTCT – Mother to Child Transmission (of HIV virus) 
MOHCW – Ministry of Health and Child Welfare 
NAC – National Aids Council 
NGO – Non-governmental organisation 
PAHO – Pan American Health Organization 
PCC – Primary Care Counsellor 
PHC – Primary Health Care 
PLWHA – People living with HIV/AIDS 
PMTCT – Prevention of Mother to Child Transmission (of 
the HIV virus) 
PNC – Postnatal care 
PPTCT – Prevention of Parent to Child Transmission. 
PSI – Population Services International 
RHC – Rural health clinic / centre 
RUTF – Ready-to-use food 
TB – Tuberculosis 
TBA – Traditional Birth Attendant 
TIP – Trials for improved (infant and young child feeding) 
practices 
TM – Traditional Midwife  
TPP – Thematic Programme Plan  
UNDP – United Nations Development Programme 
UNICEF – United Nations Children’s Fund 
VCT – Voluntary Counselling and Testing. 
VHW – Village Health Worker  
WABA – World Alliance for Breastfeeding Action 
WFP – World Food Programme 
WHO – World Health Organisation. 
ZACH – Zimbabwe Association of Church Hospitals  
ZAPP – Zimbabwe Aids Prevention Project 
ZDHS – Zimbabwe Demographic and Health Survey 

 

Explanation of Terms 
 Breast-milk substitute: any food being marketed or otherwise represented as a partial or total replacement for 

breastmilk, whether or not suitable for that purpose. 
 Complementary feeding: the giving of other liquids or foods to the infant along with breastmilk. 
 Complementary foods: any food, whether manufactured or locally prepared, given in addition to breast milk or to 

infant formula. 
 Exclusive breastfeeding: an infant receives only breastmilk, and no other liquids or solids, not even water (with the 

exception of drops or syrups consisting of vitamins, mineral supplements or medicines). 
 Infant:  this term is usually used for a person from birth to 12 months of age; however, in this report it is used as a 

universal term for children up to the age of 5 and is intermixed with the term ‘child’.  
 Mixed feeding: feeding from both breastmilk and other foods or liquids. 
 Replacement feeding: feeding infants who are receiving no breastmilk with a diet that provides the nutrients that the 

child needs, until the age at which they can be fully fed on family foods. (During the first 6 months replacement 
feeding should be with a suitable BMS.  After 6 months the suitable BMS should be complemented with other 
foods.)  

 Post-weaning food: Foods that are consumed by the infant after the infant has stopped receiving breastmilk or a 
BMS. 

 Spill-over – a term used to designate the infant-feeding behaviour of new mothers (who either know that they are 
HIV- or are unaware of their HIV status) who do not breastfeed, breastfeed for a short time only, or mix feed 
because of unfounded fears of HIV, misinformation, or the ready availability of breast-milk substitutes. 

 ‘the Valley’ or ‘the Zambezi valley’: these terms refer to the SC (UK)’s operational areas of Binga district and 
Nyaminyami. 

 Weaning: the gradual cessation of breastfeeding over a period of time (and the corresponding increase in the 
consumption of other foods by the infant). 

 Weaned: a term used to describe the state of an infant after the infant has stopped consuming breastmilk or a BMS. 
 Wet-nursing: breastfeeding by a woman other than the infant’s mother. 
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1. INTRODUCTION: 
It has been estimated that in Southern Africa 10% of infants may be HIV+1 and that MTCT (during 
pregnancy, labour, delivery or breastfeeding) is responsible for more than 90%2 of the estimated 2.1 
million HIV infected children under 15 years of age worldwide3.  
 
It has been known since the mid-1980s that HIV can be transmitted through breastmilk4. Breastfeeding 
transmission of the HIV virus from HIV+ women to their infants has been estimated at 5-20%2, 
meaning that globally approximately 250,000 infants are infected each year through breastfeeding5,6. In 
Zimbabwe these figures equate to approximately 13,000 infants being infected with HIV every year 
through breastfeeding7. On the other hand breastfeeding, as well as having numerous other benefits, is 
one of the most important interventions in promoting child survival – saving at least 1.3 million children 
per day worldwide; especially in resource-constrained countries like Zimbabwe10,8,9,11. 
 
Moreover, while HIV can be transmitted to infants through breastmilk for as long as the child is 
breastfed, this risk can vary and be substantially altered.  Figure 1 (page 10) shows the risk factors for 
HIV transmission through breastfeeding, and figure 2 (page 11) illustrates how the risks of breast-
feeding associated transmission can be reduced by, for example, exclusive breastfeeding14,17, good 
lactation management or ‘safer breastfeeding’ techniques26, as well as terminating breastfeeding as soon 
as feasiblei.   
 
The situation is complicated further as the infant grows older, as it has been found throughout the world, 
that growth faltering often begins as infants start to receive food to complement their breastmilk36, 
irrespective of any forced changes in infant feeding patterns because of HIV. In order to protect and 
support infants as they grow, there is the need to toe the fine line between promoting breastfeeding, 
protecting infants from HIV and promoting improved complementary / weaning practices for all infants. 
International and national guidelines have been set up in order to do this, however in reality, while 
developed countries have encouraged replacement feeding for infants of HIV-infected mothers, in 
resource-constrained countries like Zimbabwe emphasis has been on exclusive breastfeeding for 6 
months, followed by abrupt weaning if possible. 
 
1.1. Save the Children (UK)'s FOCUS: 
Despite the fact that SC (UK)’s focus (although not exclusively) is to impact on children under 5 years37 
infant feeding has in recent years been a neglected area in terms of programming in Zimbabweii.  Whilst 
programming priorities in Zimbabwe have meant that focus has been turned elsewhere, various nutrition 
reports have highlighted the need for SC (UK) to engage further in infant feeding, HIV and PMTCT 
activities (see Annex 1). However, due to a number of factors these activities were not undertaken.iii  
 
Recently SC (UK) has recently undergone major restructuring and there is a shift away from short-term 
emergency response to long-term programming.  Also, Zimbabwe-factors, including the appointment of 
Rachel Pounds as Director, changes in key staff and the end of various funding periods means that there 
is the need to develop new Thematic Programme Plans (TPP) and clearly establish the direction and 
priorities of future programming.  These changes provide an opportunity to give a well needed emphasis 
and a clear long-term structure to programming for infant feeding, especially in the context of 
preventing HIV transmission. This report aims to provide the background information in order to do 
this. 

                                            
i The term ‘feasible’ represents the UNICEF/WHO AFASS (acceptable, feasible, affordable, sustainable, safe) principles that form part of the international 
guidelines, which will be discussed later. 
ii There is some evidence that this has not always been so. A manual ‘Guidelines for Feeding of Young Children’, written in English and Tonga, for 
members of the Binga community was published by SC (UK) in 1995 and is still distributed by the Nutrition Assistant at Binga District Hospital.  
Nevertheless, apart from this booklet if any information was ever gathered on infant feeding practices in SC (UK)’s operational areas it has long since been 
lost.   
iii Most recently there were plans in 2005 for various activities related to infant nutrition and HIV in a SIDA funding proposal, however problems mainly 
due to donors’ unwillingness to directly fund government health workers, because of the political situation of Zimbabwe, meant that these proposals had to 
be cancelled or severely amended. 
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Infant factors 
• Infant Morbidity e.g. oral thrush and mouth infections can increase 

the risk of HIV transmission. 
• Damage to the intestinal mucous membrane caused, for example, by 

mixed feeding and/or feeding with cows’ milk can increase the risk 
of HIV transmission. 

Breastfeeding decisions 
• Mode of breastfeeding e.g. mixed or 

exclusive breastfeeding practices. 
Studies suggest that exclusive 
breastfeeding during the first few months 
of life may be associated with a lower 
risk of HIV transmission than mixed 
feeding.  

• Duration of breastfeeding: Infants 
continue to be at risk of infection as long 
as they are exposed to HIV-contaminated 
milk 

Figure 1 
RISK FACTORS OF HIV 

TRANSMISSION THROUGH 
BREASTFEEDING 

[Unless specified, source is the HIV and 
Infant Feeding, Guidelines for decision-
makers2, A guide for health care 
managers and supervisors12 and A review 
of HIV transmission through 
breastfeeding13(WHO, 2003)] 

 

Maternal factors 
• Time of infection: If women are infected with HIV during delivery or whilst breastfeeding 

the risk of transmission through breastfeeding is nearly twice as high as for women infected 
before or during pregnancy.  This is because when initially infected there is a high viral load 
which increases the risk that the virus is transmitted through breastmilk.   

• Disease progression: low CD4+ cell count14, high RNA viral load in plasma and/or severe 
clinical symptoms increase the risk of HIV transmission through breastfeeding. 

• Breast health e.g. sub-clinical and clinical mastitis, cracked and bleeding nipples, and breast 
abscesses have been associated with an increased HIV transmission risk. (These problems 
are usually caused by poor breastfeeding technique, such as poor positioning and attachment 
of the infant to the breast, during breastfeeding.) 

• Local immune factors in breast milk can affect the risk of HIV transmission. 
• Presence of systemic infections can affect the risk of HIV transmission.  
• Micronutrient deficiencies in the mother can possibly affect the risk of HIV transmission, 

although some studies have shown no impact of vitamin A supplementation on transmission 
during breastfeeding15,16. 

• Low maternal nutritional status: The ZVITAMBO study found that each centimetre 
subtraction of maternal mid-upper arm circumference (MUAC) is associated with a 6-12% 
increase in postnatal transmission14. Severe maternal anaemia is also a positive predictor of 
postnatal transmission14.  
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(K) Involvement of men is important as it can:
- help facilitate better uptake of PMTCT services33 
- help support the mother in infant feeding decisions & practices33 
- unite the couple to face pressure from the extended family34 
- Enhance the family bonds by mother & father sharing responsibilty34 
- ensure the use of condoms during sex35.  Piwoz et al found that 
helping married men to understand that maternal HIV serconversion 
during breastfeeding places babies at high risk of MTCT ‘was the key 
point that helped married men to understand their role in MTCT and to 
accept responsibilty to be tested and to take preventative measures’26 
- increase the uptake of HIV testing by the mother (found in current study)

(L) Community acceptability of changes in infant 
feeding practices  will help to ensure that the mother 
maintains safer infant feeding practices as the infant 
grows, e.g. exclusive breastfeeding rather than 
mixed feeding25 

(C) Early cessation of Breastfeeding: Various studies 
conducted in Africa14,21,22,23 have demonstrated that two-
thirds of all postnatal transmission occurred after 6 months 
& the risks associated with not breastfeeding decline with 
infant age11.  Moreover, modelling has shown that the best 
time for early weaning being 3 months as it retains the 
benefits of breastfeeding while lowering the risk of HIV 
transmission24  ‘Together, such studies provide strong 
justification for supporting early breastfeeding cessation 
among HIV-positive women...This can only be done, 
however, when women are socially supported to do so, & 
when safe nutritionally adequate alternatives are 
avialable’14. Furthermore the efficacy & safety of this 
method has still not been established25 

(B) Promote breast health / ‘Safer breastfeeding’ practices.
• A study in Malawi18 found that subclinical mastitis is 
associated with higher breastmilk viral load & transmission of 
HIV, therefore it follows that good lactation management, 
which helps prevent subclinical mastitis (that can then lead on 
to clinical mastitis &  breast abscess) can reduce transmission. 
• Promotion of proper infant positioning & attachment to the 
breast will help to minimize breast pathology with the increased 
risk for HIV transmission.  It will also ensure that milk supply 
is maintained meaning that mothers will not mix feed due to the 
fact that they have insufficient milk.   
• Mothers should obtain medical care quickly for breast 
problems. 
• A study in South Africa found that those who were involved 
in safer breastfeeding programmes ‘had less breast pathology 
than is usually reported for HIV infected women’19 
• An education programme on safer feeding practices for all 
women regardless of HIV status founds a 36% (p<0.08) 
reducation n postnatal transmission20 

(H) Promote safe sex throughout the pregnancy & breastfeeding 
period to ensure the mother does not become infected or re-infected2 

(M) FUTURE METHODS TO MITIGATE HIV TRANSMISSION THROUGH BREASTFEEDING INCLUDE:  
Screening mothers for CD4 cell counts:  ZVITAMBO14 found that women with CD4 cell counts <200 cells/µl were five times 
more likely to transmit HIV during breastfeeding compared to women with CD4 cell count of > 500 cells/µl. 
Inactivation of the HIV virus in breastmilk thereby allowing breastfeeding to continue25 
Provide ARVs to breastfeeding mothers and/or the child - however these results are a few years away25 

(J) Maternal Health 
- Nutritional support & micronutrient supplementation 
should be given to breastfeeding mothers32 
- Access to health care & medication 

(F) Training: Health care workers, peer 
educators & HIV counsellors & others who 
form part of the team who have access to 
mothers should receive quality, 
comprehensive, on-going training and support 
in breastfeeding, so that they can help women 
exclusively breastfeed & help prevent & treat 
breast problems, etc25,28,29  

(D) Early HIV testing.
-  ‘Early acquisition of test results is important, because it 
allows mothers the opportunity to make informed decisions 
about breast-feeding and HIV prevention practices.’26 
-  Piwoz et al26 found that determining HIV status before 3 
months is associated with a 28% increase in the likelihood 
of exclusive breastfeeding  

(I) Use of Anti-retroviral treatments – treating the 
mother and reducing the risk of HIV transmission. 

(E) In order to increase the rate of exclusive breastfeeding studies have shown 
the importance of:   
- Support, education & counselling programmes on infant feeding for the 
mother both at facilities (hospitals, clinics) & in the community (VHWs, TBAs, 
etc). This should be therefore be encouraged during ANC, around delivery & 
with PNC, to help initiate & sustain exclusive breastfeeding14,20,25,26,27,28  
- The quality of counselling is important. ‘Poor counselling & lack of 
subsequent support for the infant feeding decision almost inevitably leads to 
mixed feeding, which (can) increase the risk of MTCT’28 
- Piwoz et al26 determined that: (a) Comprehensive education & counselling, 
regardless of HIV status, can lead to an increase (8.4 times) in exclusive 
breastfeeding & a reduction in mixed feeding (b) Exclusive breastfeeding rates 
increase, in a dose responsive manner, with the number of exposures to 
education & counselling intervention. (c) If mothers obtain both group education 
& individual counselling they are 5.21 (95% CI:4.04-6.73) times more likely to 
breastfeed exclusively compared to mothers with no exposure (d) Mothers who 
had been in the education & counselling programme were 70% more likely to 
learn their HIV status early (<3 months)  

(G) Health workers’ points of view regarding 
infant feeding practices aimed at reducing 
HIV transmission:- The beliefs of health care 
workers (in terms of: the benefits vs the risks of 
the infant feeding method; difficulties in 
carrying out the instructions; possible 
stigmatization) has an effect on the infant 
feeding advice & support that they give to 
mothers30,31 

SUPPORT:

HEALTH WORKERS ISSUES

OTHER  
METHODS

(A) Promote exclusive breastfeeding. 
• Coustoudis et al17 observed a 48% reduction in HIV 
transmission by 3 months for mothers who breastfed 
exclusively compared to mothers who practiced mixed 
feeding & determined that exclusive breastfeeding did not 
convey any excess risk of HIV transmission over formula 
feeding. 
• ZVITAMBO14 determined that the introduction before the 
age of 3 months of solid foods or animal milks to infants with 
HIV+ mothers was associated with a fourfold greater risk of 
postnatal transmission compared with mixed feeding.  
Exclusive breastfeeding for at least 3 months is associated 
with a 50% reduction in postnatal HIV transmission.

Figure 2. METHODS TO MITIGATE RISKS OF HIV TRANSMISSION THROUGH BREASTFEEDING  
Note: Only some of the links between boxes are shown with arrows.
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The aims of this report are: 
- To highlight the reasons why it is important for SC (UK) to focus its attention on infant feeding 

in general and specifically, in order to reduce HIV transmission through infant feeding in its 
operation areas.   

- To provide SC (UK) with the knowledge of how to optimise infant feeding practices for HIV+ 
mothers, HIV- mothers, and those of unknown status.   

- To better understand infant care practices in the SC (UK) operational areas of Zimbabweiv, 
including the constraints to exclusive breastfeeding and abrupt weaning. 

- To feed into future programme plans by setting out all the relevant information concerning HIV 
and infant feeding in Zimbabwe and especially in SC (UK)’s operational areas of Binga and 
Nyaminyami.   

 
The report is for a variety of audiences and so, while endeavouring to be brief, as infant feeding and 
HIV has not been covered by SC (UK) in Zimbabwe before, it has been necessary to include 
chronological and other background information on HIV and infant feeding internationally, nationally 
and within SC (UK)’s operational areas. The report also contains new research on current infant feeding 
methods in SC (UK)'s areas and provides a comprehensive review of solutions to the infant feeding 
problems for infants <6 months and >6 months of age, in order to help all the infants and mothers there, 
regardless of HIV status.  
 
1.2. Background on SC (UK) programming areas in Zimbabwe: Binga and Nyaminyami 
Save the Children (UK) primarily works in the Zambezi valley of Zimbabwe in Binga district and 
Nyaminyami (the rural area of Kariba district) (see Table 1).  It has worked in Binga for the past 24 

years and Nyaminyami for 12 years.  In 
recent years it has concentrated its work 
in 9 focus wards: Binga district: 
Sinampande / Nagangala ward (3); 
Sinasengwa ward (4); Nsenga / 
Sinakoma ward (5); Manjolo ward (7); 
Dobola ward (14). Nyaminyami district: 
Mola ward (3); Mola ward (4); Negande 
ward (5); Negande ward (6)v. 
 
Whilst Binga is in Matabeleland North 
Province, Nyaminyami is in 
Mashonaland West Province but apart 
from this administrative difference both 
areas are very similar.  They both have 
a high proportion of Tonga who were 
forced to move from their traditional 
lands next to the Zambezi River, by the 
colonial Cocroft Administration in 

1957, in order to make way for the waters of the Kariba dam.  This move has not been a happy one and 
many problems face the districts and its people today including: 
- The distance: They are physically remote and far from major markets.  No tarred roads lead to 

Siakobvu, the major town in Nyaminyami, and only 1 goes to Binga town, other roads (where they 
exist) are mud tracks many of which are impassable during the rainy season.  Transport is rare and 
costs have always been high but now, due to hyperinflation and lack of diesel, prove exorbitant for 
the majority of the population.  This poor transport infrastructure means that few commodities reach 
the area and those that do are very expensive. Moreover, buyers come less often to remote areas and 
are unwilling to pay the high transport costs to get the goods to the markets, so the value of products 
from these areas is lower compared to other well connected districts.   

                                            
iv This need has been highlighted by a number of SC (UK) reports see Annex 1.   
v All wards in Zimbabwe are numbered, the number in parenthesis refers to the allocated Zimbabwe ward number.  

Table 1. Demographic & other characteristics of Binga & 
Nyaminyami 

Indicator Information (Source: 2002 Zimbabwe census38) 
Population rate 
(2002 census) 

Binga: 120,008; Nyaminyami: 34,974 (However, 
there has been some debate about whether these 
figures are an under-estimate39) 

Average 
household size 

Binga = 4.8; Nyaminyami = 4.6 (Zim average 4.4)  
Many live in polygamous households with one man 
marrying more than one wife. 

Water Water tends to be a problem with many areas still 
relying on unprotected water sources e.g. rivers, and 
long distance to the source40,41 

Sanitation Both Binga and Nyaminyami have many areas where 
there are no toilets and people go in the bush. 69% of 
people in Kariba rural have no toilets41, while the 
figure is 83% in Binga40 

% of dwellings 
with electricity   

Binga: 4%40; Kariba rural: 7%41   

Infant Mortality 
Rate  

-  Binga = 64.15 deaths per 1000 births for 200240  
-  Kariba rural = 99.08  deaths per 1000 births for 
200241 
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- Climatic / Land characteristics: The area is drought prone with a mean annual rainfall in the range of 
460mm to 500mm.  The land is not very fertile (most of the land is ranked as Natural Region IV and 
V) and is more suited to livestock rearing.  However, the presence of tsetse fly in a number of areas 
has reduced the scope for livestock activities and the traditional farming method of the Tonga is 
subsistence orientated rain-fed agriculture, in order to produce cereal grains (sorghum, millet and 
increasingly maize) to make their staple food of sadzavi.  However, the land and climate cannot 
support this type of farming and so ‘85%-90% of the households [are] not …cereal self-sufficient 
even in a normal year’39 

- Substantial portions of both districts are designated as National Parks e.g. Matusadona in 
Nyaminyami and Chizarira in Binga.  Hence, crops are frequently raided by wild animals. 

 
The culmination of all these factors (and others) is that Binga and Nyaminyami are amongst the poorest 
districts of Zimbabwe. The 2004 SC (UK) HEA39 summarised the situation: ‘According to UNDP’s 
Human Development Report (2000), Kariba rural has the lowest Human Development Index (HDI) of 
all the 77 districts in Zimbabwe. Binga has the third lowest HDI. Both districts have the highest Human 
Poverty Indexes (HPI) in Zimbabwe as well. The high level of poverty in these areas is the result of 
very high deprivation in living standards, which is a reflection of high illiteracy, and less access to clean 
water and health care. Although no indices are available at the district level, Matabeleland North i.e. the 
area around Binga and Nyaminyami are found to have the lowest Gender Empowerment Measure. A 
disaggregating of the various elements that enter into the calculation of the HDI is very revealing, and 
shows us the primary reason for the low indexes in these two areas. For 2000, it was found that the 
mean adjusted income levels for these two districts was almost one-fifth or 20 percent of that found in 
the most well-off districts of Zimbabwe, such as Rusape. The primary factor behind the low human 
development and high poverty in Binga and Nyaminyami is therefore the extremely low levels of 
income found in these areas.’ 
 

                                            
vi Sadza is a stiff porridge, made from mealie meal.  Traditionally it was made of millet or sorghum in this area as it grows better on dry land but nowadays 
it is usually made from maize as people prefer the taste.  It is usually eaten with an accompaniment of some kind known generically as ‘relish’ e.g. 
vegetables, peanut butter, meat, fermented milk.  
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2. THE CURRENT PROBLEMS FOR INFANTS IN ZIMBABWE, 
BINGA & NYAMINYAMI:  
 
2.1. HIV - THE PROBLEM 
2.1.1. Background: HIV/AIDS PREVALENCE IN ZIMBABWE  
The first AIDS case was identified in Zimbabwe in 1985. AIDS case surveillance then began in 1987 
and sentinel surveillance of pregnant women receiving ANC at public clinics has been ongoing since 
1990.  Extrapolating the data from the ANC sentinel sites national HIV/AIDS estimates have been 
produced.  The HIV/AIDS epidemic meant that structures were set up in order to formulate and oversee 
policy in Zimbabwe (Figure 3) and over the years many policies and reviews on HIV and PMTCT have 
been undertaken (see Annex 2). The increase in the rate of HIV/AIDs meant that an emergency was 
declared by the president of Zimbabwe in 2003 
 
Figure 3.  The Zimbabwean structures for the formation and delivery of HIV and infant feeding 
policies and guidelines.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The latest Zimbabwe National HIV/AIDS report42 (as yet unpublished) states that in 2005 the estimated 
prevalence of HIV in Zimbabwean adults (aged 15- 49 years) was 20.1% (range 17%-23.5%).  As can 
be seen in graph 1 this means that since 1997 there has been a declining HIV epidemic in Zimbabwe.  
Further, the ANC report43 states that there has been a statistically significant (p<0.0001) reduction in 
prevalence of HIV among antenatal attendees, from 32.1% in 2000 to 21.3% in 2004vii. ‘Many reasons 
could account for the decrease….including changed behaviour resulting in protection from HIV 
transmission, increased mortality, changed patterns of migration, changed use of services, and possibly 
improved laboratory quality systems’43 However, the ANC report43 warns that, ‘Although this 
decreasing trend is encouraging, overall HIV seroprevalence among women attending ANC in 
Zimbabwe remains high. Continual investment in interventions targeting behaviour change, improving 
prevention strategies as well as improving care and treatment of those affected by HIV in Zimbabwe 
will help to continue to fight this deadly epidemic.’   
 
If the Zimbabwe National data42 is analysed it becomes clear how women have increasingly borne the 
brunt of the HIV epidemic (UNICEF3 refers to this as the ‘feminization’ of HIV/AIDS).  Although there 
has been a decline in HIV for both men and women (Graph 2) out of the 1,391,317 Zimbabwean adults 
(15-49 years) with HIV/AIDS 56.1% are women.  Indeed the estimated number of adult women living 
with HIV/AIDS has been higher than the number of men since 1990 and the number of new HIV 

                                            
vii The test used was changed in most sentinel sites in 2002, if the original test was used 23.9% of ANC attendees would be diagnosed as HIV+43 

Zimbabwe Government Ministry of Health & Child Welfare 

National Nutrition 
Unit, 

Takes the lead in all  
matters relating to 
nutrition & HIV. 

Headed by Mrs Madzima. 

National Aids Council 
(NAC) 

 (Previously known as National AIDS 
Coordination Programme (NACP)). 

 Established by an Act of Parliament, its 
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coordination of the National response to 
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policies & guidelines, & is custodian of 
National Aids Trust Fund. 

 NAC’s delivery structures are: 

AIDS &TB 
Unit. 

Provincial AIDS Action  Committee (PAAC) 
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 Wards AIDS Action Committee  (WAAC)  
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infections in women has been increasing at a faster rate than men since 2000.  Moreover, since 1995 the 
number of new AIDS cases in women has been higher than the number in men42. This means that unless 
PMTCT strategies are strengthened there is a risk that an increasing number of infants could get the 
virus through MTCT. 
 

Graph 142      Graph 242 

          
 

2.1.2. PREVALENCE OF HIV IN BINGA AND NYAMINYAMI 
Binga:  
Out of all the sentinel sites used in the ANC research Binga has consistently had the lowest HIV 
prevalence43.  In the 2004 report it was found to be 10.3% (see Graph 3) a decline from the high of 
19.6% in 200242.   
 

Graph 3. Percentage HIV-Positive by Sentinel Site among ANC Attendees, Zimbabwe 200443 
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During interviews with Binga DAAC the reason for this low prevalence were mooted and included 
polygamy and the ‘protection’ from HIV given by local foods such as Moringaviii, which is widely eaten 
in the area.  The ANC 200443 report postulates that the ‘primary limitation of the ANC survey is that it 
only measures HIV prevalence among women using the sentinel sites during the time period of the 
survey. Moreover, the women accessing services at the ANC sentinel sites are not representative of the 
population in the ward, district or province and cannot be generalized to the population. HIV-positive 
older women may be under-represented. HIV-positive younger women may be over-represented.’  
Furthermore it says that a decrease in HIV prevalence measured by the ANC survey may be due to a 
change in use of the ANC sentinel sites; in 1999 it was estimated that over 93% of women sought 
antenatal care during pregnancy44, however with hyperinflation and increasing transport difficulties it 
would seem highly likely that there will have been a reduction in the use of ANC services [the 
Demographic Health Survey that is being completed in 2006 may give more data on this], a fact which 
could be very relevant when studying the Binga data.  
  
Binga is a poor rural area with increasing transport difficulties and many women give birth at home. 
During 2004 Binga District Hospital had an average of 87 births per month [Source: Health Information 

                                            
viii Moringa oleifrera is a plant that is grown locally that is regarded as having significant nutritional and medicinal benefits.  (see Annex 3 for nutritional 
breakdown).  Its leaves, pods, roots and flowers can be eaten but most people just eat the leaves after cooking like spinach.  The leaves are also often dried 
to make a powder, which is then added to any foods.  
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officer, Binga District Hospital] trying to compare this with the number of home births is difficult as the 
figures are not collated in this manner.  However, figures from 2 randomly chosen clinics (from 9 
clinics that the officer had information for) showed that they both had about 10 home births per month. 
If this is extrapolated to all 9 clinics then there is an average of 90 home births per month; equivalent to 
the hospital.  It could be surmised that those women that give birth at home are those who are older and 
have had children before (indeed, in the ANC study43 only 39.2% of the attendees were aged between 
25 to >50, while 61% of them were aged <14 to 24 years) – this is important as HIV prevalence 
increases with age (highest in 25-29 age group) and ‘Women who had two or more pregnancies 
reported higher HIV prevalence compared with women who were pregnant for the first time’43  
Therefore the low prevalence of HIV in Binga might be an anomalyix. 
 
Nyaminyami:  
Unlike Binga, Kariba district and Siakobvu Hospital is not an ANC sentinel site.  Moreover, DAAC 
were not available for interview.  However, the Sister in charge at Siakobvu Hospital estimated that 
about 1 in 10 (10%) of all pregnant women that were tested were HIV+ and determined that 17.6% of 
all people, who had been tested there for HIV, were positive.   
 
The sister (male) also estimated that the number of women that give birth in hospital or a clinic was 
about 75% (approximately 20-40 births a month in hospital); however, he thought that this number was 
in decline, to about 50%, because of increasing transport difficulties. An interview with the nurse at 
Negande clinic determined that about 8-10 women give birth at the clinic a month. 
 
Like Binga it is a very poor area and has the same transport and logistical difficulties.  Therefore, it 
seems likely that the prevalence of HIV+ for people in general and especially pregnant women is also 
an underestimate. 
 
2.1.3. HIV TESTING IN ZIMBABWE 

While the figures for the prevalence of HIV are relevant, in reality it is the availability of testing that is 
important to local people.  In Zimbabwe HIV testing for pregnant women was first introduced as part of 
a PMTCT pilot study in 1999. The comprehensive programme (including HIV testing) was then 
expanded to almost 300 sites by the end of 200445. At the end of 2004 a policy statement was issued that 
all mothers should be routinely offered testing and counselling the objective being ‘to decrease mother 
to child transmission of HIV by helping women learn their HIV serostatus, access nevirapine, and make 
decisions about their reproductive status’43   

However, it was widely acknowledged during interviews with key informants, that there have been 
constraints in achieving this policy mainly in terms of: 
- Staffing shortages: There is a lack of qualified 

medical staff, especially in remote rural areas like 
Binga and Kariba districts (see Table 2). Few 
qualified health workers choose to live in these 
remote areas due to the poor transport and 
communication network, poor housing, poor 
schooling, few shops with few commodities at high 
prices, hyperinflation, as well as the climatic 
problems of the extreme heat, the risk of malaria and 
so on.  Lack of staff leads to added pressure on those 
that do work in these areas and so they tend to burn 
out quickly and leave (overseas, if possible).  
Moreover, the nurses that are there tend to become 
isolated from the current working practices and find 

                                            
ix Unconfirmed figures for general VCT in Binga by PSI for June and October 2005 indicate that the prevalence of HIV was 14.1% (n=59) and 16.9% 
(n=378) respectively. 
 

Table 2. Staff levels in Binga District Hospital & 
Siakobvu Hospital (Nyaminyami) (Source: Key 
informants) 

Staff at Binga District 
Hospital 

Posts Vacant  Filled 

 Doctors 4 4 0 
Nurses 72 37 35 

Environmental Health 
Technicians 

25 15 10 

Field workers 11 1 10 
Staff at Siakobvu 

Hospital (Nyaminyami): 
Posts Vacant  Filled 

Doctors 2 2 0 
Clinic officer 1 1 0 

Sister-in-Charge 5 4 1 
Nurses 41 34 7 

Nurse Aids 8 1 7 
General Hands  12 3 9 



 17

themselves unable to go on refresher, or other, courses due to time, money and transport constraints. 
 - Resources – tests and drugs:  A lack of foreign exchange, government money, transport difficulties 
and so on means that resources are limited or non-existent, stocks are low and re-supplies are erratic. 
 
Nevertheless, despite these difficulties the situation has improved.  The number of HIV tests provided to 
women in Zimbabwe has increased43 and Zimbabweans do have more opportunity to get tested for free, 
primarily through New Start Clinics run by PSI that have greatly expanded their services since 200046, 
as well as through other organisations.  Moreover, there is also progress in terms of obtaining funds.   
 
The Zimbabwe government already administers an AIDS levy for use in prevention programmes to 
reduce the spread of HIV/AIDS and the impact of AIDSx. Furthermore, in 2006 Zimbabwe should 
finally receive its long awaited Global Fund money (see Annex 4), which has been delayed since 2002 
due to international pressures (US$10.3 million in total for the first 2 years of the grant). As Zimbabwe 
has also been accepted for the 5th round of the Global Fund hopefully the amount of testing will increase 
and HIV programmes can move forward. 
 
2.1.4. HIV TESTING IN BINGA AND NYAMINYAMI 
Table 3 shows the level of HIV testing in Binga and Nyaminyami according to key informants.  
Voluntary counselling and testing is undertaken in both settings (as opposed to the ‘opt-out’ systemxi).  

Table 3.  HIV testing in Binga and Nyaminyami (Source: Key informants)  
 Binga District Hospital, Binga. Siakobvu Hospital,  Nyaminyami 

Can anyone get an HIV test 
here? 

Supposedly yes, but seriously 
understaffed. 

Before only pregnant women could but since 
early 2005 it is a general VCT centre. 

All pregnant women 
counselled about testing? 

Yes, there is group pre-test sensitisation 
at ANC.  Then if they want they can 
have individual counselling. 

Yes. 

All pregnant women tested 
for HIV? 

If they ask for it – VCT. If they come back to the clinic and ask for it -
VCT 

Who takes the blood? The nurse. A nurse takes the blood. 

Who performs the test? Lab assistant – it takes about 30 
minutes for the result. 

2-3 nurses are trained in the use of rapid HIV 
testing.  Two different tests are done.  The 
result is almost instantaneous.  

Who gives the results? The nurse The nurse, who is trained in counselling. 

Any specialised HIV testing 
and counselling personnel? 

No – nurses do it. No, just nurses. 

Got enough tests? Yes Sometimes run out. 

Do you run any outreach 
VCT services? 

No. No, there were plans but problems with petrol 
and transport so people have to come to the 
hospital. 

Does anybody else do HIV 
testing in this area? 

Yes, PSI has a mobile clinic called 
‘New Start’; it goes to a new ward 
about every month. 

Not at the moment, but an organisation called 
Batasari (based at Chinhoyi) are going to do 
it using Global Fund money. 

Do you know the plans for 
Global Fund money? 

Binga to get Z$320,622,500 to renovate 
rooms, recruit/train more staff, provide 
infant formula etc. [Focus areas for 
PMTCT money: Binga Central and Siabuwa 
Rural Hospitals. Also, to decentralise there is 
to be training of RHC staff on rapid testing. 
Will also develop CPC counsellors for 11 
out of 21 wards including SC (UK) focus 
wards of Dobola (Pashu clinic), 
Sinansengwe (being constructed) and 
Sinakoma (open but no nurse).] 

Not sure but should go to support PMTCT, 
increase primary care counsellors and maybe 
on material and vehicles.  
 
 

                                            
x In 2005 the total amount received by the AIDS levy was Z$ 116,005,574,266.0247 This fund is administered by NAC and disseminated through DAACs 
and WAACs. 
xi The opt-out system (also called Group Counselling) is where groups are counselled together and all the people are routinely tested unless they opt-out of 
the testing.  See page 66 for further information on this method. 
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Instantly apparent from the above table is the work load that is placed on the nurses at each stage of 
process - from pre-counselling, to individual counselling, taking the test and providing the results. 

However as mentioned previously one of the main 
problems in both Binga District Hospital and 
Siakobvu Hospital is the lack of staff. (See Table 
2, page 16)  The effect of this on counselling and 
testing is enormous as can be seen by the 
unpublished figures in Table 4 which shows how 
few women are pre-test counselled compared to 
the number being seen the first time during 
pregnancy and further how few still are tested for 
HIV.  

Table 3 and Annex 4 explain how it is hoped that 
the Global Fund money will help to increase the 
number of trained staff in the hospitals as well as 
decentralise the counselling and testing 
procedures.  The use of rapid testing along with 
CPC counsellors in local clinics should hopefully 
take the pressure off the hospitals and nursing 
staff and allow more people to access testing.  
Moreover, with PSI and Batasari increasing 
mobile testing to remote areas in Binga and 
Nyaminyami it is envisaged that the number of 
people being tested for HIV will increase.  For the 
reasons explained above this means that, despite 
the decrease in prevalence of HIV, it is extremely 
likely that the number of people (especially 
women) testing positive for HIV in the SC (UK)'s 
programming areas will increase.  Moreover, as 
the mother knowing her HIV status is very 
important in making her infant feeding decisions, 
this increase in testing will have implications in 
terms of what those infant feeding decisions will 
be and what the outcome of that decision is. 

 
 
 
 
 
 

 
2.2. MALNUTRITION - THE PROBLEM 
2.2.1. Malnutrition in Binga and Nyaminyami  
Childhood malnutrition is a public health problem in many countries, including Zimbabwe. The trends 
in malnutrition for under 5’s in Binga and Nyaminyami can be seen in graphs 4 and 5 and shows that 
there are high levels of under-nutrition among the <5 year olds in these areas.  The reasons for 
malnutrition are complex as illustrated by the UNICEF conceptual framework (1990), which has been 
expanded by the SC (UK) staff to highlight the specific causes in Binga (Annex 5).  The poor sanitation 
and water facilities, inadequate food and child care meaning that IMR, like Zimbabwe’s as a whole, has 
been rising since 1990 (before HIV/AIDS took a hold) and is currently 64.15 in Binga40 and 99.08 in 
Kariba rural41 
 

Table 4. PMTCT figures for Binga District Hospital  
(Source: Key informants) 
 April 

2005 
June 
2005 

July 
2005 

Aug 
2005 

Oct 
2005 

Number 
pregnant 
women seen 
first time 
during 
pregnancy 

63 81 78 72 57 

Pre-test 
counselling 
without 
partner 

10 45 10 5 0 

Pre-test 
counselling 
with partner 

- 1 0 0 0 

HIV tested 4 12 0 1 0 
Tested +ve 0 0 0 1 0 
HIV+ post-test 
counselled 

4 0 0 1 0 

HIV- post test 
counselled 

0 8 0 0 0 

HIV+ started 
on 
cotrimoxazole 

0 0 0 0 1 

HIV+ 
swallowed 
nevirapine 

0 0 0 0 1 

HIV+ infant 
with 
nevirapine 

0 0 0 0 0 

HIV+ 
pregnant 
women 
referred for 
medical care 

0 0 0 0 0 

HIV+ referred 
for 
psychological 
care. 
 

0 0 0 0 0 

New staff 
trained in 
PMTCT 

Not 
filled 

Not 
filled 

Not 
filled 

Not 
filled 

Not 
filled. 



 19

Graph 4. Malnutrition trends – Bingaxii Graph 5. Malnutrition trends – Nyaminyami 
(Source: SC (UK), Zimbabwe) (Source: SC (UK), Zimbabwe) 
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In regards to infant nutrition, research in a variety of settings throughout the world has demonstrated 
that growth faltering often begins as infants begin to receive food to complement their breastmilk36 
leading to the most vulnerable time period for growth faltering between 9-12 months of age48.  In 
Zimbabwe it has been said that ‘nutrition vulnerability starts from the age of three months, indicative of 
the very high and increasing levels of mixed feeding and low levels of exclusive breastfeeding with 
peak prevalence in child underweight occurring in the second year of life’49.  Other studies44,50,51 in 
Zimbabwe have concluded that that the age group 12-23 months was the most affected in terms of 
wasting (wt/ht), underweight (wt/age) and stunting (ht/age) due to ‘a gap in weaning practices in 
practice’51.   
 
In terms of Binga and Nyaminyami similar results have been found.  In Nyaminyami observations of 
the main hospital Child Health growth charts, on which the age and weight of all children seen at the 
Siakobvu Hospital are plotted, showed infants’ growth faltering primarily around  8-9 months of age 
(although it was seen from 4 months) which was indicated by the hospital sister to be the time for 
weaning.  The same pattern was found at Binga District Hospital [Community Sister, Personal 
communications] 
 
This information is important as it shows that the weaning period is an already a nutritionally vulnerable 
time for infants in Binga and Nyaminyami and that there are nutritional problems associated with 
current breastfeeding and weaning practices.  When the extra dimension of HIV transmission through 
breastmilk is brought into the equation it means that health workers have an unenviable choice of 
advising a mother either to continue with their traditional infant feeding methods including 
breastfeeding and risking HIV transmission to their child.  Or alternatively advising them to stop 
breastfeeding, as early as possible, to reduce the risk of HIV transmission when they know that the 
weaning foods, even when complemented with breastmilk, are not adequate to sustain the growth and 
development of the infant. 
 

                                            
xii GAM: Global Acute Malnutrition, proportion of children with weight/height index <-2 z-scores or <80% of the median and/or oedema.  SAM: Severe 
Acute Malnutrition, proportion of children with weight/height index of <-3 z-scores or <70% of the median and/or oedema.  Chronic Malnutrition 
(Stunting): Moderate chronic malnutrition refers to the proportion of children with height/age index of <-2 z-scores. 
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3. THE CURRENT SITUATION –  
For SC (UK) to develop policies and programmes that will reduce the transmission of HIV from 
mothers to infants through breastfeeding and prevent malnutrition during the introduction of 
complementary food and the weaning period there is a need to review the international and 
Zimbabwean policies and guidelines on HIV and infant feeding, as well as better understand the current 
infant care practices in Binga and Nyaminyami.    
 

3.1. INTERNATIONAL AND ZIMBABWE POLICIES ON HIV AND INFANT 
FEEDING  

 

3.1.1. International Policy Guidelines:  
∅  Women who are HIV negative and for women who do not know their HIV status and who have 
not had a clinical diagnosis of AIDS the international policy on infant feeding is: ‘Infants should be 
exclusively breastfed for the first 6 months to achieve optimal growth, development and health.  
Thereafter, to meet their evolving nutritional requirements, infants should receive nutritionally adequate 
and safe complementary foods while breastfeeding continues for up to 2 years of age or beyond’52 
[Note: this recommendation is for all areas including those with high HIV prevalence and low 
acceptance or availability of interventions to prevent HIV transmission to infants]  
 

⊕   For HIV+ mothers the international infant feeding recommendations have changed over the years 
(see Annex 6) leading to the present UNICEF/WHO recommendation that ‘when replacement feeding is 
acceptable, feasible, affordable, sustainable and safe (AFASS), HIV-infected mothers should avoid all 
breastfeeding. Otherwise, exclusive breastfeeding is recommended during the first months of life. To 
minimize HIV transmission risk, breastfeeding should be discontinued as soon as feasible, taking into 
account local circumstances, the individual women’s situation and the risks of replacement feeding.’2 
 
After the age of 6 months for infants still breastfeeding the most widely accepted international 
guidelines are the PAHO/WHO (2002) ‘Guiding Principles for Complementary Feeding of the 
Breastfed Child’57.  While, for mothers who are confirmed as HIV+ and who choose to stop 
breastfeeding, the most comprehensive guidelines are the WHO (2005), ‘Guiding Principles for feeding 
non-breastfed children 6-12 months of age’58 (See Annex 7 for the main elements). The aim of both 
these guidelines is to ensure that an infant receives adequate amounts and quality (both macro and 
micro-nutrients) of safe food and drink in the period after being exclusively fed on either breastmilk or 
BMS and hence they both have similar advice (numbers 3, 4, 6 and 10 of the Guiding principles for the 
breastfed child can also be directly applied to the non-breastfed child). 
 
3.1.2. Zimbabwe National Policy Guidelines:  
Zimbabwe has a long tradition of supporting breastfeeding.  Mrs Madzima, head of the National 
Nutrition Unit, is very involved in the breastfeeding movement.  Zimbabwe has supported the 
International Code on the Marketing of Breastmilk Substitutesxiii since approximately 1998.  It is also 
involved with the Baby Friendly Hospital Initiative.  Traditionally, the Zimbabwe government has 
supported the WHO guidelines on exclusive breastfeeding (for 4-6 and now for 6 monthsxiv) followed 
by sustained breastfeeding for 2 years or more along with appropriate complementary foods.  
 
The Zimbabwe MOHCW guidelines for HIV- women and those with unknown status are the same as 
the WHO guidelines; that women should exclusively breastfeed for 6 months followed by sustained 
breastfeeding for up to 2 years along with appropriate other foods59. 
 
While, annex 2, highlights chronologically the development of infant feeding policies for HIV+ 
mothers, essentially the guiding principle in Zimbabwe has been that, ‘breastfeeding should continue to 

                                            
xiii The International Code on the Marketing of Breastmilk Substitutes [World Health Organization, 1981] and subsequent resolutions are recognised 
worldwide as a means to promote and protect breastfeeding and ‘ensuring the proper use of BMSs, when they are necessary, on the basis of adequate 
information and through appropriate marketing and distribution.’ 
xiv The original WHO guidelines promoted exclusive breastfeeding until the child was 4-6 months old at which time the mother was encouraged to initiate 
weaning.  However, these changed in 2001 (World Health Assembly resolution 54.2, 2001) and the current WHO recommendation is to promote exclusive 
breastfeeding until 6 months.   
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be encouraged unless there are viable options to ensure appropriate infant and child feeding for women 
who know that they are HIV positive’60 and that ‘Mothers should be informed of the benefits of 
exclusive breast-feeding until the child is 6 months especially where the mother is HIV infected’59.  
Hence, the Zimbabwean HIV+ mother is encouraged to exclusively breastfeed for the first 6 months of 
life followed by rapid breastfeeding cessation as long as there are suitable weaning foods available61    
 
Programmatically the effect of the changes in the recommendations has meant that Zimbabwean health 
providers have had to move from an overall message to all women that ‘breast is best’ to ‘breast is not 
necessarily the best’ but that mothers should be highly recommended, regardless of their HIV status, to 
exclusively breastfeed until the child is 6 months of age.  Then after 6 months the HIV+ mother should 
then abruptly wean her child, if possible.  
 
More recently there does appear to be a slight shift, in both policy and practice in Zimbabwe, towards 
health workers advising HIV+ mothers to use the AFASS principles.  The 2002 edition of ‘Prevention 
of Mother-to Child Transmission of HIV in Zimbabwe - Training manual for health workers’32 
mentions AFASS and the ‘Infant feeding and HIV/AIDS. Guidelines for Health Workers in 
Zimbabwe’62 is being updated.   Moreover, training for nurses on PMTCT at the end of 2005 focused on 
encouraging mothers to cease breastfeeding as soon as they had an AFASS alternative, rather than stick 
rigidly to the 6 month guideline [Nurse Binga District Hospital, personal communications].  However 
this crossover from promoting exclusive breastfeeding for 6 months to counselling using AFASS 
appears to be quite slow especially in areas such as Binga and Nyaminyami.  The reasons for this 
include their physical remoteness and poor resources in terms of staff, further training and up-to-date 
literature and so on (see Table 5)  
 
Table 5.  Additional reasons that it is taking time for AFASS principles to be used. 
Factor  Current situation. 
Training of Health 
workers on infant 
feeding & PMTCT  

Nurses learn about breastfeeding and weaning during initial nurse training, there is no 
requirement to update their knowledge or skills on PMTCT or infant feeding. Until recently 
during their training they were taught that exclusive breastfeeding for 4-6 months was best for 
the baby, this was then changed to 6 months and now things are changing again. Moreover,  
‘Enormous strides have been made globally in promoting breastfeeding and local health 
workers feel often uneasy about offering advice on formula feeding or other alternatives to 
HIV+ mothers’63 

Resources for 
health workers at 
the Health Centres 

Resources at Siakobvu and Binga Hospital and at local clinics are very limited, when asked  
the only resource found, was the 2000 ‘Infant Feeding and HIV/AIDS. Guidelines for Health 
Workers in Zimbabwe’62 which was written before AFASS became the new international 
recommendation.  While new guidelines are being written at present, it may take some time to 
finalise them as they have ‘to toe a fine line in trying to de-stigmatise formula feeding as 
proof of one’s HIV status, without being seen as promoting formula over breastfeeding for the 
general public’63.  Finally they have to be distributed and it has to be ensured that even remote 
health centres get them and that they are read and utilised by an over-stretched staff.  

Training of the 
community in 
infant feeding and 
HIV. 

This is a relatively new development in Zimbabwe and only one course has been completed in 
Binga (none in Nyaminyami) by SC (UK).  The training of VHW, HIV counsellors, etc in 
infant feeding and HIV aims to decentralise assistance to the HIV+ mother.  However, while 
this training has started as yet there are no government approved training materials for the 
community and so the National Nutrition Unit is recommending a two module course put 
together by a group of people in Zimbabwe, which is commonly called the KAPNEK 
coursexv.  The modules are: 1. ‘Trainee Manual on Breastfeeding’, 2. ‘Manual on Child 
Feeding in the context of HIV transmission’. It does not mention AFASS. 

Openness of the 
community to 
change 

For years mothers have been taught that ‘breast is best’ and to exclusively breastfeed for 4-6 
months. Now those mothers are the older generation and have enormous power in their 
communities.  Efforts to change practices to exclusively breastfeed for 6 months have not 
been successful; to then change practices even further has many challenges.  

 
After the age of 6 months: While the annex of ‘Infant feeding and HIV/AIDS. Guidelines for Health 
Workers in Zimbabwe’62 gives general recommendations for complementary feeding after 6 months of 
age, at present in Zimbabwe, there are no comprehensive official guidelines for infant feeding after 6 
months.  The ‘Partners on Infant Feeding IEC materials’ committee (Annex 8) is looking into this but in 

                                            
xv The 2 modules in the course are: 1. ‘Trainee Manual on Breastfeeding’, 2. ‘Manual on Child Feeding in the context of HIV transmission’. They were 
prepared by G. Zisengwe, S. Tinarwo, B. Badziyankie and A. Vinga, in October 2004. 
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the meantime Mrs Madzima (Head of the National Nutrition Unit, MOHCW) has, in discussions, given 
support to the WABA, ‘Feeding other foods while continuing to breastfeed:10 Guiding Principles for 
Complementary Feeding’64 (Annex 9), which are based on the PAHO/WHO (2002) guidelines57 . For 
infants over 6 months of age whose mothers are confirmed HIV+ various infant feeding and HIV policy 
documents, (see Annex 2), set out feeding guidelines in very general terms.  The ‘Infant Feeding and 
HIV/AIDS Guidelines for Health Workers in Zimbabwe’62 contains more details, but essentially it 
provides information on general complementary feeding practices rather than specific guidance for non-
breastfed infants.  
 
In 2005 for World Breastfeeding Week, the Zimbabwe National World Breastfeeding Week Committee 
(that includes the National Nutrition Unit) produced a small leaflet on the ‘Guiding Principles for 
Complementary Feeding for Breastfeeding and Non-Breastfeeding Children’61, which is based mainly 
on the WABA 10 Guiding Principles64 mentioned above.  For HIV+ mothers the guidelines recommend 
that she discusses her feeding options with a health care provider, but if she chooses to breastfeed she 
should do so exclusively for 6 months when ‘it may be best for her to stop breastfeeding….At 6 months 
all children should start on complementary foods either together with continued breastfeeding or with 
other suitable milk’61 
 

3.2. INFANT FEEDING PRACTICES IN ZIMBABWE 
3.2.1. Influences on Infant Feeding Practices  
While policies are set, in reality decisions about infant feeding practices are complex and have many 
influences.  Infant feeding practices ‘are determined by the interaction of multiple variables, including 
biological, social, cultural, economic and political factors’65, which have been further complicated by 
HIV/AIDS.  The way that factors external to the individual affect infant feeding practices, is depicted in 
the conceptual model in figure 4 (page 23); after all an HIV+ mother does not live in isolation and 
factors such as the cultural acceptability of undertaking a different infant feeding methods from the 
norm will have an effect on her infant feeding method. [It is in recognition of the different influences on 
an HIV+ mother’s infant feeding decisions that WHO now advises that women are counselled using 
AFASS guidelines.]   
 
Figure 4 (page 23)shows that in order to have a direct impact on a mother and her infant feeding choices 
(which is especially important if she is HIV+) it is vital to obtain as much information as possible on the 
factors and influences that assist her in making her decision about how to feed her infant.  Only by 
understanding why mothers carry out their current infant care practices is it then possible to ensure that 
the policies and advice are appropriate for that area and that they are contextualised so that they can be 
taught more efficiently.  Moreover, as it is known that infant care practices can affect the rate of 
transmission of HIV, it is arguably even more imperative to teach women in the most appropriate and 
targeted way how to improve them.  However, this cannot be done without insight into their current 
infant practices.   
 
3.2.2. An overview of infant feeding practices in Zimbabwexvi: 
Breastfeeding is almost universal in Zimbabwe, with surveys showing between 95-98% of children ever 
being breastfed44,59 .  However, exclusive breastfeeding is not common and despite the MOHCW policy 
promoting exclusive breastfeeding it is declining; in 2003 21.3% of infants <6 months were being 
exclusively breastfed59 compared to 26.5% in 199944. There has also been a decline in the duration of 
exclusive breastfeeding; only 5.4% of infants were exclusively breastfed up to 5 months in 200359 
compared with 12% in 199944  
 
Mixed feeding, of mostly carbohydrates, well before the baby is six months of age65,69,70,71 and often 
before the age of 4 months44,65,70,71 is very common in Zimbabwe.  Infants are also commonly given 
water44,59,65,67 or solid / semisolid food such as sadza, porridge or thin gruel44,59,67.  The average age of 
introduction of the staple adult food sadza is 8.9 months65 but many infants eat it before 6 months44, 65. 

                                            
xvi Various authors65,66,68 have highlighted the need for caution with data obtained from recollection of dates as they found that mothers tend to recall a later 
date than the actual age of supplementation. 
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Figure 4. Conceptual Model: Infant Feeding in the Context of HIV 
Note: The 1990 UNICEF Conceptual framework highlights factors that cause malnutrition.  The model seen here shows what the UNICEF conceptual model would determine as 
‘underlying’ or ‘immediate’ causes of the eventual infant feeding practices.  However, these practices will also be dictated to by the ‘basic’ causes of potential resources, economic 
structure, political and ideological stucture and resource control, which are not shown here in detail. 
 

 
 
Source: Engle PL, Menon P, Haddad L (1997). Care and nutrition: Concepts and measurement. IPRI, Washington, D.C.  
* Item added by author 
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The median duration of breastfeeding in Zimbabwe has been found in a number of studies to be 
about18-19 months44,65,72 although the 2003 National Nutrition and EPI survey showed that breast-
feeding ‘was generally confined to infants aged below one year’59.  Considerably less than more 
traditional times when ‘breastfeeding could last for a long period, sometimes until a child became too 
shy to feed in public.  Some kids would even spend a day herding livestock only to come home to be 
breast fed in the evening’73.  
 
3.2.3. Infant feeding practices in Binga and Nyaminyami 
While the statistics above provide part of the framework to view infant feeding practices in SC (UK)'s 
operational areas, as stated earlier Binga and Nyaminyami are 2 of the poorest and isolated districts in 
Zimbabwe. Moreover they contain a majority of Tonga people who, perhaps because they were forcibly 
resettled, are known for their pride and determination to remain as independent as possible and their 
‘traditional way of life remains a stronger influence on the Tonga than the Shona’74 When this is 
compounded with their physical remoteness and lack of transport structure it means that there is the 
possibility that their infant care practices are different than found in the majority of Zimbabwe. 
 
To determine the infant feeding practices of the Tonga, investigations were undertaken at the National 
Nutrition Unit (MOHCW), local government, district hospitals, provincial nutritionists, NGOs, CBOs 
working in the districts, libraries, resource centres and other bodies and people (see Annex 8 for key 
informants). SC (UK) personnel and resource centres at Harare, Binga and Nyaminyami were also 
interrogated. The result of the investigation was that even when nutrition information is available it 
provides very little useful information in determining infant feeding practices in SC (UK) operational 
areas as:   

1) Surveys are often conducted in order to obtain information on the nutritional situation of an area 
e.g. Food and Nutrition Sentinel Site Surveillance surveys50,51. Hence data is only obtained for 
children 6 to 59 months of age and information is not gathered on infant feeding practices. 

2) Where nutritional surveys on children 6-59 months do obtain information on breastfeeding and 
infant feeding practices, such as found in the first Food and Nutrition Sentinel Site Surveillance 
199451, the data cannot be analysed for breastfeeding, or even for weaning information as the 
low numbers in the younger age band do not provide adequate statistical powerxvii.  

3) Following on from above, the additional problems with the quarterly Food and Nutrition 
Sentinel Site Surveillance that uses Kariba as one of its sentinel sites, is that the Kariba district is 
sampled as a whole and it not possible to disaggregate the data between Kariba urban and rural 
Nyaminyami. (Note: Binga was included in the sentinel site surveillance for the first time in 
2005) 

4) Two surveys were found that do elicit information on infant feeding practices: (i) the Zimbabwe 
2003 National Nutrition and EPI survey59 and (ii) the Zimbabwe Demographic Health 
Surveys75,76,44.  However, the sample size is only good for national comparisons and for 
provincial level it is not adequate for district level.  

5) SCF (UK) has been working in the valley for about 25 years and it might have been expected to 
find reports detailing infant feeding practices of people in these areas – however, no such reports 
could be found.  Moreover, the regular surveys undertaken by SC (UK) e.g. nutrition surveys, 
Household Economic Assessments do not collect information on infant feeding practices. 

 
Despite exhaustive investigations, in the end only one study on infant feeding practices in Binga, (and 
none on Nyaminyami), could be found.  In 1999 UNICEF surveyed 16 sites throughout Zimbabwe to 
study the child care practices including Nsenga village in Binga district69,77. Of course, the data for 
Nsenga is not statistically significant for Binga district and on its own this information cannot be relied 
upon to provide the full picture, however, like the data on infant feeding practices from the Zimbabwe 
2003 National Nutrition and EPI survey59, the Zimbabwe Demographic Health Surveys75,76,44, the 1st 
Food and Nutrition Sentinel Site Surveillance 199451 and other studies in Zimbabwe26,65,67,70, it is useful 
in building up an understanding of the infant feeding practices in the programme areas. The lack of 

                                            
xvii Note: Although the first sentinel site surveillance obtained information on infant feeding practices, this does not appear to have been the case in 
subsequent surveys and only information on whether the child was still breastfeeding was obtained in the 2005 survey. 
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secondary information on infant feeding practices in Binga and Nyaminyami meant that research was 
needed in order to obtain clear information on infant care patterns in these areas. 
 

3.3. RESEARCH ON INFANT FEEDING PRACTICES IN BINGA 
3.3.1. Background to research 
As described above, due to (i) an increased understanding of the links between HIV and infant feeding 
practices, (ii) the recognition that if exclusive breastfeeding followed by abrupt cessation is 
recommended to HIV+ mothers then better weaning practices, if not improved weaning foods were 
needed, and (iii) a need to find long-term measures to try to prevent malnutrition during the weaning 
period, SC (UK) commissioned this investigation into the infant feeding patterns in SC (UK)’s 
operational areas.   
 
However, after the remit to investigate the infant feeding patterns and links to HIV in Binga and 
Nyaminyami was determined, it was discovered that SC (UK) had already committed to undertake a 
HIV and Infant Feeding Counselling Training Workshop for community participants e.g. VHWs, HIV 
peer educators, in Binga district.  While the results of the investigations might have been useful in 
steering the course and determining course attendees, after consultation it was decided to go ahead with 
this workshop. The rationale for this being that the course had already been designed (by Joseph 
Munsaka, Health Programme, Binga, SC (UK)), had a focus on breastfeeding (which was also 
programmed to be enhanced) and the community participants informed.  Moreover, the course would 
provide the ideal opportunity to interview the participants on infant feeding matters in their 
communities and would also allow them to undertake further research at home during the 2-week break 
between the first and second parts of the workshop.  The potential benefits of the participants doing the 
research being that the caregivers in the community may provide greater / more accurate information to 
their fellow community-member interviewers than any outsiders and it also might avoid the problems 
reported by the 2005 HEA report of: ‘a combination of ‘assessment fatigue’ and expectation of future 
aid biased the information collected during the interviews’78  
 
3.3.2. OBJECTIVES 
To determine the pattern and determinants of infant feeding practices of caregivers in Binga district and 
establish the constraints to exclusive breastfeeding and abrupt weaning. 
 
Specific objectives: 
1) To determine who advises the caregiver in terms of infant feeding, what the advice is and whether 

the advice is followed. 
2) To determine who has the most influence in determining the infant feeding practices.  
3) To assess breastfeeding rates, and the reasons and methods for stopping breastfeeding. 
4) To determine the age of introduction of other foods/fluids to the baby.  
5) To assess the types and suitability of complementary food/fluids given  
6) To determine the reasons for giving complementary foods/fluids to breastfeeding infants. 
7) To determine the age and method of complete weaning from the breast, the reasons behind this and 

the problems experienced. 
8) To assess whether the foods/fluids currently used in Binga would be suitable for the feeding of the 

non-breastfed child after the age of 6 months. 
9) To assess the infant care practices in relation to infant feeding. 
10) To determine the method of feeding used in the communities if the child is an orphan.  
11) To assess the effect of an increase of the availability of HIV testing would have.  
12) To assess the acceptability and feasibility of alternative infant feeding methods in Binga.  
Other objective: 
1) To determine the use of Moringa in relation to infant feeding practices. 
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3.3.3. METHODSxviii 
Three sources of information were used to gather information on infant feeding practices and HIV in 
Binga in order to obtain as extensive a picture of possible and to confirm the findings.xix  
 
♦ The first source was the community participants on the HIV and Infant Feeding Counselling 

Training Workshop (referred to as ‘participants’ from now on) that took place in two parts on 24-
27th October 2005 at Pashu Youth Friendly Centre, Dobola ward and the 14th -17th November, 2005 
at Tusimpe Pastoral Centre, Binga town. (See Table 6 for a profile of the participants) 

The methods used to obtain information from participants were: 
- Questionnaire.  Before the course started the participants were verbally asked questions (in 

Tonga) from a structured questionnaire.  The answers were written by the participants in English 
or Tonga, as they preferred.  The Tonga answers were later translated into English for analysis. 

- Informal observations and discussions: During the workshop participants remarks and 
observations on elements of the course were translated from Tonga and then noted.  When 
necessary to clarify information, they were asked follow-up questions either at the time, or 
subsequently. 

- Formal discussions: At times during the workshop, the group as a whole, or smaller groups, of 
both men and women, were asked a set of open-ended formal questions on issues related to 
infant care practices and HIV. 

- Focus Group Discussions (FGD): Participants were split according to sex as it was thought that 
the separate sexes might talk more freely and honestly away from each other.  Semi-structured 
questionnaires were used. Two women’s focus groups were held and one male. 

 
♦ The second source was members of the Binga community (referred to as ‘caregivers’ from now on) 

where the course participants lived. Between 28th October and 13th November 2005 participants 
were asked to interview at least 2 caregivers in their community who had children aged between 4 
months and 3 years. (See Table 7 and 8 for a profile of the caregivers and their infants) 
- A structured questionnaire was devised in English and then translated into Tonga. The questions 

were then discussed with the participants as a group and any queries clarified in order to ensure 
that all participants understood what they were had to do. 

- Part of the above questionnaire was a 24-hour recall on the consumption of food or drink 
consumed by the infant.  The participants had the option of either writing down the results in 
sentences, or in order to be a reminder and provide more information, in a table format.  The 
participants were told to take additional 24-hour food recall from other caregivers if possible. 

 
♦ The third source was from interviews with key informants (see Annex 8) 
 

                                            
xviii Due mainly to time constraints and the pressures of other programming, a full-scale random sample survey was not possible.  While this research was 
done to the best of abilities of all, including the participants in the workshop, its results should only be taken as an overview of the situation in Binga.  
Further research is required in order to obtain statistically significant results. 
xix Note: while Tonga was the participants primary spoken and written language all of the participants could speak and understand some English and a few 
could write in English (all participants were literate).  The workshop was conducted in a mixture of Tonga and English and immediate translations from 
Tonga to English and vice versa, were available at all times. Written work by the participants was translated from Tonga into English, for analysis, after the 
workshop. 
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3.3.4. RESULTS 
 
(i) Profile of the participants. (Table 6)  
A total number of 18 participants were on the first half of the workshop and therefore completed the 
questionnaire on infant feeding practices in their community.  They were from all 5 SC (UK) focus 
wards in Binga (Binga district has 21 wards in total).  All participants had contact with mothers of 
infants either through work (66.6%) or through connections in the community and they were all parents 
themselves.  
 
Table 6.  Profile of the participants 
Number of participants on the first part of the 
workshop 

18 (female = 12; male = 6) 

Number of participants on the second part of the 
workshop 

17 (female = 11; male = 6) 

Number of participants from each ward (N=18) Manjolo ward = 3 
Dobola ward = 7 
Sinakoma / Nsenga ward = 2 
Sinampande / Nagangala ward = 3 
Sinasengwa = 3 

Participants position in their community  (N=18) 
(Note: 5 people either had more than 1 position 
in their community and/or had additional 
training in infant feeding and/or HIV) 

VHW = 7 
HIV Peer Educator / community-based counsellor = 5 
HBCG = 6 
Community health worker (trained by MOH) = 3 
Family care giver = 2 
Bereavement counsellor = 1 
Trained in PMTCT = 2 
Trained in breastfeeding = 1 
Trained in IMCI = 4 

Participants as parents  All participants had children. 
Number of participant who have contact with 
mothers with a baby < 1 year old, breastfeeding 
or weaned? 

18  
[33.3% (n=6) of the participants said that this contact was not 
through their position but just in the community] 

 
(ii) Profile of the caregivers (Table 7) 
A total number of 51 caregivers were interviewed, however 2 of the interviews were excluded as the 
data was incomplete or erroneous, and another 2 were only interviewed about the 24-hour food recall 
therefore a total of 47 interviews were used for further analysis.  As can be seen in Table 7 all but one of 
the caregivers was Tonga, all caregivers were related to the infant and most (53.2%) obtained income 
from farming. 
 

Table 7.  Profile of the caregivers 
Total number of interviews of the 
caregivers undertaken   

- Total number of interviews used in analysis = 47 (49 interviews were 
undertaken but 2 complete interviews were deleted as the data was incomplete 
or erroneous.) 

- For the 24-hour dietary recall 2 of the original interviews data was unusable, 
however 2 extra 24-hour dietary recalls were taken.  Therefore, total number of 
24-hour dietary recalls used = 47.   

Caregivers relationship to the 
infant  
N = 47 
 

- Mother = 30 (63.8%) 
- Father = 2 
- Both parents present at interview = 6 
- Grandmother = 1 
- Related to infant but status not clear = 8 

Ethnic group of caregiver 
N = 47 

- Tonga = 97.9% (n = 46)  
- Ndebele = 2.1% (n = 1) 

Type of work / income generating 
activity done by the family of the 
child  N = 47 
(Multiple answers were sometimes 
given as some families had more than 
one income generating activity) 

- Farming = 53.2% (n = 25) 
- Weaving baskets = 8.5% (n = 4) 
- Selling Fruit = 4.3% (n = 2) 
- Garden boy = 4.3% (n = 2) 
- Herd man = 4.3% (n = 2) 
- Others mentioned by 1 interviewee: Miner; Builder; Security; Carving; 

Weaving jerseys; Fisherman; Mechanic; Church pastor  
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(iii) Profile of the caregivers’ infants (Table 8)  
Table 8 shows that the median age of the infants in the study was 20 months (range 5-33 months) and 
came from all 5 of the SC (UK)’s focus wards. The majority (59.6%) of the children were born at home 
and the same percentage was described as ‘healthy’ by their caregivers. The two major causes of 
morbidity amongst caregivers’ infants were gastrointestinal (14.9%) and respiratory (10.6%) problems 
and at least 3 of the infants were regarded by their caregivers as being malnourished. 
 

Table 8.  Profile of the caregivers’ infants (N = 47)  
Median age of infant at 
interview. 
 

20 months (1 year 8 months)  (Range: 5 - 33 months) 
[Manjolo ward: 16.0 months (n = 10) 
Dobola ward: 14.7 months (n = 19) 
Sinakoma / Nsenga ward: 20 months 22.1 months (n = 8) 
Sinampande / Nagangala ward: 24.6 months (n = 5) 
Sinasengwa ward: 15.4 months (n = 5)] 

Place of birth 
 

Home: 59.6% (n = 28)  
Hospital: 40.4% (n = 19)  

Percentage of infants 
regarded as ‘healthy’ by 
their caregivers.  

Yes = 59.6% (n = 28) 
No = 29.8%) (n = 14) 
Sometimes = 10.6% (n = 5) 

Reasons that an infant 
was regarded as 
unhealthy as diagnosed 
by the caregiver. 
 
(Multiple answers were 
given by some caregivers) 

Gastrointestinal problems / diarrhoea / vomiting = 
14.9% (n = 7) 
Coughing = 10.6% (n = 5) 
Malnutrition = 6.4% (n = 3) 
Sore eyes = 4.3% (n = 2) 
Malaria = 4.3% (n = 2) 
Fontanel problems = 2.1% (n = 1) 
Fever = 2.1% (n = 1) 
Headache = 2.1% (n = 1) 
No answer = 2.1% (n = 1) 

 

 
(iv) Breastfeeding practices (Caregivers’ Table 9; Participants’ Table 10) 
All of the infants in the study had been breastfed (Table 9).  The majority (55.3%) of infants in the 
study were no longer breastfeeding; the median age of this groups being higher (24 months) than those 
still breastfeeding (12 months).  All of the infants still breastfeeding were mixed feeding. 
 
 Table 9. Breastfeeding practices of the caregivers’ infants  (N = 47) 
 Results from caregivers  
Infant ever breastfed Yes = 100% (n=47) 
Infant currently breastfeeding - Yes = 44.7 % (n=21) 

(Median age of infant still breastfeeding = 12 months. Range: 5–22 months) 
-  No = 55.3% (n=26) (although 1 caregiver mentioned that they did breastfeed the 
infant when ill)  
(Median age of infant not breastfeeding = 24 months. Range: 7–33 months)  

Type of breastfeeding of infants 
currently breastfeeding 

Mixed feeding = 100% (n=21)  
Exclusive breastfeeding = 0 

xxxxxxx 
The participants said that ‘all women breastfeed’, including colostrum, in their communities (Table 10).  
Only 1 participant out of the 18 knew of anyone that used infant formula. Participants said that women 
breastfeed for a variety of common reasons but, in addition, they said that breastfeeding provides the 
mother with respect both from the community and from the child when s/he grows up.  
Initially the participants also said that all women exclusively breastfeed at the beginning, however with 
further probing it was determined that water and gripe water is commonly given to infants from birth. 
Although the terminology of ‘exclusive’ breastfeeding had been covered in the course the participants 
still said that they hadn’t thought that the child was receiving things other than breastmilk as they were 
‘just liquids’.  Moreover, the participants said that according to Tonga custom a child had to be given 
water to ensure that the infant did not have a sunken fontanel as this indicated that there had been 
witchcraft.  
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The participants also mentioned that the community often gave infants food to ‘taste’ from about 3 
months of age. Again this was not seen as contrary to exclusive breastfeeding as the infant hadn’t really 
eaten it, just ‘tasted’ it.   

 
(v) Cessation of breastfeeding (Caregivers’ & Participants’ answers Table 11) Twenty six caregivers were no 
longer breastfeeding in the study, of these the majority (57.7%) had stopped because they thought that 
the child was old enough (Table 11).  The main method of weaning used was putting chilli / hot pepper 
on the nipple (46.2%). Half of the mothers had no problems when stopping, while out of the other half, 
illness (19.2%) and the baby crying (19.2%) were the main problems expressed.  

xxxxxxx 
The answers given by the women in the focus group were found to be almost exactly the same as the 
caregivers (see Table 11). The participants said that most children are fully weaned between 1-2 years 
 
Table 11. Cessation of breastfeeding – reasons, methods & problems 
 Results from caregivers Participants’ answers –  

women’s focus group discussion 
Reasons for cessation of 
breastfeeding 
 
(Denominator out of number of 
infants no longer being breastfed 
= 26) 

Child old enough / grown old = 57.7% (n=15) 
Illness = 19.2% (n=5; mother n=3, infant n=2) 
Insufficient breastmilk = 7.7% (n=2) 
Mother pregnant = 3.8% (n=1)  
Baby’s refusal to breastfeed = 7.7% (n=2)  
Answer not clear = 3.8% (n=1) 

Not enough milk 
Child self-weans 
Child biting 
Child is grown up 
To make the child eat. 
(Note: Cosminsky et al65 found that if the mother 
was having an affair then she would have to stop 
breastfeeding, however participants said that 
this was not the case here.) 

Age of being completely 
weaned off breastmilk or 
BMS. 

Participants said most children are fully weaned 
between 1-2 years  
 

In one of the women’s’ FGDs the 
participants said that they had 
fully weaned their children about 

Table 10. Breastfeeding practices – comments from the participants. 
 Participants’ answers during informal and formal discussions.  
Number of women that 
breastfeed in their 
communities  

All women breastfeed 

Use of commercial infant 
formula in the participants’ 
communities.  

Only 1 participant knew of a mother using infant formula. The mother thought that 
together with her breastmilk it would help the baby ‘to become fat’.  

Why women breastfeed - Love 
- Prevents infections 
- Child stays healthy 
- Always available 
- Bonding with mother 
- Warm 
- No dehydration 
- Child spacing 
- Nutritious 
- Quietens the baby / comfort 
- Child will give respect to the mother when s/he grows up because they were 

breastfed. 
- Community will give respect to the breastfeeding mother. 

Colostrum consumed? Yes 
Are infants exclusively 
breastfed at first or are other 
things given along with 
breastmilk? 

The answer was yes, but with further probing they said that they gave the following 
-  Water is given commonly because of the heat and also to avoid the suspicion of 

witch-craft (if the fontanel goes down, (due to dehydration) the locals think that 
there has been witchcraft.) 

- Gripe water 
 As these are liquids people did not think that consuming them meant that the infants 
weren’t being exclusively breastfed. 

Are ‘tastes’ of food ever given 
to infants while they are still 
breastfeeding? 

Yes, starting from about 3 months of age.  People did not seem to find this contrary 
to exclusive breastfeeding as they were not actually feeding the child, just letting 
them taste the food. 

Methods to increase 
breastmilk production 

- Spitting on the nipple. 
- Eating lots of specific local foods e.g. Moringa  
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the ages of:  20 months, 18 
months, 17 months, 20 months.   

Methods used to stop 
breastfeeding.  
 
(Multiple answers were given at 
times)  
(Denominator out of number of 
infants no longer being breastfed 
= 26) 

Chilli / hot pepper on nipple = 46.2% (n=12) 
Refused to give the baby the breast= 15.4%(n=4) 
Baby stopped on own = 7.7% (n=2) 
Separation (child given to friends / family for a 
while) = 7.7% (n=2) 
Provision of other foods = 3.8% (n=1) 
Scared the baby into stopping = 3.8% (n=1) 
Stopped slowly over time / milk was ‘drying up’ 
= 3.8% (n=1) 
Answer absent / not clear = 15.4% (n=4) 

Separation  
Chilli on nipples 

Problems mothers had when 
stopping breastfeeding. 
 

(Multiple answers were given at 
times)  (Denominator out of 
number of infants no longer 
being breastfed = 26) 

None = 50% (n=13) 
Illness = 19.2% (n=5) 
Baby crying = 19.2% (n=5) 
Not enough food / hunger = 11.5% (n=3) 
Breast swelling = 3.8% (n=1)  
 

None. 

 
(vi) First introduction of other fluids/foods (Caregivers’ & Participants’ answers Table 12)  
The vast majority of caregivers said that the first food/fluid other than breastmilk given to their infant 
was porridge (95.7%) mainly at 3 or 4 months (59.6%) of age. One mother gave her infant porridge a 
week after birth and continued regularly because of insufficient breastmilk.  Others said that they had 
not given anything until 9 months.   

xxxxxxx 
The participants also specified that the first introduction of other foods was porridge at 4 months.  The 
main reasons for this being to teach them to eat or know food and because there was insufficient 
breastmilk for the infants. 
 
Table 12. First introduction of other fluids/foods other than breastmilk, age, type and reasoning. 
 Results from caregivers (N = 47)  Results from participants’ questionnaire (N =18) 
Age the baby was FIRST 
given something other than 
breastmilk to the baby 

Week after birth = 2.1% (n=1) 
 3 months = 23.4% (n=11) 
4 months = 36.2% (n=17) 
5 months = 8.5% (n=4) 
6 months = 10.6% (n=5) 
7 months = 4.3% (n=2) 
8 months = 4.3% (n=2) 
9 months = 6.4% (n=3) 
Answer not clear = 4.3% (n=2) 

3 months = 33.3% (n=6) 
4 months = 44.4% (n = 8) 
5 months = 11.1% (n=2) 
6 months = 5.6% (n=1) 
10m-1year = 5.6% (n=1) 

Type of food that was 
FIRST given to the baby. 

Porridge = 95.7% (n=45)  
Sadza (n=2) 
Other foods mentioned once =  
Cooking oil; Salt ; Moringa; 
Peanut butter; Sugar; Stock; Okra; 
Water; Mahewu; Milk  
No answer (n=1) 

Porridge = 100% (n=18) 
 

Reasons this is given to the 
baby. 

 - Teach them to eat/ to know food = 22.7% (n=5) 
- Insufficient breastmilk/ to fill them up = 22.7% 

(n=5) 
- So baby is healthy / strong / gains weight = 

13.6% (n=3) 
- Think it’s good nutrition = 9.1% (n=2) 
- Lack of knowledge = 4.5% (n=1) 
- Lack of money = 4.5% (n=1) 

 
(vii) Commencement of weaning / giving the infant regular complementary food alongside 
breastmilk (Caregivers, Table 13; Participants’ Table 14) 
Table 13 shows that the majority of infants began to get regular complementary food alongside 
breastmilk at 4 months of age (29.8%).  If months 3 and 4 are amalgamated then it can be seen that 
almost half of the infants (48.9%) started to be weaned at around that time. The main reason for this was 
insufficient breastmilk (29.8%).  The other main reason given was the age of the infant (17%) with it 
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being the ‘right time’ for the infant to eat (n=4) or that the infant was now anatomically able to eat 
(n=4).  Tradition was specifically only mentioned by one person, while 3 people mentioned being 
advised to do so. 
 

Table 13: Commencement of regular complementary food – caregivers. 
 Results from caregivers  (N = 47)  
Number of 
infants that have 
begun to be 
weaned in the 
study 

47 (100%)  

At what age 
(months) did the 
baby begin to be 
weaned? 
 

One week after birth = 2.1% (n=1)  
3 months = 19.1% (n=9) 
4 months = 29.8% (n=14) 
5 months = 14.9% (n=7) 
6 months = 10.6% (n=5) 
7 months = 4.3% (n=2) 
8 months = 8.5% (n=4) 
9 months = 4.3% (n=2) 
10 months = 2.1% (n=1) 
More than a year = 4.3% (n=2) 

Reason for 
starting to wean 
at that age 

- Insufficient Breastmilk / Breastmilk not satisfying baby = 29.8% (n=14) 
- Age (Infant anatomically able to eat/‘right time’) =  17.0% (n=8) (n=4/n=4)  
- Illness (specifically child/mother/unclear) = 14.9% (n=7) (n=2/n=4/n=1)  
- Nutrition (e.g. to supplement breastmilk) = 6.4% (n=3) 
- Advised (nurse/grandmother) =  6.4% (n=3) (n=2/n=1)  
- So infant gets used to food (e.g. in case mother ill) = 6.4% (n=3) 
- Separation (mother away/dead) = 4.3% (n = 2) (n=1/n=1)  
- Other reasons mentioned by 1 person: Baby-led weaning (e.g. refusing breast); 

Tradition; Infant malnourished; Lack of knowledge; (Answer unclear)  
- (No answer 4.3% (n = 2)) 

 xxxxxxx 
Table 14 shows that the participants confirmed that regular complementary food begins at about 3-4 
months of age. The women’s group also implied that the reason for this was insufficient breastmilk as 
the infants were given food as they were ‘hungry’. Other reasons  include pressure by fathers and. 
because after 3 months mothers are expected to go back and work in the fields, they feel that they have 
to leave the infant behind and so s/he has to be fed complementary foods while the mother is not there  

 
Table 14. Timing and reasons regular complementary foods are started - participants  
 Participants’ answers during formal 

and informal discussions  
Participants’ answers –  
women’s focus group discussion 

When is other food/fluid given? After 3 months. At about 4 months 
Why? - As the baby is always crying the 

father says that the baby must be 
hungry and that there is not enough 
milk so to give the baby sadza and 
then ‘top-up’ with breastmilk. 

- Mothers have to go back to work in 
the fields at about 3 months and 
can’t take the baby with them. 

Because the baby is crying and 
‘hungry’. 

 
 
(viii) Type of complementary food given to the infant (Caregivers’ Tables 15 & 16; Participants’ Table17) 
Caregivers were asked to recall all the food and drink (excluding breastmilk) given to the child in the 
previous day, from first waking, through the day and through the night (24-hour recall method). The 
results can be seen in Table 15; 85.1% of infants had consumed porridge and 63.8% sadza; the main 
fluid consumed was water (61.7%), followed by mahewuxx (31.9%).  
 
 

                                            
xx Mahewu is a fermented non-alcoholic cereal gruel/drink made of mealie meal flour, malt and water.  It is consumed by adults and children. 
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Table 15. Types of complementary food eaten by infants in the previous 24-hours – Caregivers’ results (N = 47)  
Type of food/drink consumed by caregiver’s infant in 
the past 24 hours (not including breastmilk) 

Number of infants 
eating that type of 
food in past 24 hours 

Percentage of infants eating that food 
out of the total number of infants 
with 24-hour recall data (N=47) 

Porridge  40 85.1%  
Sadza  30 63.8% (Median age of infants eating sadza = 

20 months. Range: 6– 29 months. Median age 
of infants not eating sadza = 10 months. Range 
5 – 56 months.)  

Drinking water 29 61.7% 
Mahewuxx 15 31.9% 
Sugar as an ingredient 15 31.9% 
Salt (Total) 

- Salt as an ingredient 
- Salt perhaps medicinal as child had diarrhoea 

10 
9 
1 

21.3% 

Meat  8 17.0% 
VEGETABLES (TOTAL, including Moringa) 

- ‘Vegetables’ in general  
- Okra  
- Pumpkin (Myungu) 
- Telele  
- Tomatoes 
- Onion 
- Leaf vegetables / Tende 
- Green beans 
- Beans 

Note: numbers of sub-categories do not add up to the total as more 
than 1 type of vegetable was eaten by some infants in 24-hours. 

12 
2 
5 
2 
2 
2 
2 
2 
1 
2 

 

Moringa added (total) 
- Moringa added specifically to porridge 
- Moringa added but don’t know what in 

4 
(2)  
(2) 

8.5% 

Animal milk (Total) 
- Animal milk as ingredient  
- Animal milk as drink  

3 
(2) 
(1) 

6.4% 

FRUIT (Total) 
- Sozwe  
- Mbubu added in porridge 
- Busika (Tamarind fruit) (Total) 

- Busika in porridge  
- Busika in water 
- Busika in mahewu 

Note: numbers of sub-categories do not add up to total as more than 1 
type of fruit was eaten by some infants in a 24 hours 

12  
1 
1 
15 
(13) 
(1) 
(1) 

 

‘Leftovers’ 3 6.4% 
Tea  3 6.4% 
Mazoe (commercial orange cordial) 3 6.4% 
Cooking oil added (total) 
(Cooking oil added specifically to porridge) 

3 
(1) 

6.4% 

Peanut butter added (total)  
- Peanut butter specifically added to porridge 
- Peanut butter specifically added to sadza 

3 
(2) 
(1)  

6.4% 

Royco – gravy granules  2 4.3% 
Pumpkin seeds 2 4.3% 
Other foods mentioned once: Rice semp; Samp; Baking soda; ‘Relish’; Eggs; Soft drink; Soup. 

 
The majority of caregivers (63.8%, n=30) said that this was the normal pattern of food intake that the 
child had everyday. Of the 13 that said it wasn’t the normal pattern the reasons given were lack of food 
(n=2), child ill (n=1), or the child ate little that day (n=2), and 4 people did not give a reason or the 
reason was unclear. 
Table 16 shows that about half of the caregivers said that they do not give the same food to the infant as 
to the family, the main reason being that they add something extra to the food e.g. Busika, while 57.1% 
said that they did not alter the family foods before giving it to the infant. 
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Table 16. Complementary foods and family foods – Caregivers   
 Results from caregivers (N = 47) 
Percentage of caregivers giving their infants the 
same food as the family.         

- Do not give same food = 51.1% (n=24) Reasons include: 
infants have porridge adults don’t; adding Busika; adding 
cooking oil. 

- Yes / sometimes given same food = 44.7% (n=21) (n=17 / n=4) 
- No answer = (n=2) 

Alterations to the family foods before giving it 
to the infant 
(N=21) 

No = 57.1% (n=12) 
Yes (TOTAL) = 42.9% (n=9) 

- Yes (unspecified) n=6 
- Yes (specified answers) n=3: Add Busika; add more milk to 

infant’s food; use inside of baobab fruit to make mealie-meal. 
xxxxxxx 

In contradiction to the caregivers answers  Table 17  below shows that the participants, both as a mixed 
group and in individual focus groups, repeatedly emphasised that adults and infants all eat the same 
things and that there are no foods that are just given to infants.  They confirmed that porridge was the 
usual food of the infants and the women’s focus group, like the caregivers, also mentioned the addition 
of commodities to the porridge e.g.  peanut butter (when people could afford it), Moringa, and salt and 
sugar (see Table 26, page 39) .This may be where the discrepancy lies between the caregivers and the 
participants answers about whether there is a difference between infants’ and adults’ food, for it would 
appear that while some families share these ‘extras’, others give them primarily to the infant and when 
added to the porridge it becomes ‘infants’ porridge’. Nevertheless, in the vast majority of the 
population and the majority of the time there are no foods that are just eaten by infants in Binga.  
The  infants’ diet, along with the other family members, changes with the season as people can rarely 
afford to buy commodities from the shops so they predominantly grow their food or get it from the wild.  
Because of this reason the participants also said that they thought the types of complementary food 
given to infants would change depending on the district ward, while no evidence of this was found in 
this research the numbers obtained are too small to be able to notice any trends. 
 
Table 17. Types of complementary foods given to infants & family foods – Participants’ answers 
 Participants’ answers 

during formal and informal 
discussions  

Participants’ answers –  
women’s focus group 
discussion 

Participants’ answers – 
men’s focus group 
discussion. 

Type of complementary 
food given to infants  

Porridge mainly. 
 
Other things are given but it 
has to be soft so meat isn’t 
given but meat soup is. 
 
The type of food given 
depends mainly on what is 
available in the household 

Porridge made of maize 
meal, Moringa and water.  If 
money then add peanut 
butter but very expensive.  
This type of porridge is only 
given to babies.  
Other foods include: 
Pumpkins; sweet potatoes; 
fruit (inkula, busika, inji, 
mbubu); Fish; Eggs; animal 
milk. But not meat because 
too tough 

 

The effect of the time of 
year on the complementary 
food given to infants.  

 It depends on if and how 
much it rains.  If it rains then 
beans and groundnuts are 
available longer in the year.  
If there is little rain they 
have to rely on wild foods. 
 

October-March are the worst 
months for finding food 

The diet of the whole 
family, including the 
infant, depends on the 
season as they can’t 
afford to buy much.  
 

There is not enough food 
for everyone from 
October to January. 

The effect of the ward on 
the type of complementary 
food given to infants.  

Participants thought that 
infants in different wards 
would get other types of 
complementary food - as the 
food given depends on the 
availability in the area. 

  

The use of porridge as a 
complementary food:  

No it’s not true.  They are 
given porridge but also get 
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‘It has been said that 
infants here only get 
porridge as a 
complementary food and 
then when they are weaned 
(taken completely off 
breastmilk) only then are 
they given family foods, is 
this true?’ 

all the adults foods too.    
 
Adults do have porridge 
sometimes. 
 
Mahewu is drunk by both 
infants and adults. 
 

Adult / family food versus 
complementary food for 
infants    

All adult foods are given to 
the infants except for beer! 
People do not tend to have 
food that is just for children.  
- If they have peanut butter 
some said they would give it 
to the child others said that 
the family would share it. 

Adults and children all eat 
the same foods. 

Everyone eats the same; 
there are no foods that 
are just given to infants 
as a complementary 
food. 

 
• Special Foods (Caregivers’ & Participants’ answers Table 18)  
The majority of caregivers do not give their infants any special food either to keep them healthy (55.3%, 
n=26) or when they fall ill (38.3%, n=18) (see Table 18).  Included in the list of foods that the 
caregivers believe keep the child healthy is sadza (12.8%, n=6)); the youngest child receiving sadza to 
keep them healthy was 6 months. One person mentioned Mazoe orange (a commercial orange cordial) 
as a food that kept their infant healthy.  

xxxxxxx 
As can be seen from the table below the women’s FGD mentioned giving the infant boiled, undiluted 
goats’ milk if ill. 
 
Table 18. Foods that are given to infants when they are ill or to keep them healthy – participants.  
Results from caregivers (N = 47)  Participants’ answers 

–  women’s FGD  
Other foods given 
to infants if they 
fall ill.  
  
(Multiple answers 
were given) 

- Nothing = 38.3% (n=18)  
- Porridge =  25.5% (n=12) (1 mentioned not adding sugar) 
- Breastmilk = 19.1% (n=9) 
- Mahewu = 6.4% (n=3) 
- Eggs = 4.3% (n=2) 
- Mentioned once: Milk; Meat; Doesn’t eat / loss of appetite 
- No answer = 2.1% (n=1)/ 
- Answer not clear = 4.3% (n=2) 

Give him / her boiled, 
undiluted goats’ milk.  

Foods that are 
given to the 
infant by the 
caregiver to keep 
him/her fit / 
healthy. 
 
(Multiple answers 
were given) 

- Nothing = 55.3% (n=26) 
- Fruit (Baobab fruit (mabuyu) =1, Busika = 2, Mangoes = 2, 

Banana = 1, Pawpaw = 2) 17.0% (n=8) 
- Sadza = 12.8%(n=6) [Infants aged:6,7,24,26 27 & 33 months] 
- Breastmilk = 10.6% (n = 5) 
- Moringa = 8.5% (n = 4) 
- Porridge = 8.5% (n = 4) 
- Mahewu = 4.3% (n=2) 
Mentioned once: Vegetables; Mazoe orange cordial; Water; 
Semp; ‘Yes’ but answer not specified. 
- No answer = 2.1% (n=1) 

 

 
• Use of Moringa for infant feedingxxi (Table 19) 
Table 19 shows that 66% (n=31) of caregivers use Moringa; each of the 5 wards that data was gathered 
from had users of Moringa.  Of these users 58.1% (n=18) cooked the leaves for relish on its own or with 
other vegetables, 45.2% (n=14) mentioned that they added it to porridge.  The benefits of Moringa are 
well known with 74.5% (n=35) of caregivers stating at least one positive effect of Moringa; including 4 
of the 16 caregivers that said that said that they did not use it.  Everyone who used Moringa stated at  

                                            
xxi Moringa oleifrera is a plant that is grown locally that is regarded as having significant nutritional and medicinal benefits.  (see Annex 3 for nutritional 
breakdown).  Its leaves, pods, roots and flowers can be eaten but most people just eat the leaves after cooking like spinach.  The leaves are also often dried 
to make a powder, which is then added to any foods.  
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least one benefit of it.  The majority 
of caregivers knew of its medicinal 
benefits (51.1%, n=24) rather than 
its nutritional ones (34%, n=16), 
although approximately a quarter of 
the caregivers did not know of any 
benefits of Moringa.  
 
 
 
 
 
 
 
 
 
 
 

(ix) Dietary diversity (Figure 5, Tables 20 & 21) 
Figure 5 below illustrates the data from the 24-hour food recall (Table 15) that shows that 93.8% 
(n=106) of all meals / snacks consumed by the caregivers’ infant included porridge, sadza or both. 
(Mahewuxx which is also made out of mealie meal is very common - 31.9% of all meals/snacks) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 20 shows that 29.8% (n=14) of the infants had not received any fruit or vegetables in the previous 
24 hours, of those that did only 2 infants had received both fruit and vegetables.  When asked about 
fresh food that they ever give to their infants (Table 21), 31.9% (n=15) said that they gave nothing 
while 46.8% (n=22) mentioned at least one type of vegetable.   

 
 

Table 19.  Moringa use and perceived benefits – results from caregivers. 
Percentage of caregivers 
that use Moringa. (N = 47) 

Yes = 66.0% (n=31) 
No = 34.0% (n=16) 

How Moringa is used by 
caregivers. 
 

(Denominator is the number of 
people that use Moringa N = 
31) (Multiple answers were 
given) 

Cook leaves for relish either on own or with 
other vegetables = 58.1% (n=18)  
In porridge = 45.2% (n=14)  
Put in relish and other foods (excluding 
porridge) = 29.0% (n=9) 
Powder it = 6.5% (n=2) 

Reasons, given by 
caregivers, for the benefits 
of Moringa. 
(N = 47) 
 
(Multiple answers were given) 
 
 
 

MEDICINAL REASONS = 51.1% (n=24) 
- Protects against diseases e.g. eyes = 

44.7% (n=21) 
- Heals wounds = 2.1% (n=1) 
- Pain killer = 2.1% (n=1)  

NUTRITIONAL REASONS = 34.0% (n=16)  
- Food source e.g. relish = 12.8% (n=6) 
- Body building = 8.5% (n=4) 
- Has ‘all the nutrients’ = 6.4% (n=3) 
- Provides energy = 6.4% (n=3) 

Don’t know / no answer = 25.5% (n=12) (All 
were not users of Moringa) 

Table 20. Amount of fruit and vegetables 
consumed by infants during a 24-hour period -
Results from caregivers  (N = 47)  
  Number of infants 

eating at least 1 
type of fruit / 

vegetable in the 
past 24 hours 

% 

VEGETABLES 
(including Moringa) 
(only) 

12 25.5% 

FRUIT (only) 12 25.5% 
BOTH FRUIT AND 
VEGETABLES 
MENTIONED 

2 4.3% 

NO FRUIT OR 
VEGETABLES 
MENTIONED 

14 29.8% 

Table 21. Types of fresh foods ever given to infants by caregivers   
Fresh food 
EVER given 
to the infant.  
 
(N = 47) 
 
(Multiple 
answers were 
given) 

-  Nothing = 31.9% (n=15) 
- ‘Vegetables’ [Tonga name ‘chisyu’] in 

general = 34.0% (n=16) 
Additional specific vegetables mentioned:  

- Pumpkin [Tonga names include: 
matangazungu, mwingu] = 12.8% (n = 6) 

- Vegetable leaves =  8.5% (n = 4) 
(pumpkin leaves n=3) 

- Myungu (pumpkin family) = 6.4% (n=3) 
- Tomatoes = 4.3% (n=2) 
- Peas = 2.1% (n=1) 
- Beans/Green beans = 6.4% (n=3) 

TOTAL PEOPLE MENTIONING 
VEGETABLES = 46.8% (n=22)  
 

Pumpkin seed oil = 6.4% (n=3) 
No answer = 8.5% (n=4) 

0 20 40 60 80 100
Percentage (%)

Porridge (54%)

Sadza (38.1%)

Porridge & Sadza (1.8%)

Neither porridge or sadza (6.2%)

Figure 5.  Percentage of infants’ meals that contained 
porridge, sadza, or porridge & sadza. (Caregivers) 
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In terms of animal products, 72.3% (n=34)  of caregivers’ infants had not received any meat, fish, eggs 
or animal milk (not including breastmilk) in the previous 24 hours (Table 15, page 32).  Seventeen 
(36.2%) of caregivers’ infants had not breastfed or had any animal products in the previous 24 hours (an 
additional 2 infants of unknown breastfeeding status also received no animal protein in the previous 24 
hours).   

xxxxxxx 
The participants said that fresh food is sometimes preserved in Binga and like all other foods is given to 
infants.  Foods that are preserved include meat and vegetables, e.g. leaves of beans, okra, rape, 
chamolia and sunga.  Fruits are not preserved. 
 
(x) Reasons that this type of complementary food is given to infants (Caregivers’ & Participants’ answers 
Table 22)  
The mother mainly chooses the food for the infant (80.9%, n=38), as can be seen in Table 22. The food 
was chosen mainly because of its nutrient / health benefits (29.8%, n=14), or because the food was 
regarded as appropriate for an infant.  A relatively high percentage (19.1%, n=9) of caregivers said that 
they gave the infant what was available, however, when asked what foods people would buy if they had 
the money 21.3% (n=10) said that they did not know. Of those that did give an answer, sugar (17%), 
peanut butter (12.6%) and Mazoe orange cordial (12.6%) were the top answers. Five caregivers 
mentioned Cerelac or Cerevita (commercial infant porridge); the median age of their infants was 12 
months (range 6-28 months). Commercial infant formula was mentioned by 2 caregivers whose infants 
were 7 and 22 months old. 

xxxxxxx 
The participants confirmed the reasons given by the caregivers that food is chosen on its availability, 
perceived nutrient/health benefits and ease for the infant to eat.  They also highlighted the fact that food 
is chosen not necessarily on taste but so that it fills the infant’s stomach.  The caregivers also thought 
that Cerelac/Cerevita would be bought if people had the money. 
The way that local families in Binga acquire their food was ascertained by using proportional piling.  
As can be seen in Table 22 both the men and women’s FGD said that the majority of food was obtained 
from farming, followed by getting it from the wild.  The only difference between the men and women’s 
answers is in terms of the amount bought, when questioned on this the women’s FGD said that in fact 
they bought very little and only the necessities, but as things are so expensive they had placed more of 
an emphasis on that pile.   
 
Table 22. Reasons that complementary food is given to infants – Caregivers’ & participants’ answers. 
 Results from caregivers (N = 47) Participants’ answers during 

formal and informal 
discussions 

Person that chooses the food 
for the infant. 

- Mother = 80.9% (n=38) 
- Mother and Father = 6.4% (n=3) 
- Father = 4.3% (n=2)  
- Grandmother = 2.1% (n=1) [main guardian of child] 
- ‘All’ = 2.1% (n=1) 
- (Answer unclear 2.1% (n=1) 
- (No answer 2.1% (n=1)  

 

Reasons why this type of  
complementary food is 
given to the infant 

What is available 19.1% (n=9) 
Nutrient / health content of food  items: 

- Body building = 14.9% (n=7) 
- Gives energy = 8.5% (n=4)  
- Gives extra nutrients / health = 6.4% (n=3) 

TOTAL = 29.8% (n=14) 
Foods chosen because they are regarded as 
‘appropriate’ for an infant: 

- Baby can eat it easily 17.0% (n=8)  
- Appropriate for child’s age = 8.5% (n=4) 

TOTAL = 25.5% (n=12) 
Other reasons: 

- Baby’s favourite / choice = 6.4% (n=3) 
- Mother thinks best food for baby = 6.4% (n=3) 
- Loving foods = 2.1% (n=1) 

- Most important is that the 
food fills the tummy, the 
taste isn’t really important.  

- It makes the child healthy, 
strong and big.   

- It is what people know and 
what is available.  

- They are easy for the infant 
to swallow and digest.   
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Answer unclear = 4.3% (n=2) 
No answer = 6.4% (n=3) 

Acquisition of food by 
families in the community 
   

 
 
 
 
 
 
 
 
 
 

   

The foods that people in 
Binga district would buy if 
there were not the financial 
constraints. 
  
(Multiple answers were given) 

- Nothing / Don’t know = 21.3% (n=10) 
- Sugar = 17.0% (n=8) 
- Peanut butter = 12.8% (n=6) 
- Mazoe orange drink = 12.8% (n=6) 
- Cerevita/Cerelac (commercial infant porridge) = 

10.6% (n=5) 
- Sweets = 8.5% (n=4) 
- Bananas = 8.5% (n=4) 
- Non-food items (e.g. clothes, cup) = 6.4% (n=3) 
- Mealie meal = 6.4% (n=3) 
- Oranges = 4.3% (n=2) 
- Commercial infant formula = 4.3% (n=2) 
Mentioned once: Margarine; Milk; Cooking oil; 
Potatoes; Drink. 
- No answer = 6.4% (n=3) 

The participants said that the 
majority of the people would 
buy commercial porridge e.g. 
Cerelac, if they had the money. 
 
They also mentioned cooking 
oil, peanut butter and mealie 
meal. 

 
(xi) Amount of food given.  (Table 23) 
Table 23 shows that the caregivers estimated that the majority of the infants (51.1%, n=24) had 3 meals 
daily, however this ranged from once a day (n=4) to 8 times a day (n=1).  Five caregivers said that the 
infant got as many meals as possible or when the infant was hungry.  In order to check the data the 
caregivers’ answers on the estimated number of meals given to the infant per day was compared to the 
number of meals infants had during the 24-hour recall period.  The results can be seen in the graph 
below and confirm that overall the results are the same.  No difference in the number of meals was 
found between those infants still receiving breastmilk and those who are weaned – 3 times a day.    

Graph 4. Number of meals infant had during 24-hour 
recall compared to caregiver's estimate
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The reasons why this many meals are given to the infant can be seen in the table below.  The main 
reason given is shortage of food for infants as a whole (38.3%, n=18), as well as for the mixed feeding 
(28.6%, n=6) and weaned infants (46.1%, n=12); implying that more meals would be provided for all 
infants, including those still breastfeeding, if more food was available. 
 

Wild e.g. rabbits, wild vegetables 
& fruit 

Exchange e.g. goats for maize 

Donated (Note: food from charities is 
given only at certain times of the year 
depending on food shrotages.) 

Grown e.g. sorghum, millet , maize 

Bought e.g. salt & sugar 

33%

22%

17%

11%

17%

Women’s Focus 
Group Discussion 

44%

22%

17%

11%
6%

Men’s  Focus Group 
Discussion 
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Table 23. Number of meals an infant has in a day and reasons why – caregivers (N = 47)  
Number of meals 
infant has in a day  
(Not including 
breastfeeds)  
 
 

All infants (N=47) 
Once a day = 8.5% (n=4) 
2 x daily = 14.9% (n=7) 
3 x daily = 51.1% (n=24)  
4 x daily =  6.4% (n=3) 
5 x daily = 4.3% (n=2) 
7 x daily = 2.1% (n=1) 
8 x daily = 2.1% (n=1) 
As many as she can=8.5% (n=4) 
When baby hungry = 2.1% (n=1) 

Mixed feeding (N=21) 
Once a day = 14.3% (n=3) 
2 x daily = 23.8% (n=5) 
3 x daily = 47.6% (n=10)  
As many as she can = 9.5% 
(n=2) 
When baby is hungry = 
4.8% (n=1) 
 

Weaned children (N=26) 
Once a day = 3.8% (n=1) 
2 x daily = 26.9% (n=7) 
3 x daily = 53.8% (n=14)  
4 x daily =  11.5% (n=3) 
5 x daily = 7.7% (n=2) 
7 x daily = 3.8% (n=1) 
8 x daily = 3.8% (n=1) 
As many as she can = 7.7 
% (n=2) 

Reasons why the infant 
gets that many meals 
in a day 
 
(Some multiple answers 
were given) 

All infants (N=47) 
- Shortage of food = 38.3% 

(n=18) 
- Supplement breastmilk = 

10.6% (n=5) 
- Taught/Village practice/ 

‘supposed to’=10.6% (n=5) 
- Baby hungry=10.6% (n=5) 
- Because no longer 

breastfeeding=6.4% (n=3) 
- Mother lazy/busy/forgets 

=6.4% (n=3) 
- Help baby grow=4.3% (n=2) 
- Fill baby up=4.3% (n=2) 
- Enough food for health=4.3% 

(n=2) 
Mentioned once: Baby ill (loss 
of appetite); ‘Still young’; Give 
extra energy. 
- Answer not clear = 4.3% (n=2) 

Mixed feeding (N=21) 
- Shortage of food = 

28.6% (n=6) 
- Supplement breastmilk = 

23.8% (n=5) [Specifically 
because of ‘insufficient 
breastmilk’ n=3] 

- Mother lazy/too busy/ 
forgets=14.3% (n=3) 

- Help baby grow=9.5% 
(n=2) 

- Taught/Village practice/ 
‘supposed to’ =9.5% (n=2) 
Mentioned once: Baby 
hungry; Baby ill (loss of 
appetite). 
- Answer not clear = 4.8% 

(n=1) 
 
 

Weaned children (N=26) 
- Shortage of food = 

46.1% (n=12) 
- Baby hungry=15.4% (n=4) 
- Because no longer 

breastfeeding=11.5% (n=3) 
- Taught/Village practice/ 

‘supposed to’=11.5% (n=3) 
- Fill baby up=7.7 % (n=2) 
- Enough food for 

health=7.7 % (n=2) 
Mentioned once: Give extra 
energy; ‘Still young’  
- Answer not clear = 3.8% 

(n=1) 

 
(xii) Post-weaning foods (Table 24) 
As can be seen in Table 24 the participants said that once the infant is fully weaned (at about 1-2 years 
of age (Table 11, page 29)) there are no differences in the types or amounts of food that the infant gets.  
 
Table 24. Types and amount of foods consumed after the infant is fully weaned – participants’ answers: formal and 
informal discussion.   
Special foods once the child is 
fully weaned? 

There is no difference in the type of food that infants get once they have stopped 
breastfeeding. They just get more of the same. 

More feeds once the child is fully 
weaned? 

Some participants said the same as before, others said that the child is feeding all 
the time so it was difficult to give timings, but it wasn’t a conscious decision by 
mothers to feed more often once breastfeeding had stopped.  

 
(xiii) Infant Care Practices (Caregivers’ Table 25; Participants’ Table 26) 
The study found that the mother does the majority of the food preparation for the infant (91.5%, n=43)  
Table 25. Caregivers’ responses to questions on infant care practices  
(N = 47) 
Person who prepares the 
infant’s food.  

- Mother = 91.5% (n=43) 
- Brother / sister = 4.3% (n=2) 
- Father = 2.1% (n=1) 
- Grandmother = 2.1% (n=1) 

Person who feeds the infant 
(Some multiple answers were 
given) 

- Mother = 80.9% (n=38) 
- Parents together = 8.5% (n=4) 
- Father = 6.4% (n=3) 
- Brother / sister = 6.4% (n=3) 
- Grandmother = 2.1% (n=1) 

Reactions to the child not 
eating. 
 

- Beg the child = 40.4% (n=19) 
- Nothing/just leave the child  = 25.5% (n=12) 
- Force the child = 8.5% (n=4) 
- Breastfeed = 4.3% (n=2) 
- Child never refuses = 4.3% (n=2) 
- Take baby or food away = 4.3% (n=2) 

and she predominantly feeds the 
baby by herself (80.9%, n=38) 
(see Table 25). If the infant 
refuses to, eat the caregiver 
tends to beg the child (40.4%, 
n=19), while 8.5% (n=4) of the 
caregivers mention forcing the 
child. Therefore 48.9% (n=22) 
of the caregivers insist on the 
child eating the food provided, 
rather than changing the food 
(mentioned by 1 person). About 
a quarter of the caregivers said 
that they did nothing if the 
infant did not eat.  The majority 
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of caregivers, who gave an 
answer, said that in the previous 
24 hours the infant had eaten 
58.1% (n=50) of meals/snacks on 
their own. of meals/snacks on 
their own. 

xxxxxx 
Table 26 shows that all but one of 
the participants said that the 
family and infant’s food was 

cooked at the same time, in the same way (except for the amount of sugar and salt in some cases), with 
the infant getting ‘left-overs’ if they needed them at other times during the day.  The cooking methods of 
mothers in Binga varies, with some throwing away the water that the vegetables are cooked in and 
others letting it boil off as they believe this method  retains the vitamins in the food.   Also people in 
Binga ‘know’ that infants should have separate plates but both focus groups said that in reality this 
didn’t always happen.  The participants did not think that it was difficult keeping cups and plates clean 
as they wash them and let them dry in the sun.   
A clean water supply depends on the location of boreholes in relation to the homestead; the women’s 
FGD seemed to be more aware of the difficulties in getting clean water. The women also mentioned that 
many people in the community did not know the importance of boiling water before drinking it. 
 

Table 26. Participants’ responses on issues to do with infant care practices  
 Participants’ answers during 

formal / informal discussions 
Participants’ answers –  
women’s focus group 
discussion 

Participants’ answers –  
Men’s focus group 
discussion 

General Cooking 
practices 

- All but one of the participants said 
that all the food for the family, 
including the infant, was cooked 
at the same time – during the rest 
of the day the infant tended to get 
left-overs rather than freshly 
cooked food. 

- All food is cooked in the same 
way, whether for adults or infants. 

- Salt and sugar is added differently 
if a child is going to eat it.   

- Some throw away the 
water they have cooked 
the vegetables in.  

- Some let it boil off, in an 
effort to retain the 
vitamins in the food. 

 

Plates Children usually get their own plate 
or they might share it with other 
children or the mother.  The family 
doesn’t all eat from one big plate.  

Often mothers will share a 
plate of food with the 
infant.  Depending on what 
it is, the mother takes some 
chews it and then gives the 
infant some from her 
mouth.  

People know that infants 
should feed off separate 
plates but it doesn’t always 
happen.  

Cleanliness of cups 
and plates 

 No problem keeping things 
clean – wash things and 
dry in the sun. 

It is possible to keep cups 
and plates clean here – 
they wash them and dry 
them in the sun. 

Cleanliness of  the  
water supply 

 It can be difficult.  Some 
places have to walk an 
hour to get it and an hour 
back.  Also some people 
don’t know that they should 
boil water. 

If there is a borehole it is 
easy but some areas have 
salty boreholes and some 
are drying out. 

 
(xiv) Potential differences of Tonga households compared to each other and other ethnic groups 
(Table 27) 
Traditionally the Tonga practise polygamy and it is still a wide spread custom, the effect of this on 
infant feeding practices were investigated (see Table 27).  All the wives are treated the same by the 
husband and are given an equal portion of resources, the mother and the father are regarded as 
responsible for obtaining the food and maintaining the health of the child, (although the community has 
a role to play) and as such the resources are spread out equally between wives.  All infants are also 

- Ask for advice e.g. from HBCG = 2.1%(n=1) 
- Find a different type of food = 2.1% (n=1) 
- Answer not clear = 2.1% (n=1) 
- No answer = 6.4% (n=3) 

Infant eats alone or with 
others.  
[Data for this is from the 24-hour 
recall. Twenty caregivers gave 
answers for this question.]   
(Denominator is total number of 
meals/snacks that had an answer 
for this question = 86) 

58.1% of meals/snacks were eaten by 
themselves (n=50) 
41.9% of food was eaten with someone (n=36) 
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treated equally. Both FGDs said that infant feeding is an important issue for both men and women and 
that men would talk about these issues openly with other men, however, in terms of changing practices 
the elders would be hardest to convince. A wife will tend to cook for herself and her children, some 
wives and children will then come to eat together while others do not. The Tonga perceive the Shona to 
be better off in terms of fertile land and money and as such think that Shona infants receive better and 
larger quantities of food. 
 

Table 27. The Tonga culture and beliefs.   
 Participants’ answers 

during formal and 
informal discussions. 

Participants’ answers –  
women’s focus group 
discussion 

Participants’ answers –  
Men’s focus group 
discussion 

Polygamous households  Husband treats all wives the 
same there is no favouritism 
with first or last wife getting 
more food supplies, or 
money, etc. 
Two women were from 
polygamous families.  One 
cooked for herself and her 
children and shared it with 
the other wife and children.  
The other ate separately. 

The husband must not have 
a favourite wife or treat 
them differently. 
 
 
Each wife cooks enough 
food for herself and her 
children, some wives then 
eat together, others do not. 

Responsibility of the health / 
food of the infant. 
 

 Mother and father are both 
responsible, but in practice 
the father has control of the 
money and so he has 
control.  But once the father 
has given the mother money 
then she has control to buy 
whatever food she wants. 

The community is 
responsible.   
But when it comes to the 
getting food and the health 
of the child the mother and 
father have to make the 
decisions together.   

Infant feeding – women’s 
business, men’s business, or 
both? 

 Both, mother and father 
would discuss it together.  

Both as it is important to the 
family.   
Men do speak to each other 
about such issues in the beer 
gardens and talking about 
exclusive breastfeeding and 
children’s food could be 
done quite openly.  It 
wouldn’t be regarded as 
‘women’s business’.    
(Elders would be the hardest 
to convince about changing 
traditional infant feeding 
methods.) 

Potential differences in the 
way infants are treated (in 
terms of preferential food 
allocation) in the same 
family.    

- First born child is not treated any 
differently than any other child. 

- Both male and female children are 
treated the same way. 

- The children of one wife are treated 
the same as the others. 

Perceived differences 
between the way that the 
Tonga and Shona  feed their 
infants 

There is a difference.  The Shona live 
on fertile land with more rain while the 
Tonga people live in hot/poor areas 
and have no money.  So the types of 
food are different and the amounts.  
Also they can afford to buy things from 
the shops for their children. 

 
(xv) Advice and support on infant feeding (Caregivers’ & Participants’ answers Table 28 & Table 29)  
Table 28 shows that the main place where caregivers got advice was from the health centres and nurses 
(44.7%, n=21), although over a third of women (36.2%, n=17) said that they did not get advice from 
anyone.  Family members were mentioned by 12.8% (n=6) of caregivers.  The caregivers said that the 
advice given was mainly on hygiene (e.g. washing hands and utensils) (20%, n=6) and ‘proper’ infant 
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feeding practices (20%, n=6); the latter being taught by nurses and VHWs. Breastfeeding advice was 
mentioned by 5 caregivers, of these 2 received this advice from clinic and nurses and 2 from VHWs 
who promoted exclusive breastfeeding. Five caregivers mentioned specific foods that they had been told 
to give to infants by nurses at the clinic or hospital. While one of these people mentioned that they 
could not give their infant this food due to expense, most of the advice (76.7%, n=23) was acted upon.  
 
In terms of who made the decision about when to first give food/fluid, other than breastmilk, to their 
infants and when to start to wean it appears that the mothers decided primarily on their own, while 
others made the decision along with her husband (see Table 28). While nurses and VHWs were 
mentioned as advising some caregivers on when to give the first food/fluid to the infant, they are not 
mentioned at all as being a source of advice about when the caregiver should start giving 
complementary foods regularly and weaning the child.  
 

Table 28. Sources of advice on infant feeding and actions taken – caregivers & participants. 
 Results from caregivers (N = 47) Results from participants’ 

questionnaire (N = 18). 
- Clinic / Hospital = 83.3% (n=15) 
[Clinic/Health Centre = 66.7%  (n=12); 
Hospital = 16.7% (n=3)] 
- VHW = 11.1% (n=2) 
- No where = 5.5% (n=1) 

Sources of advice pregnant 
women or mothers get about 
infant feeding.  

- Clinic / Hospital / Nurse = 44.7% (n=21) 
- No one = 36.2% (n=17)  
- Village Health Worker = 17.0% (n=8) 
- Grandmother = 4.3% (n=2) 
- Elderly = 4.3% (n=2) 
- Family / Mother-in-law = 4.3% (n=2) 
- Books & school = 2.1% (n=1) 
- Employees = 2.1% (n=1) 
- Home-based care giver = 2.1% (n=1)  
 

 
(NOTE: Multiple answers were given by 
caregivers) 

Sources of advice if a mother were 
having problems breastfeeding or 
feeding their infant:  
- Clinic/Hospital = 88.9% (n=16) 
[Clinic/Health Centre = 65.0% (n=13); 
Hospital = 15.0% (n=3)] 
- VHW = 20.0% (n=4) 

Advice given.  
 
(Multiple answers were given) 
 
(Denominator = number of 
carers given advice by some 
one else = 30) 
 
 

- Hygiene = 20.0% (n=6) 
- ‘Proper’ infant feeding practices = 20.0% (n=6) 
- Breastfeeding = 16.7% (n=5) 
- Improving the nutrient quality of complementary food, 

16.7% (n=5) with:  
o Eggs (n=2) 
o Porridge (n=5) 
o Adding Moringa to porridge (n=3) 
o Adding peanut-butter (n=1) 

- Give body building foods = 10% (n=3) 
- Give food at right age = 6.7% (n=2)  
- Give food for bones = 3.3% (n=1) 
- Feed nutrient rich foods = 3.3% (n=1)  
- Answer not clear =10% (n=3) 
- No answer = 6.7% (n=2) 

 

Advice acted upon. 
 
(Denominator = number of 
carers given advice = 30) 
 

- Yes = 76.7% (n=23) 
- No = 6.7% (n=2) [Forgets to follow the advice / 

Recommended to use peanut butter and eggs as 
complementary foods but does not have the money.] 

- Some = 6.7% (n=2)  
- No answer = 10% (n=3) 

 

Identity of person who 
advised the caregiver to give 
the infant his/her FIRST 
food/fluid other than 
breastmilk  

- No one / parents decide themselves = 52.6% (n=10) 
- Grandmothers/ old women = 26.3% (n=5) 
- Nurses = 10.5% (n=2) 
- VHW = 5.3% (n=1) 
- Everyone = 5.3% (n=1) 

 

Weaning Advice: Sources of 
instruction that the infant 
should start regularly eating 
complementary foods 
alongside breastmilk  
 
 

- Mother decided on own= 68.1% (n=32) 
- Parents together = 12.8% (n=6) 
- Grandmother = 8.5% (n=4) 
- Father = 4.3% (n=2) 
- Elders = 2.1% (n=1) 
- Aunt = 2.1% (n=1) 
- Baby-led weaning = 2.1% (n=1) 

 

 
xxxxxxx 
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Participants confirm in Table 28 that clinics and hospitals are the main source of advice for women on 
matters of infant feeding and are a resource for mothers if they are having any problems. However, as 
can be seen in Table 29 when asked about who ‘teaches’ the mother about infant feeding then her 
mother and parents are regarded as the main source, together with other female family members 
(although not other wives of the same husband) and  especially, according to the male focus group, the 
elderly women. Moreover, in terms of who actually makes the decision on infant feeding practice the 
husband has an equal say, if not more, depending on the level of knowledge of the mother and whether 
the father is present when the infant is being fed. 
 
Table 29. Participants’ comments on who ‘teaches’ mothers about infant feeding in Binga and actors in the 
decision-making process.  
 Participants’ answers Participants’ answers –  

women’s focus group 
discussion 

Participants’ answers –  
Men’s focus group 
discussion 

Who teaches mothers about 
how to feed her children? 

Mainly learns from her 
mother and parents.  
Sometimes mother-in-law, 
especially if she lives with 
the family.  Other female 
family household members 
are helpful at times but it 
depends on the family.   
In polygamous families 
wives do not tend to copy 
each other’s practices, help 
or advise each other. 

 The elderly in the 
community who brought 
their children up this way 
e.g. drying and grinding 
pumpkin seeds to make a 
type of ‘cooking oil’ 

Who makes the decisions 
on infant feeding practices 
– length of breastfeeding, 
introduction of other foods, 
etc? 

 Mother and father discuss 
it and make it together. 
When probed some said 
that they would do what 
they thought regardless of 
the father as they now knew 
the facts and benefits of 
exclusive breastfeeding, 
etc.  However, they said if 
people didn’t know the 
facts then they would do as 
the husband said as they 
would think he knows best. 

Although the father’s word 
is final in the Tonga 
culture, the mother spends 
most of the time with the 
baby and the father is away 
and so in practice the 
fathers do not really have a 
say. 

 
(xvi) Potential impact of increased HIV testing facilities (Caregivers’ & Participants’ answers Table 30)  
As can be seen in Table 30, 76.6% (n=36) of caregivers said that they would have an HIV test if there 
was the opportunity.  Of those 19.1% (n=9) who said that they would not, 4 people mentioned the 
psychological trauma and fear leading them to commit suicide, while 3 caregivers said that their 

partners would 
not want them to 
do it.   

xxxxxxx 
This contrasted 
with the 
participants who 
said that although 
they 
recommended 
having an HIV 
test to others, in 

reality they would not have one as they were too frightened. The nurse facilitator from Binga Hospital 
concurred and said that although many health workers advise clients to have HIV tests many are too 
scared to actually have it themselves.  She said people were afraid as ‘nothing could be done’ and so 
they would have extra worry and die soon anyway.   

Table 30. Factors involved in the decision to have an HIV test 
 Results from caregivers (N = 47) Participants’ answers 
If you could get 
an HIV test 
would you? 

Yes = 72.3% (n=34) 
No = 19.1% (n=9) 
Already tested = 4.3% (n=2) 
No answer = 4.3% (n=2) 

Most said that they 
wouldn’t. 

If not, why not? 
(Denominator  
N = 9)  

Partner/husband doesn’t want her to = 
33.3% (n=3) 
Cause trauma (psychological/unsettled) = 
22.2% (n=2)  
Fear of committing suicide = 22.2% (n=2) 
Just doesn’t want to know = 11.1% (n=1) 
Afraid = 11.1% (n=1) 

They said that they were 
afraid to find out. 



 43

 
NOTE: This idea that nothing can be done stems, in part, to the fact that there are no ARVs available in 
Binga (or Nyaminyami) (see Table 31).  Moreover, while HIV+ people in Binga can register with 
DAAC and become eligible for food parcelsxxii demand outstrips supply. In November 2005, 393 people 
were registered with Binga DAAC (out of a population of 120,000) but only 117 food parcels are 
available monthly.   
 
Table 31. Availability of ARVs in Binga and Nyaminyami (Source: Key informants in Binga and Nyaminyami) 
 Binga  Nyaminyami 
Availability of 
ARVs in the 
district 

There are no ARVs due to staffing problems 
and no CD4 counting machines.  Nearest place 
is Hwange. 

There are plans for an Opportunistic infections 
clinic (that deals with ARVs) in Binga for early 
2006. 

There are no ARVs in the district.  Got to go 
to Chinhoyi which is a ZACH mission 
hospital or to Kariba town. 

Availability of 
nevirapine at the 
hospital   

Nevirapine syrup for babies ran out a long time 
ago at Binga District Hospital and despite 
requesting more no stocks have arrived. 

It is available at Siakobvu Hospital. 

 
(xvii) Options for feeding infants of HIV-infected mothers in Binga (Table 32) 
The participants said that traditionally, if a mother was unable to breastfeed or died, the baby would be 
fed by a wet-nurse (Table 33).  However, due to the threat of HIV this practice ceased and now babies 
are given boiled, undiluted cow or goats’ milk, or porridge.  Tables 32 and 33 show the thoughts of the 
participants on the various attitudes and options open to an HIV+ mother.   
 

Table 32. Participants’ comments on issues to do with HIV in the community and for HIV+ mothers, 
during formal and informal discussions.  

Why do HIV+ women still breastfeed? - Stigma if they stop 
- Breastmilk helps stop infections 
- No other food to give their children 
- They have information and believe it’s the safest thing to do. 

Should the community be told that there 
is the HIV virus in breastmilk? 

The 2 facilitators on the course did not want the participants to tell 
the community about HIV in breastmilk as they feared that the 
community would stop breastfeeding because of it.  However, 
people on the course thought that it was better to tell people the 
truth. 

Should all women be taught about 
breastmilk substitutes, with the risk of 
spill-over? 

Participants thought to stop spill-over people should be told that 
the reason that they are formula feeding is because they are HIV+ 
so that they should be supported but not copied.  However, others 
pointed out that the mother may get stigmatised.   

 
(xviii) AFASS of different infant feeding options (Table 33) (Note: Also see Table 1 (page 12) for issues on 
safety related to hygiene and water supplies)  
During the workshop the different infant feeding options potentially available to HIV+ mothers were 
explained.  There was also the opportunity to have a practical session in which participants were split 
into groups and using a fire and items that are available in their communities, were asked to make 
breastmilk substitutes using full-cream powdered milk, full-fat animal milk and infant formula.  This 
meant that the participants got first hand experience of the problems, time, resources and costs it would 
take to make BMS for the infant.  The results of both the participants’ discussions on various infant 
feeding options and the authors observations on the practical can be seen in Table 33. 
The participants thought that the most acceptable and feasible infant feeding option for an HIV+ infant 
was modified animal milk as animal milk is already given to orphans and formula is too expensive.  
During the practical the participants were surprised at how long it took to make modified animal milk 
but still thought it was the best option.  Wet-nursing was the second most popular overall, indeed some 
women in the communities were very interested in volunteering, despite the need for HIV testing and 
having to ensure that she did not become infected during the breastfeeding period.  However, the slim 
possibility that an HIV+ infant could give an HIV- wet-nurse the virus was a concern.   
                                            
xxii There is a set ‘Food Basket’ that consists of peanut butter, mealie meal, cooking oil, honey, beans and salt 
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Expression and heat-treating breastmilk obtained a mixed reception by the participants; it was accepted 
during the workshop itself, but during informal talks people talked of expression as being ‘illegal’. No 
participant knew anyone that had been taught expression or had done it.  Men also said that they would 
not eat from a pot that breastmilk had been in. Participants thought that it was feasible but there are 
still issues around acceptability. 
 
Table 33. Participants’ thoughts and author’s observations on different infant feeding options for HIV+ mothers in 
Binga (Method used: formal and informal discussions and a practical exercise) 
Expressing: 
Have you been taught 
to express? 

None of the women had been taught, although they were all mothers. No men knew of anyone 
being taught. The maternity nurse facilitator, on the course, said that mothers are meant to be 
taught these days but pressures of staff may mean that some miss out. 

Do people express milk 
in your community? 

Direct translation from Tonga: ‘NO! IT IS ILLEGAL’.  This reaction was completely different 
from what it had been previously when discussed in class.  I asked why and they said that as 
they now knew about it then it would be acceptable to teach the community, but it appeared that 
they might have been holding back their true feelings about this option during the workshop.  

AFASS  of expressing 
and heat-treating 
breastmilk 

- Group thought it was feasible but would take time to be acceptable. 
- Men said that they would not eat from a pot that had been used to heat expressed milk, but 

the women said that they would buy another pot especially for it. 
- If the husband said ‘no’ the women said that they would try to discuss it and explain, but if 

that did not work they would do it anyway. 
- During a later discussion about options, the course participants said that a mother 

wouldn’t be able to express in public or people would know her status, hence it is not an 
easy option. 

AFASS  of modified 
cow/goats’ milk 

The participants thought that this option was acceptable and feasible, except for access to 
micronutrients (people said that they would either not use them, or they would ask the hospital 
or clinic for them.).  They already use cow and goats’ milk but don’t modify it.   
However, cows don’t give milk all year round; goats can but only if you have enough of them. 
The problem is that people do not have the animals, nor do they have a tradition of nanny goats 
and so the goats do not produce as much milk as they could. 
 

During the practical it took groups approximately 25 minutes to prepare one feed of modified 
animal milk from start to finish.  Problems were experienced by the group in (i) accurate 
measuring; most homes do not have measuring jugs and so plastic bottles with approximations 
would have to be used (ii) forgetting to boil water and (iii) hygiene 

AFASS  of commercial 
infant formula 

Thought acceptable but not feasible as too expensive. 
 

During the practical it took groups approximately 10 minutes to prepare one feed – with the 
need to boil the water, etc.  As a measuring spoon is provided in the container they did not have 
problems with measuring.  The participants were amazed at the amount of infant formula that 
was used and how few feeds could be obtained from one tin. 

AFASS  of ‘wet-
nursing’  

Thought it was a very good idea, especially as it was done traditionally and they know 
breastmilk is good for babies. After the first half of the workshop the participants went back to 
their communities and gave talks about what they had learnt so far, apparently the communities 
were very positive about wet-feeding with some women even wanting to know how to volunteer.  
However, the participants had not realised that there was a possibility that an HIV+ infant 
could transmit the virus to the wet-nurse.  When this is highlighted in the community people 
may change their mind.  
Other potential problems highlighted are:  A mother gets her status in the community through 
breastfeeding and respect from the child when they are older as she breastfed them, this may be 
lost.  Also, if the mother is still alive, even with HIV, some communities would not accept it.    

AFASS of a special 
complementary/ 
weaning food similar 
to Binga power 
porridgexxiii 

Women’s focus group: Thought it was a good idea, they would use it. 
Men’s focus group: Thought it was a good idea but were worried about money 

 
- Over 6-month-old options: 
As can be seen from Table 33 above, the participants like the idea about having a special 
complementary food for infants over 6 months old.  Binga power porridge has been used in the area for 
some years and so people know about it and are very open to using something similar for 
complementary feeding.  However the men’s focus group did express concern about how much it would 
                                            
xxiii Binga Power Porridge is composed of maize, groundnuts, beans and sugar (Moringa powder has also been added since 1996).  In 1992 they started 
giving it to recovering malnourished children (either as the porridge or as ingredients) as a take-home ration when discharged from Binga District Hospital. 
At present, due to a lack of resources, it is not distributed but caregivers are given the recipe and encouraged to make it at home. 
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potentially cost, either to buy it ready made, or the ingredients.  There was also enthusiasm in the FGDs 
about learning how to make better complementary foods using local ingredients.  Although some 
nutrition issues are covered at school and on other courses, participants felt that specific education on 
infant feeding would be useful.  
 
(xix) Results: Additional information from key informant health workers in Binga (Table 34) 
The table below details the additional information provided by health workers in Binga.  It illustrates 
how under staffing and transport difficulties have meant that mothers do not get the information on 
infant feeding during ANC, at delivery, or in their communities, from qualified nursing staff that they 
require.  It is the VHWs, CBCs, TBAs and TMs that provide the health education and support that 
mothers need after birth and through into the complementary and weaning periods.  There is a shortage 
of resources in terms of reference material for nurses, IEC material for caregivers and Child Health 
Cards.  For HIV+ mothers, infant formula is being provided free. 
 
Table 34. Health workers’ comments on issues related to infants in Binga  
Aspect related to infant 
feeding 

Information provided 

Advice on infant feeding • Mothers should come to ANC classes once a month until 8 months & then weekly to term.  
Classes should cover exclusive breastfeeding for 6 months, hygiene, health education, 
VCT, maternal nutrition, etc.  But there is often only 1 member of staff to cover the whole 
of maternity so not all the syllabus may be covered.  Complementary foods & weaning are 
mentioned as part of ANC but not covered in detail. 

• If infants are born in hospital they only stay 24 hours.   
• After 10 days infants come back to hospital or go to a RHC, mainly to check on hygiene, 

breastfeeding & immunity schedule. It is commonly thought that mothers would have 
learnt about infant feeding during ANC, or while at hospital, so this aspect is not routinely 
talked about at this appointment. 

• Expression should be taught routinely but is not always done because of lack of staff. 
• VHWs are very important as are CBCs because they live in the community & so have 

influence on people. 
• TBAs & TMs are important & have regular meetings in the district wards with health 

workers.   
• Child care: A number of health workers commented on the fact that most mothers in Binga 

district have little knowledge about constructive playing with infants and reasons why 
babies cry, other than hunger.  When told what to do mothers have reportedly asked 
‘Why?’ and said that they were ‘too tired to play’.   

Outreach services /  
EPI in area / 
Health Education 

Things are very difficult due to a lack of transport & fuel.  The health service is becoming 
more & more reliant on NGOs for assistance to get into the communities. 
• Community nurses activities are restricted  
• EPI teams do not go out now because of transport difficulties.  They used to do 

immunisations & at times give health education sessions, which may have included 
information on infant feeding.  

• EHTs (sometimes with the nurses) go out & give talks to groups in the district about lots 
of different aspects of health, including food hygiene.  They have motorbikes & so are 
mobile & not as restricted by transport difficulties 

Feeding of infants of 
HIV+ mothers / Infant 
formula  

• The main points of the ‘International Code on the Marketing of Breastmilk Substitutes’xiii 
are written on a poster and are on the wall in the maternity department.  

• Infant formula is not promoted unless the mother is HIV+, whereby the hospital gives the 
mother free infant formula (the hospital gets it from DAAC or CADEC).  4 tins are now 
given out at one time, as people cannot get to the hospital very often, & a register is taken 
of recipients, but no follow-up is done.   

• The maternity nurse said that in reality few HIV+ mothers exclusively breastfeed.  They 
prefer using infant formula as people in the community will think that they have money or 
is simply doing the ‘best’ for their child, while if she uses cows’ milk people are likely to 
realise that she is HIV+. 

• When asked, a nurse said that they would advise an HIV+ mother to stop breastfeeding (at 
about 3 months) and feed the child with ‘porridge and other weaning foods’.  

Complementary foods • Typically the health worker advises the mother to give the infant maize-meal porridge (but 
to be careful over its thickness) & add Busika (for vitamin C) & baobab fruit. Caregivers 
are also told about Moringa, eggs, groundnuts & fish e.g. Kapenta & Bream.  

• Nutrition gardens are promoted in the community by SC (UK) & others but the food 
grown is often sold in order to get money to buy necessities from the shops rather than 
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eaten by the family or the infants.  
Malnutrition The master Child Health Card shows that infant’s weight / age starts to falter around the 

weaning period. See pages 18-19. 
Health workers training 
& resources. 

Nurses learn about infant feeding during their basic training, while midwives have 
additional training during their midwifery further training in PMTCT or breastfeeding is 
optional.  The nurse aids do not receive training in breastfeeding.  There is no resource 
library for nurses. (see Table 5, page 21) 

IEC Material  The maternity department have no leaflets or information booklets to give to mothers.   
Information including leaflets & posters are needed in Tonga.   

Child Health Cards / 
‘Road to Health’ cards   

Mothers are supposed to get them either at hospital or at the clinic, if the baby is born there.  
If born at home, the mother has to take the child to the clinic or hospital & get her card.  
However, they are in the process of being updated (page 75) and so stocks have run out.  
Updated Child Health Cards: The new cards will require the health worker to record HIV 
related information such as whether nevirapine, ARVs and cotrimoxazole are taken, as well 
as information on current infant feeding practices, at each follow up session.  It also advises 
mothers to give only breastmilk for the first 6 months and then to continue to breastfeed up 
to 24 months or beyond unless counselled otherwise by a health worker. 

 
3.4. RESEARCH ON INFANT FEEDING PRACTICES IN NYAMINYAMI (Table 35)  
Due to a lack of time it was not possible to undertake an in-depth research study in Nyaminyami, as was 
conducted in Binga.  However, as can be seen from the table below the key informant interviews 
conducted with health workers in Nyaminyami (Annex 8) corroborate the Binga findings.  The main 
findings on the current infant feeding practices and related information can be seen in the table below: 
 
Table 35. Health workers’ comments on issues related to infants in Nyaminyami 
Aspect related to 
infant feeding 

Information provided 

Responsibility of the 
child 

In the 4 SC (UK) operational wards in Nyaminyami the mother is mainly responsible for the 
infant.  However in other areas of Nyaminyami the father is responsible.  Traditionally the 
brother of the wife would take care of his sister & her children. 

Breastfeeding  All mothers breastfeed.  However, traditionally mothers give a light porridge soon after 
delivery ‘so the way is cleared’.  Then regular complementary foods are given after 4 
months of age. 

Problems with 
breastfeeding. 

Caregivers would tend to go to the VHW or to the clinic.  Recently there has been an 
increase in the number of breast abscesses being seen at the hospital. 

Advice on infant 
feeding  

• ANC classes cover the basics of breastfeeding but not all women come to them & fathers 
never come.  Infant formula is discouraged due to hygiene concerns but mothers in hospital 
are informed about goat/cows’ milk. Expression is not taught to mothers 

• If infants are born in hospital they only stay 2-3 days as there is a shortage of food in 
hospital, or 4 days at a clinic.   

• There used to be FCH clinics where mothers would bring infants for health checks, 
vaccinations & obtain advice on infant feeding including complementary feeding.  
However, due to staff shortages these have been incorporated into out-patients. 

• VHWs are very important in their communities, but are de-motivated as there are delays in 
their allowances from the government. They are taught about infant feeding by nurses. 

• TBAs & TMS are also important but only in the initial period.  
Outreach services / 
vaccinations in the 
community /  
Nutrition education 

• VHWs are the main source of care & advice for mothers & infants, although if there is a 
problem mothers would go to the clinic.  There used be outreach clinics but they were 
cancelled because of lack of vehicles & fuel.   

• There also used to be access to infants when they got their vaccines at 3, 4, 5, 9 & 18 
months however because of transport problems these have also slipped. 

• Nutrition education is given to the community when possible involving the nutrition 
assistant at Siakobvu Hospital, nurses & EHTs, but this is rare due to transport constraints. 

Feeding of infants of 
HIV+ mothers / Infant 
formula. 

DAAC has recently started supplying the hospital with infant formula supposedly for the 
feeding of infants >6 months old; however the type of formula given was Lactogen 1, which 
is not suitable for older infants.  The record book showed that only 1 tin of Lactogen 1 
formula had been supplied to date & that was to a 2-year-old malnourished infant. 

Complementary foods • Caregivers in Nyaminyami do not have special complementary foods for infants; they just 
give infants food from the family pot.   

• Typically health workers advise to start giving the infant complementary food at 6 months.  
They recommend giving the infant porridge with peanut butter & cooking oil, or mashed 
pumpkins with milk. People tend to make ‘Sega’, a porridge using Busika.  They also use 
baobab fruit. 
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• Moringa is not generally eaten in Nyaminyami, it is grown in some areas but the 
communities are not aware of its benefits.  

• Nutrition gardens are promoted in the community by SC (UK) & others but the food grown 
is often sold in order to get money to buy necessities from the shops rather than eaten by 
the family or the infants. 

• Although aware that infants should have their own plate in practice they do not. 
Malnutrition The master Child Health Card shows that infant’s weight / age starts to falter around 8-9 

months. (See pages 18 & 19) 
Health workers 
training & resources. 

Nurses learn about infant feeding during their basic training & midwives have midwifery 
training. 2 nurses at Siakobvu Hospital had had further training in PMTCT.  The nurse aids 
do not receive training in breastfeeding. There is no resource library for nurses. (see Table 5, 
page 21) 

IEC Material There are no leaflets for mothers to take home, there used to be leaflets on breastfeeding & 
the food square but they have now been used up.  It would be useful to have leaflets in 
Tonga for the 4 SC (UK) focus wards.   Information in the form of drawing for the illiterate 
& posters would also be useful. 

Child Health Cards / 
‘Road to Health’ cards   

If the baby is born at hospital or in the clinic mothers get them then.  If born at home, the 
mother takes the baby to the clinic or hospital for a check up & obtains her card then.  
However, the Child Health Cards are being updated (see page 75) so stocks ran out some 
time ago; pieces of exercise books are used instead. 

 
3.5. Limitations of the research:  
This research has a very small sample size and although random, in the sense that the participants on the 
course were from 5 different wards in Binga and had a free choice in the caregivers they questioned, the 
results are not representative of Binga district.   
The main problems with this research were a lack of time and issues with translation. Due to time and 
staff limitations it was not possible to double translate and properly field test the questionnaires used by 
the participants.  Despite going through the questions and checking that the participants understood the 
question and the reasoning behind it, when the answers were returned there had obviously been some 
misunderstandings in terms of the question being asked.  This problem was exacerbated by the fact that 
it was not possible to translate the participants’ homework straight away and so the answers could not 
be clarified with the participants. Moreover, the translator had some problems with translation as there 
are different dialects in Tonga. These reasons meant that some data had to be disregarded.  
The course participants were successful as interviewers – they all did the work, enjoyed the task and felt 
like they were participating in something to help their communities. However, it is interesting to note 
that many participants had the same problems as found by outside interviewers; despite explaining what 
they were doing, some caregivers still anticipated that the questions were a prelude to food distribution 
and the participants even received gifts from some caregivers in an attempt to try and ensure that their 
name was on the imagined list.  
Despite these problems by triangulating the information from the caregivers, participants, health 
workers and other key informants the accuracy of the information was confirmed; hence the study’s 
findings can be used to guide programming decisions.  
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4. THE SOLUTIONS - Discussion 
4.1. FEEDING OF INFANTS < 6 MONTHS OF AGE 
4.1.1. Breastfeeding: 
This research confirmed that the Tonga in Binga and Nyaminyami have the same breastfeeding trends 
as found elsewhere in Zimbabwe; that breastfeeding is the norm, but exclusive breastfeeding is rare.  In 
the main, other foods/fluids than breastmilk, were found to be first introduced to infants at around 3-4 
months of age (although the youngest age was 1 week) as was the commencement of giving infants 
regular complementary food alongside breastmilk (initiating weaning); much less than the 6 months 
promoted by the Zimbabwe government.  The duration of breastfeeding was found to be between 1-2 
years old, less than policy guidelines and less than the UNICEF study in Binga of 2-3 years77,69. 
 
The international and national advice for HIV- mothers, for mothers of unknown status and for HIV + 
mothers (who wish to breastfeed) is to exclusively breastfeed for 6 months (or for HIV+ mothers until 
an alternative is AFASS) and yet this study highlights that this is not happening in practice, leading to 
the risk of infant morbidity and mortality.  As mentioned earlier, breastfeeding is universally recognised 
as one of the most important interventions for child survival, saving at least 1.3 million lives worldwide 
per year10.  It is especially important in areas like Binga and Nyaminyami who have the highest HPIs, 
the third and first highest HDIs respectively in Zimbabwe, and where factors such as lack of clean 
drinking water and poor sanitation mean that BMS pose a high risk for infants39.   
 
Modelling clearly shows that ‘any change to artificial feeding [from breastfeeding] in response to HIV 
infection in poorer countries would increase child mortality’ and morbidity8. In Mozambique79 a 
simulation model80 was used to determine the risks (infant morbidity and mortality) of HIV+ mothers 
not breastfeeding compared to other feeding options.  In terms of HIV free survival, it found that 
exclusive breastfeeding for 6 months is safer than no breastfeeding whenever IMR is higher than 57 per 
1000.  Moreover, they found that even breastfeeding as usual for 24 months was safer than no 
breastfeeding when IMR is >100 per 1000.  While this study was done in Mozambique the results have 
implications for Zimbabwe where the IMR is 78 and increasing3. In Binga the IMR is 64.1540, while in 
Kariba rural IMR is 99.0841 so modelling would imply that exclusive breastfeeding for 6 months is the 
safest method of infant feeding in this environment, regardless of the HIV status of the mother.  
 
At present the use of BMS is very low in the Valley, with only 1 of the participants knowing someone 
who used infant formula, and that was given alongside breastmilk to ‘fatten up’ her child.    Although 
infant formula is available, it is very expensive at Z$410,000 a small tin (November 2005) in Binga 
town and hence is out of reach of most local Zimbabweans (a loaf of bread cost Z$50,000). The other 
BMS used is boiled fresh (unmodified) animal milk (sometimes along with porridge), which is used for 
orphans instead of traditional wet-nursing, which ceased because of fears of HIV.  Statistics for the 
number of maternal orphans and therefore the number of infants receiving animal milk as a BMS are 
not available. A SC (UK)/DAAC study81 in 2003 determined that in Sinampande and Dobola wards in 
Binga, 24.8% and 9% of the child population was orphaned respectively, while in Negande and Mola 
wards in Nyaminyami, the figures were 18.8% and 17.9%; however these figures are not broken down 
to show the number of maternal orphans.  Still, a nationwide study in 2003 found that 6% of infants <6 
months had lost their mothers59 and there is evidence that this number is increasing.  For example, if the 
Binga District Hospital records for the distribution of free infant formula for orphans and HIV+ mothers 
is studied, it shows that while only the occasional tin was distributed in the last 2-3 years, from 
September 2005 to December 2005 formula was given to 10 new cases.  It is unfortunate that the 
register only records who the formula is given to with the number of tins and not the reason why it is 
being given as this increase could be partly due to more people knowing about the distribution31, 
however, all key informants thought that there is an increase of orphans and HIV+ mothers in the area.  
With an increase in orphans, HIV+ mothers, and the distribution of free infant formula by Binga and 
Siakobvu hospitals and community nurses, there is no doubt that the use of BMSs in the area will 
increase.   
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Nevertheless, this study also found that many mothers in the valley would continue to breastfeed even if 
they were HIV+ as: they would face stigma if they stopped; breastmilk helps stop infections; they have 
no other food to give their children; and because they have made an informed choice that it is the best 
thing for their infant.  However, this choice is not without its risk; figure 1 (page 10) illustrates the 
many risk factors for HIV transmission from an HIV+ mother during breastfeeding, one of which is 
mixed feeding.  Studies have shown that exclusive feeding can mitigate this risk and exclusive 
breastfeeding for 6 months is also recommended for infants of HIV- mothers and those of unknown 
status, due to it providing the best support for an infant to grow14,17.  Yet despite the policies and health 
workers advising both HIV+ and HIV- mothers to breastfeed exclusively this is not happening; indeed 
mixed feeding is the norm.  This study looked at some of the constraints to exclusive breastfeeding for 6 
months and found that they are primarily related to poor or lack of: Advice, Knowledge, Child Care and 
additionally Fear.   
 
4.1.2. Constraints to exclusive breastfeeding. 
(A) ADVICE: Correct and timely advice and education are fundamental in providing mothers with the 
tools to make decisions concerning the way she feeds her infant.  In this study the caregivers stated that 
the main source of advice on infant feeding was from the health centres and nurses (44.7%) and the 
participants’ concurred with this finding.  During interviews the nurses said that most education on 
infant feeding issues is done during ANC, however the study highlighted a number of problems with the 
ANC services.   
 
In both Binga and Nyaminyami the chronic lack of staff means that the ANC syllabus cannot always be 
covered, moreover the increasing transport problems means that mothers are also unable to regularly 
attend the classes (they should attend monthly to 8 months and then weekly to term).  The other 
opportunity available to teach mothers about infant feeding is after birth however, due mainly to 
transport constraints, an increasingly large number of women are giving birth at home.  Even those that 
do deliver in hospital, or RHC, are discharged in as little as 24 hours after delivery, leaving little time 
for the over-stretched staff to teach mother about infant feeding and ensure that she has no problems or 
concerns about exclusively breastfeeding for 6 months.  For mothers who give birth at home, although 
they visit the clinic for a check-up, there is even less opportunity to ensure that they have the confidence 
and skill to exclusively breastfeed for 6 months.  After this initial period the contact between nurses and 
mothers diminishes; especially nowadays due to the health services having a lack of transport and fuel, 
which means that the FCH and the EPI clinics, together with community visits have all but stopped.  
Moreover even if a mother is seen, infant feeding issues may not be covered, as nurses admit that they 
expect most mothers to know about infant feeding issues by this time [Source: Key informants].  
 
Figure 1 (page 10), shows that promoting exclusive breastfeeding is only one way to reduce the risk of 
HIV transmission from mother to infant through breastfeeding, other factors such as breastfeeding 
technique, etc, means that health workers need to have good knowledge and skills in breastfeeding. 
While there is no doubt that the health staff in the Zambezi valley are dedicated, they do not have access 
to the levels of training and resources that are necessary for providing excellent infant feeding advice 
due to financial, staffing and transport issues.  Moreover, the advice by health workers and other 
members of the team that support mothers, needs to be accurate, up-to-date and given in the right way; 
merely telling mothers to ‘exclusively breastfeed’ is not enough.  Figure 2 (page 11) shows different 
elements that are vital in making this happen, two of them are: 
 
•    Support, Education & Counselling: In order to improve exclusive breastfeeding rates there is a need 
to ensure that the mothers receive a comprehensive education and counselling programme from health 
workers and/or others such as SC (UK). One study in Zimbabwe26 showed that this type of programme, 
regardless of HIV status, led to an 8.4 times increase in exclusive breastfeeding and a reduction in 
mixed feeding, and found that the rate of exclusive breastfeeding rose in a dose response manner with 
number of exposures to education and counselling. It also provides evidence that an effective education 
and counselling programme on safer breastfeeding practices for all mothers, regardless of HIV status, 
can reduce HIV transmission as it was found that each additional exposure to the programme led to a 
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38% (p=0.05) reduction in postnatal transmission overall and ‘a 36% (p=0.08) reduction in postnatal 
transmission among mothers of unknown HIV status. [Also] status unknown mothers exposed to both 
print and video material were 81% (p=0.03) less likely to pass on HIV to their infants ..compared to 
mothers with no exposure.’20   
The same study also highlighted the requirement for education programmes on safer breastfeeding to 
have a community component, in terms of outreach and support, in order to reach the high-risk mothers 
who do not come for postnatal follow-up20.   
 
•    Training: A number of studies25,29,31 have found that a lack of training for health workers has a 
negative effect on the prevalence of exclusive breastfeeding and breast health. For instance a recent 
study in South Africa28 determined that even with an increase in the level of education and counselling 
given to mothers, without additional training and resources for health workers and others, the results in 
terms of the adherence to infant feeding advice is poor. 
While the maternity nurses at hospital have additional midwifery training, most RHCs are staffed by 
primary care nurses (SRN) who only receive basic breastfeeding and weaning education during their 
nurses’ training. While some nurses do opt to do the PMTCT course and the new CPC counsellors 
being brought in to Nyaminyami and 11 wards in Binga, as part of the Global Fund, will also have some 
infant feeding training, this is at a basic level.  Additional training or refreshers in breastfeeding is rare, 
and the hospitals and clinics visited in the valley had no resources in terms of literature (e.g. manuals, 
training material, leaflets, posters, etc) on lactation management, or current practices to up-date their 
knowledge and to guide them.   In practice this means that mothers are not receiving the best advice that 
is available and this can affect their breastfeeding practices.  For example, while current thinking is that 
mastitis can be treated with improved positioning and attachment on the breast and that breastfeeding 
can continue (for HIV- women), nurses in Binga advise mothers that it has to be treated with antibiotics 
and that breastfeeding may need to be curtailed.  Other examples that illustrate the need for increased 
training include the fact that some nurses, who have access to mothers, admitted that they ‘knew little’ 
about expressing breastmilk and did not teach it (Note: While some mothers never need to express their 
milk it is regarded as best practice by lactation consultants and is part of the Zimbabwe ANC syllabus 
[Binga maternity sister, personal communications] to teach all mothers to express as it can help the 
breastfeeding mother in a variety of ways e.g. to soften the areola to help infants attach properly, relieve 
engorgement, increase milk supply, etc).  Moreover, the reported increase in abscesses in Nyaminyami 
could well be due to mothers not receiving the proper advice on infant feeding due to health workers’ 
limited knowledge. 
 
During discussions health workers in the valley said that they would welcome extra training; a finding 
that concurs with the 2003 Zimbabwe PMTCT assessment82 during which many staff requested extra 
training on infant feeding especially safer breastfeeding practices. The training of health workers and 
others must be comprehensive and include confronting any underlying beliefs on infant feeding issues.  
This is because it has been found during PMTCT programmes30 that infant feeding guidance can show 
‘a clear bias towards one feeding option or another and rarely reflects balanced counselling that includes 
risk assessment’31. Figure 2 (page 11) highlights the main issues in terms of how to improve 
breastfeeding practices and other points to consider during training.   
 
The other main source of advice and information for mothers are the VHWs and it can be anticipated 
with the increasing transport constraints that their role will be even more important in the future. 
However, their expanding role is coming at a time when many are becoming increasingly demoralised 
(Source: Key informant) due to hyperinflation and frequent delays in receiving their allowances.  In 
order to ensure that mothers exclusively breastfeed for 6 months the same issues, such as the way that 
they educate and counsel mothers, the importance of quality and the elimination of any biases, is as vital 
for VHWs as it is for nurses; if not more so as they live in the community they serve. 
 
Chopra et al28 highlighted the need for training to be expanded to include the wide range of staff that 
mothers have contact with, for example, other nurses in hospital, nurse aids, primary care nurses, the 
reproductive health team and EHTs. They also determined the importance of on-going support (e.g. a 



 51

dedicated mentor) and training for lay counsellors (e.g. CPC, CBC, etc) that provide information on 
infant feeding and PMTCT. There is also a need to train others, such as TBAs and TMs, who live and 
work in their community as this will provide mothers with more advice, improve the quality of the 
advice that they are given and ensure that consistent information is given to them.   
 
While the participants commented on the importance of elderly females and relatives as being a source 
of advice, their influence does not appear to be as great as found by other studies in Zimbabwe65.  
Indeed, this study found that over a third (36.2%) of caregivers said that they did not receive any advice 
at all on infant feeding during pregnancy or afterwards.  While the reason for this is not known it could 
well be due to lack of staff and the other factors mentioned above.  However, what is clear is the effect 
that this lack of advice has on practice – in the study over half (52.6%) of the caregivers said that they 
made the decision to first give something other than breastmilk to the infant (without the advice of 
others), leading to 59.6% of infants being mix-fed at 3-4 months.  As most mothers (76.7%) said that 
they acted on the advice they were given, mothers not being given advice is a wasted opportunity to 
change practice and it is anticipated that if the advice given by health workers, VHWs and others, is 
timely, accurate and consistent then mothers would act on it. 
 
(B) KNOWLEDGE: Advice and education is important as it then provides the caregiver with 
knowledge about how to feed her infant and it can help in changing practice, for example, the 1999 
ZDHS postulates that the slight increase in exclusive breastfeeding for 4 months since 1994 ‘may be 
due to nutrition education messages that discourage early supplementation’44. In the study although over 
a third of caregivers said that they did not receive any actual advice, it stands to reason that they must 
base their decisions on knowledge obtained from somewhere.  When asked why they gave infants their 
first food/fluid other than breastmilk they stated that it was to ‘teach them to eat / know about food’ 
(22.7%) and 17% of caregivers stated that they started to give regular complementary food because the 
infant was the ‘right age/ anatomically able to eat/ right time’, and these beliefs must arise from some 
source.  While this study does not have a large enough sample to correlate the age of introduction of 
other fluid/food with the reason it is given, as most of the infants started mixed feeding before 6 months 
of age it is apparent that their assumptions regarding the ‘right way’ to feed their infants is wrong. 
 
Other examples of the knowledge base of mothers in the Zambezi Valley being wrong are: 
- Not understanding of the term ‘exclusive breastfeeding’: Even the workshop participants, who as 

can be seen in Table 6 (page 27), had a wealth of health experience including training on PMTCT 
and who had been taught about exclusive breastfeeding during the workshop, still did not appreciate 
that giving water, gripe water or ‘tastes’ to infants meant that the infant was not being exclusively 
breastfed.  For local people, many of whom have little education, it is even more unlikely that they 
will be aware of what ‘exclusive breastfeeding’ really means and hence they will think that they are 
doing what they are being advised, whereas in reality they are not.  

- The provision of water to infants is common in Zimbabwe44,59,65,67,69 and was found in this study.  
Caregivers believe that it is necessary to avoid the infant getting dehydrated due to the heat, whereas 
it has been proved that when an infant is breastfed exclusively on demand, breastmilk provides all 
the fluids that an infant requires9.   

- According to the nurses, many mothers believe that because they do not have enough to eat and are 
malnourished that they are producing insufficient and inadequate breastmilk, which, in turn leads to 
mixed feeding as they believe that they have to top-up the infant with other food or drink. In fact 
unless the mother is severely malnourished her breastmilk will not be severely affected9.  

 
A lack of knowledge, in terms of breastfeeding technique and management, can have huge 
consequences for the infant feeding practices undertaken.  This study shows that the primary reason for 
food first being given to the infant and starting regular complementary foods is that the mother 
perceives, or actually has, insufficient breastmilk. Yet it has been shown conclusively that the vast 
majority of women can exclusively breastfeed for 6 months, if they are supported, have the right 
breastfeeding technique and management83.  It would appear that, despite the WHO guidelines, 
Zimbabwe policy and health workers advising mothers to exclusively breastfeed for 6 months, mothers: 
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do not have the breastfeeding skills; and/or do not believe that that they are capable of doing it; and/or 
think that their child requires more nutrition than others; and/or think that the policy is wrong. 
 
Whilst talking to members of the Binga and Nyaminyami communities it became apparent that there 
does appear to be differing opinions as to the length of time exclusive breastfeeding can and should 
continue.  This was especially apparent amongst the older generation, who are now grandparents, who 
were taught that infants could start to be weaned at about 4 months and many do not believe that 
exclusive breastfeeding for 6 months is possible.  Moreover, mothers in the community mentioned time 
and again that they had to give other foods early because of insufficient breastmilk and the same reason 
was found in this study. These examples show that there is an urgent need to educate mothers about 
breastfeeding techniques and long term management.  However, this need for breastfeeding education is 
evident not only from the negative effects on exclusive breastfeeding seen in this study but also from 
two positive experiences in Binga.  During the break between the workshops the participants returned to 
their communities and using their own initiative many organised talks about breastfeeding and what 
they had learnt; the response was said to be ‘overwhelming’.  Also during the 2005 Binga Nutrition 
Sentinel Surveillance the Nutrition Assistant from Binga District Hospital gave an impromptu talk to 
the village women on exclusive breastfeeding.  The women fed back that even though it was a brief talk 
they had learnt a lot and would appreciate more talks on breastfeeding and also said that they felt more 
relaxed and could ask more questions than at the clinic or hospital.   
 
(C) CHILD CARE: Figure 4 (page 23) shows the many factors that are involved in determining how 
an infant is breastfed, including child care, which, amongst other things, is important in terms of how 
the child is responded to and the way s/he is looked after.   
 
Cosminsky et al65 and others84 found in their studies, in Zimbabwe, that one of the reasons that food or 
water is given early to children is because the child is crying; the participants in this study concurred 
with this reason.  In discussions with key informants and members of the community there seemed to be 
a general belief that if infants cry a lot and/or continue crying, it is because they are not getting enough 
breastmilk.  In the opinion of health workers in Binga (see Table 34, pages 45 & 46) and SC (UK) staff 
in Binga (see Annex 5) many mothers know little about stimulating babies, child care practices, or the 
need to try to determine other reasons for an infant being upset. When challenged about the need to 
stimulate and respond to their child apparently many mothers simply ask ‘why?’ or claim that they are 
‘too tired to play’ with their infants. The effect of the mother’s beliefs is that instead of the crying infant 
being comforted or stimulated s/he is given other fluid or food than breastmilk. In a place like the 
Valley where even making porridge takes time and effort it makes no sense at all that the mother has the 
energy to make something for her infant to eat and yet says that she is too tired to play with him/her, so 
it then begs the question as to whether the real reason she does this is because she does not know any 
different. [It would be interesting to investigate this further, in order to determine whether education in 
child care practices and being responsive to infants needs would be popular and if it had an effect on the 
breastfeeding patterns.] 
 
During the workshop the participants’ role played an infant feeding counsellor advising a mother to 
exclusively breastfeed.  In doing so it was revealed that one of the main constraints to exclusive 
breastfeeding for 6 months, is the requirement for women to go back into the fields to work about 3 
months after birth.  The mother regards it as irresponsible to take the infant with her, due to the heat and 
dirt, moreover she is too busy working to take care of the infant and so it is thought better to leave the 
infant at home with relatives and fed with complementary foods; in the study both the participants 
(22.7%) and the caregivers (6.4%) specifically mentioned that the child was first given food or 
complementary food so that the child could get used to eating.  Unless a practical and acceptable 
solution is found to solve this dilemma for mothers, it seems very unlikely that any significant gains in 
increasing exclusive breastfeeding for 6 months will be obtained. 
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(D) FEAR: The mother of any infant wants to do the best for that infant. However, in the valley where 
people live in view of the community, often in polygamous family compounds with wives that do not 
always get along, even the smallest difference from the norm can be picked up on.  For instance, if a 
mother wants to exclusively breastfeed for 6 months instead of mixed feeding, it must be very difficult 
in a place where: (i) a mother’s status in the community and the respect of her child as s/he grows older 
is determined by her infant feeding practices, (ii) many people believe that they have a right to comment 
on what the mother is doing, as the community is responsible for the health of the infant, (iii) infant 
feeding is not just women’s business, but men also have a say and in some families their decision is 
final, (iv) there can be accusations of witchcraft, if the mother does not do the traditional practice of 
giving water to the infant, in order to prevent a sunken fontanel.  Moreover, as in the valley the risk of 
infant mortality is high anyway, it is perhaps even less likely that the mother will do anything away 
from the norm, like exclusive breastfeeding for an extended period, in case the child becomes sick 
and/or dies.   
 
The effect of these factors mean that the support of the father and other family members is very 
important in determining a mother’s decisions and practices especially when they are different from the 
cultural norm in the community25,31,67,85. As with any behavioural change it will only happen with a 
great deal of reassurance, education and an understanding of the socio-behavioural impediments86,87 and 
nowadays when health services are stretched and communities are isolated the tradition of mixed 
feeding will not be changed quickly or easily.     
 
4.2. OPTIONS FOR THE FEEDING OF INFANTS OF HIV+ MOTHERS < 6 
MONTHS OF AGE 
The limited amount of HIV testing in Binga and Nyaminyami up to now has meant that most women 
have not known their HIV status and therefore, even if they are HIV+ they have not had to make a 
decision on how to feed their infant based on this knowledge.  However, with the increase in HIV 
testing, mothers will increasingly have to make a choice on how to feed their infant, with all the options 
having positives and negatives. 
 
Note: It is important to remember during this discussion that while all HIV+ mothers will assess the 
AFASS of infant feeding options, underlying her final decision will probably be fear. As discussed 
above fear is one of the major constraints to any mother altering her infant feeding practices. As well as 
the issues mentioned above in ‘Fear’, the HIV+ mother has the additional fears of not wanting to 
transmit the HIV virus to her infant, of unwanted people finding out her status, stigma and not knowing 
how the community will react to her and her child.  Despite a lot of work by many groups and people in 
Zimbabwe on HIV/AIDS issues (including SC (UK)), people are still scared and many misconceptions 
are still around, e.g. participants said that some people still do not believe the HIV virus exists and think 
that a person is bewitched. Also, some people think that it is not possible for an infant to be HIV- if a 
parent has HIV, as they believe that a baby is formed by the mixing of the parents’ blood, which 
contains the virus. However, while there is no doubt that stigma and prejudice against PLWHA does 
occur, Koniz-Booher et al31 in their review of programmatic evidence found no documentation of actual 
stigma and discrimination (shunning, rejection or violence) associated with infant feeding. This raises 
the question of ‘whether the generally perceived prevalence of stigma and its repercussions are due to 
actual discrimination or fear of it’31. While this finding should be explored with the HIV+ mother 
during infant feeding counselling, in reality it is unlikely to matter to her whether the stigma is real or 
merely perceived to be real, as the fear and hence the affect on the infant feeding practices, will be the 
same. 
 
4.2.1. Exclusive breastfeeding: As discussed earlier breastfeeding carries a risk of transmitting the HIV 
virus from mother to infant, but it also has many benefits - nutritional, medical, social and cultural9.  
Studies (see Figure 2, page 11) have demonstrated how the risk of transmitting HIV to the infant can be 
reduced, including practicing exclusive breastfeeding rather than mixed feeding.  Moreover, exclusive 
breastfeeding reduces the risk of infant mortality – the ZVITAMBO study14 determined that IMR was 
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more than 3-times greater (P<0.01) among infants who were mixed fed by 3 months of age compared to 
those who were exclusively breastfed.  
‘The concept  that breastfeeding could be made safer, is particularly promising for women and infants 
living in settings where clean water is unavailable, where replacement feeding is unaffordable, and 
where many HIV-positive women are choosing to breast-feed even knowing the risks’26 
 
4.2.2. Early cessation: Exclusive breastfeeding followed by rapid transition to exclusive replacement 
feeding, in order to limit the exposure time of the infant to HIV through breastfeeding, has been 
identified by indirect evidence from observational studies and mathematical modelling as ‘one of the 
safest feeding options for HIV+ mothers’88.  However, literature also suggests that abrupt weaning can 
have serious health and psychosocial consequences for both mothers and infants: mothers may suffer 
from breast engorgement, mastitis, depression, stigma and possible reversal back to breastfeeding, while 
infants may suffer dehydration, anorexia, malnutrition, psychological trauma, attachment problems and 
death88.  Regardless, it has gained popularity as it, ‘provides infants with many important benefits of 
breastfeeding for at least the first few months of life’88 and in some areas in Zimbabwe HIV+ mothers 
are already using this approach67. During a recent PMTCT training in Zimbabwe, early cessation at 3 
months of age was mooted by nurses as being appropriate [Nurse Binga District Hospital, personal 
communications]. 
In Binga, this study showed that breastfeeding duration is normally around 1-2 years at which time 
various practices are used to stop the child breastfeeding including putting chilli/hot pepper on the 
nipple (46.2%), refusing to give the infant the breast, separation and the provision of other foods; all of 
which have been found by other Zimbabwean studies65,67,69.  Half of the caregivers in this study 
reported no problems when stopping breastfeeding, whilst illness (19.2%) and the baby crying (19.2%) 
were the major difficulties experienced.   
As mothers in Binga have a history of giving infants other foods before the age of 6 months and have 
culturally acceptable techniques to cease breastfeeding with few difficulties, it might be thought that 
early cessation of breastfeeding would be a good option for HIV+ mothers in Bingaxxiv However, 
stopping breastfeeding quickly is physiologically much harder on the mother than the present situation, 
where the child is weaned off the breast over a long period of time (although the final end point may be 
sudden).  Moreover, while the effect of early cessation on infant morbidity and mortality is 
uncertain88,89 it is known that from 6 to 9 months of age, breastmilk provides 60% of the energy needs, 
60% of the protein needs and 50-90% of the micronutrient needs of the infant9 and the total nutrient 
intake is considerable into the second year of life, as well as continuing to provide the infant with anti-
infective properties88.  Therefore, in order to ensure that the infant does not become sick and/or 
malnourished there needs to be an AFASS alternative feeding method for the infant when breastfeeding 
stops; and as shall be discussed later for the majority of mothers in the valley, there is not. 
A recent finding by Peter Iliff (ZVITAMBO) has the potential to greatly influence both the necessity 
and the timing of breastfeeding cessation. It has always been a difficult decision for HIV+ mothers 
whether to continue breastfeeding or not; if she knew that the infant was HIV+ she may well decide to 
continue to breastfeed, while if s/he was HIV- she may want to stop and not increase the length of time 
the child is exposed to the virus. While tests are available they are expensive and it would be impossible 
to test all the children required.  However, during the first post-6 month feeding subcommittee meeting 
(November 2005) an alternative method by Peter Iliff was hypothesised - by weighting IMCI 
algorithms, the HIV status of an infant born to an HIV+ mother could be determined, at 6 months of 
age.  While still in its early stages, this method would, in effect, give a score to certain signs and 
symptoms and due to its high specificity would enable HIV- infants to be identified (its low sensitivity 
means that it is poor at identifying HIV+ infants) and allow a mother to make an informed decision 
about whether to continue breastfeeding or not.   
 
4.2.3. Heat-treating expressed breastmilk:    
Expressing breastmilk is not a common practice in Binga; none of the participants knew of anyone that 
had ever expressed breastmilk and none of them knew how to do it.  The Binga maternity nurse said 
that women should be taught how to express as routine, but due to lack of time and staff shortages in 
                                            
xxiv This was also surmised by Becquet R et al66 
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reality, many women were not taught the technique, while the health workers in Nyaminyami admitted 
to know little about how to do it themselves.    
Studies in Zimbabwe84 have found that there is ‘a traditional cultural resistance to the idea of expressing 
milk’69, and this was found in this study.  While the participants were open to heat-treating expressed 
breastmilk during the workshop, out of class they referred to the expression as, ‘illegal’ and during role-
play the HIV+ mother said that she ‘might as well be dead’.  They also thought that it would be very 
hard for a mother to do without disclosing her status.   However there are signs that with careful 
management heat-treating expressed breastmilk might be an AFASS option in the valley for HIV+ 
mothers.   
In Binga expression is already taught to mothers with premature babies and there does not appear to be 
stigma or cultural taboos against this practice and it is also taught in other hospitals in Zimbabwe as part 
of the BFHI assessment.xxv  The participants also thought that the idea was feasible; even when the men 
said that they would not eat out of a pot that had contained breastmilk, the women happily said that it 
was not a problem as they would just get another pot. However, all the participants thought that it would 
take time to be acceptable.  This was also found during another study in Zimbabwe that was conducted 
specifically to determine the feasibility and acceptability of heat-treating expressed breastmilk85. It also 
found that people thought that it was a practical and feasible alternative but that acceptability was a 
problem that could only be solved through education and promotion. 
 
4.2.4. Wet-feeding:  
Wet-feeding an infant born to an HIV+ mother was very positively received by the participants and by 
their communities during the participants’ community talks. This is despite the fact that potentially the 
natural mother would lose her status and respect amongst the community and with her child when s/he 
grew older by not breastfeeding.  They understood and saw no problems with the fact that potential wet-
nurses and their partners would require HIV tests and that everyone would require comprehensive 
counselling to ensure that all aspects (practical, emotional, financial, etc) of wet-feeding had been 
discussed. However, in the second half of the workshop during role-play, it emerged that the 
participants had not understood that there is a small possibility that an HIV+ infant could transmit the 
virus to the HIV- wet-nurse.  While the participants still thought that wet-feeding was still possible in 
their communities it will be interesting to see the effect of this news on the enthusiasm of the 
community. 
There is no hiding from the fact that there are risks with wet-feeding and during informal discussions, 
Mrs Matyatya (Provincial Nutritionist for Matabeleland North), said that wet-feeding is no longer being 
suggested as an alternative infant feeding method and indeed it is being actively discouraged.  While it 
is understandable that the Health Service do not want to promote something that could be dangerous to 
the wet-nurse, it seems a shame to dismiss this option in the Zambezi valley, where the community are 
enthusiastic about it and where the relative risk to the infant of not breastfeeding is so high (see page 
48). Moreover, as others90 have shown that wet-feeding can lead to lower child mortality it would be 
interesting to do further research into this option in the valley.  Furthermore, if testing for HIV in infants 
is improved, or algorithms are developed that can identify HIV- infants early (see page 54), it is not 
outside the realms of possibility, that wet-nurses could take over breastfeeding the infant after the HIV+ 
mother stops e.g. at 3 months.  
 
4.2.5. AFASS of commercial formula: 
Other studies25, 31,91 have shown that there are high levels of acceptance of formula feeding by HIV+ 
mothers; indeed a Botswana PMTCT study showed that adherence to exclusive formula feeding may be 
higher than adherence to exclusive breastfeeding92.  In this study commercial infant formula was also 
regarded as acceptable by the participants for HIV+ mothers, but not feasible as it is too expensive.  
However this is changing as CADAC and DAAC are now donating it to the hospitals to distribute to 
HIV+ mothers and orphans for free, so affordability does not come into the equation anymore. 
While the remoteness of the valley and the high price of a tin of infant formula reduces the risk of spill-
over for the time being, there is evidence that spill-over could potentially be a problem in the valley in 
the future.  The Binga Hospital maternity nurse said that HIV+ mothers prefer using infant formula, as 
                                            
xxv WHO/UNICEF 1992, Global Hospital Assessment Criteria for the WHO/UNICEF Baby Friendly Hospital Initiative, p 35 
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the community will think that the family have money and because it is regarded as better for infants; 
this implies that infant formula is regarded by local people as a good commodity and that mothers, who 
are not HIV+, might use it if it they could obtain it. There is therefore a potential market for infant 
formula, and poverty (especially for PLWHA), together with the formula’s high market value, opens up 
the possibility that HIV+ caregivers may sell some of their free tins.  This could then lead to mixed 
feeding31 (which increases the risk of HIV transmission) and/or over-dilution of the formula. Indeed 
there will probably be a temptation for the caregivers to over-dilute the formula anyway, as highlighted 
by the participants during the practical part of the workshop, who were amazed at the amount of 
formula needed just to make a single feed and how few feeds could be made from one tin.  
One of the AFASS principles is ‘safe’ and safe formula feeding requires the availability of clean water, 
the ability to read/understand the instructions, hygienic practices, access to health care should the child 
become sick or fail to thrive and so on84.  However these requirements are not available in the valley: 
both operational districts have the highest HPIs in Zimbabwe39; water is often from unprotected water 
sources40,41; only 21.4% of people in Kariba rural go to secondary education41; 83% of people in Binga 
and 69% in Kariba rural have no toilets40,41; health care services are lacking staff and resources, and 
people’s access to them has reduced due to increasing transport constraints. However, when the 
participants were asked about hygiene during this study they indicated that they did not think that it was 
a problem. This is of concern as Rollins et al25 determined that an HIV+ woman’s choice and practices 
are determined by her ‘insights regarding…the risks of replacement feeds’; hence unless properly 
counselled there is the distinct possibility that women in the valley will think that using commercial 
formula is a safe option where she lives, when in fact it is not.  
 

[NOTE: At present, although a register of recipients of free infant formula from the hospital or 
community nurse is taken, there is no follow-up of the infant.  This is vital as ‘failure to thrive may be 
an early sign of infection in the child and because replacement-fed infants need on-going surveillance to 
ensure that they are growing adequately’32. The new Child Health Cards include a record of the type of 
infant feeding the child is having as s/he gets older and so hopefully infants on formula will be 
monitored more carefully, during weighing and immunisations.  However, with a lack of staff, transport 
and resources there is still the risk that infants on formula could fall through the net.  Consequently 
there is a need for SC (UK) to work with Binga District Hospital and Siakobvu Hospitals to set up a 
monitoring system.]   
 
4.2.6. AFASS of modified cow/goats’ milk: 
Unmodified cow or goats’ milk is already given to orphans in Binga and so the use of animal milk is 
acceptable to the Binga community; in fact when asked what infant feeding method they would 
recommend to HIV+ mothers and for orphans, the participants said that they preferred this method to 
infant formula (due primarily to the prohibitive cost of the formula).  However, in terms of feasibility 
and sustainability this option has problems: 
♦ Cows’ milk is not available all year round and relatively few people own them. Goats are more 

common but in order to provide milk all year round either a lot of goats are needed and/or people 
have to administer to the goat so that it produces more milk for a longer period.   While the latter is 
possible93, it is not traditional in Binga to specifically have nanny goats and local people would 
have to be taught how care for them. (Discussions with the Binga community indicate that they are 
open to this as goats could then provide milk, not just for the infant, but for the family and also sold 
as an income.)   

♦ It takes a long time to make - during the practical exercise it took the participants 25 minutes to 
prepare one feed.  While this time would get shorter with practise, it illustrates the extra time 
pressures that would be hoisted onto, the already burdened, shoulders of the caregiver.   

♦ Other studies have found that health workers felt that this option is difficult in terms of ensuring 
that the correct measurements are taken and ensuring the availability of sugar84.   

♦ While modified animal milk has a good protein energy balance it does not meet all the ‘estimated 
micronutrients and essential fatty acids required for infant growth and development of infants aged 
<6 months’84.  The addition of micronutrients to the milk is meant to help this but they are not 
always available and they tend to contain only vitamin A, Vitamin B1, Vitamin B2, Vitamin C and 
nicotinamide94.    
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♦ Moreover, there are still the issues surrounding ‘fear’ and stigma as discussed earlier, with people 
being worried that this method of feeding would expose that they are HIV+. 

 
4.3. COMPLEMENTARY FEEDING AND POST-WEANING FOODS 
This study confirms the findings by others in Zimbabwe44,65,70,77 that infants receive food/fluid well 
before the recommended 6 months of age.  The observations of the Siakobvu Hospital master Child 
Health Cards, together with information from the nurses at Nyaminyami and Binga all indicate that 
nutrition vulnerability, resulting in growth faltering, begins as infants start to receive complementary 
food – at around 4 months of age, until it is really evident at about 8-9 months.  The previous section 
highlighted ways to prevent the initial vulnerability by promoting exclusive breastfeeding for 6 months 
for HIV- mothers and those of unknown status, and additional alternatives to HIV+ mothers.   However, 
there is still a need to prevent growth faltering during the most vulnerable time for the infant; namely 
after 6 months, or whenever a HIV+ mother decides to feed her infant with other foods.  
 
The Nutrition Works report on Zimbabwe states that a ‘future key strategy in tackling the transmission 
of HIV in children over the age of 6 months is the development of acceptable and viable alternatives to 
breastfeeding’49.  However, while there is a vital need to tackle MTCT the high malnutrition and 
mortality rates for infants in the valley means that there is a need to improve the complementary and 
post-weaning foods and infant care practices for all infants >6 months, as soon as possible, regardless of 
the HIV status of the mother.   
 
4.3.1. Comparing the current infant feeding practices with the guidelines: As discussed earlier 
(pages 21 & 22), at present there are no detailed official Zimbabwean guidelines on infant feeding for 
infants >6 months of age. The leaflet produced in 2005 for Zimbabwe World Breastfeeding Week61 is 
based on the WABA, ‘Feeding other foods while continuing to breastfeed: 10 Guiding Principles for 
Complementary Feeding’64,xxvi (Annex 9), which Mrs Madzima (MOHCW) is believed to support. For 
mothers who are confirmed HIV+ the most comprehensive guidelines are the WHO (2005), ‘Guiding 
Principles for feeding non-breastfed children 6-12 months of age’58 (See Annex 7).   
 
The aim of both these guidelines is to ensure that an infant receives adequate amounts and quality (both 
macro and micro-nutrients) of safe food and drink in the period after being exclusively fed on either 
breastmilk or BMS and hence they both have similar advice (numbers 3, 4, 6 and 10 of the Guiding 
principles for the breastfed child can also be directly applied to the non-breastfed child).  By comparing, 
the current infant feeding practices (as found in this study) and the potential reasons for malnutrition in 
the area (as determined by the SC (UK) staff (Annex 5)), with these guidelinesxxvii, problems with the 
current complementary and post-weaning foods can be identified.  Once the problems are determined, 
solutions can be found that take into consideration the multitude of other factors (Figure 4, page 23) that 
make up infant feeding decisions and that, in the end, establish whether the solution will be long lasting 
and successful. 
 
(i) Nutrient content and dietary diversity. 
This study has confirmed the findings found by other studies in Zimbabwe65,70,71,77 of the over 
importance of porridge and sadzavi in the diet of infants (as well as adults). Porridge is usually the first 
food given to infants and in this study 93.8% of all infants’ meals and snacks in the previous 24-hour 
period contained porridge, sadza or both.   
 
The main problem with porridge and sadza is that they have low energy density and nutrient content.  
Moreover, the nutrient content of these foods may be further reduced depending on:  
a) the type of mealie meal used - Refined maize mealie meal is much more popular nowadays than the 

traditional millet and sorghum but it is nutritionally inferior95 

                                            
xxvi These principles are based on the 2002, PAHO/WHO ‘Guiding Principles for Complementary Feeding of the Breastfed Child’57 
xxvii Note: The guidelines have been amalgamated in order to aid discussions on the issues. 
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b) the way that the food is made - Porridge is made by putting mealie meal in a container and covering 
it with water. After some time the water is taken off the top and is then cooked to make a paste-like 
porridge. Although this makes porridge that the parents think is an appropriate consistency for 
infants the nutritional intake is compromised87.  - Sadza needs to be cooked longer (30-40 minutes) 
for infants than for family use in order that they can digest it fully96; however this study found that 
the sadza eaten by infants is cooked in the same way as for adults. Sadza has the additional problem 
of being too ‘heavy’ and hence by displacing breastmilk by ‘filling-up’ the infant (the gastric 
capacity of an infant is approximately 30g/kg body weight/day96).      

 
It was not possible to determine the nutritional composition of the infant’s dietary intake during this 
study, but even a quick look at the data (Tables 15, 17, 20 & 21, pages 32, 33 & 35) indicates that the 
infant’s diet is lacking in macro and micronutrients – in a 24-hour period, 29.8% of the infants had no 
fruit or vegetables, 72.3% had no animal products (excluding breastmilk) and 36.2% had no animal 
products or breastmilk. The addition of a milk-source either breastmilk, or a BMS for the child of an 
HIV+ mother, will mask the inadequacy of the diet for a little while. However, as time goes on and the 
milk source is displaced the inadequacies of a diet consisting primarily of carbohydrate-rich but 
nutrient-poor foods will show up - usually in terms of growth but micronutrient deficiencies, especially 
in terms of vitamin A and iron are very common97.    
  
Who and why are these foods chosen? It was found in this study that the mother primarily chooses the 
food for the infant. Factors found to be important in her choosing that type of food include: its nutrient 
and/or health content; that it fills the tummy, rather than for taste; and because it is ‘available’.  The 
UNICEF study also found the availability of foods to be an issue: ‘the post weaning diet is largely 
carbohydrate, and mothers who are aware of the importance of protein-enriched foods often cannot 
afford them’69.  Poverty means that people in the valley buy very few commodities; the availability of 
their food depends primarily of what they grow and what they can get from the wild and it is likely that 
this reliance on grown and wild food will increase as poverty is exacerbated by hyperinflation and 
transport difficulties.  However, whilst a list of local foods in Binga was been compiled for this study, it 
became clear that although there are a huge variety of wild foods available, either people don’t use them 
very often, or they only consume them during their season and rarely preserve them for use later.   
 

Specific ways to improve complementary feeding / post-weaning foods established in this section: 
o Nutrition Education is needed for caregivers regardless of HIV status: 

- On the nutrient content and the effects on health, of foods that are currently given to infants. [The 
requirement for this is further illustrated by the fact that when asked what foods caregivers give 
to their infants to keep them healthy 12.8% said sadza and Mazoe orange cordial was also 
mentioned.]  

- On how better to prepare the foods that are already used, to maximise nutrient content.  [This 
study found that over a quarter of the caregivers knew the importance of choosing appropriate 
food for the infant’s age and abilities, however, by making the food baby-friendly the nutrient 
content of the food may be compromised e.g. making porridge thin so that the infant can eat it. A 
recent SC (UK) assessment also determined that there was a lack of knowledge on food 
preparation81] 

- On how better to cook the foods that they already use e.g. the need to cook sadza for longer to 
make it more digestible for infants.   

- On the nutritional importance of wild foods not widely used at present, and how to prepare and 
cook them to retain their nutrient content.   

- On how to preserve foods and retain their nutrients, so that they can be eaten out of season.  
o Increase the use of specific foods that are rich in one, or a variety of nutrients that are known to be 

lacking in the area, by encouraging the farming of other crops, or promoting local plants that are 
known to be rich in certain nutrients (Moringaviii, is an example of how this can succeed. Until a few 
years ago Moringa was only eaten by a small number of people in Binga [Titia Warndoff, personal 
communications] but now, after promotion, this study found that 66% of caregivers use it and 74.5% 
know at least one positive effect of it.  However, it is still little known in Nyaminyami and so its use 
should be encouraged there.) 

o Increase the quality of complementary foods (see section 4.4, page 63) 
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(ii) Meal frequency and energy density.   
The WABA recommendation for healthy infants who are still breastfeeding is that they should get 2-3 
meals per day between 6-8 months of age, increasing to 3-4 meals, with snacks 2-3 times a day, 
between 12-24 months64. This study found that while infants were getting the former (51.1%) the 
number of meals did not increase for weaned infantsxxviii.  

 
‘Shortage of food’, was the main reason given for not providing more meals/snacks, or increasing the 
number of meals once weaned, however this finding must be questioned, as when asked about what 
food the caregivers would buy if they had the money almost a quarter (21.3%) said that they would not 
buy anything.  Lack of knowledge must also play a part, as the participants indicated that people do not 
know that infants need more food after they are weaned.    

 
Nevertheless, it is possible to feed an infant fewer meals/snacks than stated by the guidelines, if the 
energy/nutrient density of the food is higher to make up for the difference.  However, the study found 
that there was no difference in the type or cooking method (and therefore energy density) of food given 
as the infant grows older, or is weaned (it was repeatedly confirmed that the complementary food given 
to infants is the same as adults’ food).   

 
A further issue to study when looking at meal frequency is whether or not, the infant is actually 
consuming the food at the meal. This is partly to do with the way the infant is fed (see Responsive 
Feeding, section (vi), below) but also depends on the way the food is distributed, for example, if the 
infant has their own plate. While work in educating people to the importance of a child having their own 
plate has been successful in terms of people knowing what they should do, the participants said that in 
reality infants often shared their food with other siblings or the mother.  The UNICEF study found the 
cause of this to be ‘inadequate food to be shared in the first place, rather than shortage of plates’69, 
however direct observations in Binga by this author did not seem to substantiate this finding. 

 
All these findings are also important for the non-breastfed infant of an HIV+ mother.  Guidelines state 
that a healthy non-breastfed child between the ages of 6-12 months should receive 4-5 meals per day 
with additional nutritious snacks58.  However, as the caregivers in the valley are already struggling to 
find enough food to give the infant 3 meals a day on average and/or, have a lack of knowledge in the 
importance of the number of meals/snacks, it can be anticipated that the infants of HIV+ caregivers in 
the valley will be at increased risk of morbidity and mortality due to low nutrient intake.  

 
Specific ways to improve complementary feeding / post-weaning foods established in this section: 
o Nutrition Education is needed for caregivers: 

- To teach them the guidelines for the meal/snack frequency of infants at various ages. 
- To explain the reasoning behind these guidelines, in order to encourage a change in practice. 

o Nutrition education has been successful in teaching the caregiver the need for the infant to have their 
own plate but has not changed practice; further investigations are needed to determine the reasons for 
this. 

o The issue of ‘shortage of food’ needs to be addressed – see Nutrient Content and Dietary Diversity, 
section (i) above. 

o For HIV+ mothers who stop breastfeeding there is the need for specific education and counselling on 
the types, amounts and frequency of foods and BMS given at certain ages.  If shortage of food is an 
issue measures in solving this e.g. financial, livelihoods, nutrition gardens, provision of foods and so 
on, will have to be addressed. 

 
(iii) Clean water (See Safe-preparation and storage of foods / Hygiene, section (iv) below) 
Water and good sanitation facilities are essential for hygiene, the safe preparation and storage of foods, 
as well as maintaining the infant’s fluid needs after 6 months.  However, many areas of Binga and 
Nyaminyami still rely on unprotected water sources some distance from the homesteads40,41(see Table 1 
                                            
xxviii This has also been found by others59 
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(page 12) and Annex 5) and sanitation is very poor (69% of people in Kariba rural and 83% in Binga 
have no toilet facilities40,41).  Moreover, as the women’s FGD said that some members of their 
community did not know of the necessity to boil water before drinking it, the risks of morbidity and 
malnutrition are high.  These issues, while of concern to all infants, are a particular problem for non-
breastfed infant who will not obtain any anti-infective properties or any of their water requirements 
from breastmilk.  
Specific ways to improve complementary feeding / post-weaning foods established in this section: 
o Nutrition Education for all members of the community, regardless of HIV status, on: 

- The requirement to boil water before drinking it; how long it should be boiled for, etc. 
- The need to go to the toilet in a confined area away from water sources and clean hands 

afterwards. 
o If it is found that people do not boil water because of lack of firewood there may be the need 

(especially for PLWHA) to investigate other methods of purifying water e.g. Moringa seeds, 
osmosis-purification bags. 

o Provide bore-holes near communities and toilet facilities 
 

(iv) Safe-preparation and storage of foods / Hygiene.   
In order to prevent contamination and illnesses, such as diarrhoea, it is important to prepare and store 
the food, as well as feed the infant, hygienically.  When asked, the participants did not regard it difficult 
to keep utensils clean but without a microbiological study ‘cleanliness’ is hard to ascertain.  While the 
infants in the study were, in the main, categorised by their caregiver as being ‘healthy’, a large 
proportion of them (40.4%) were defined as ‘ill’ or ‘sometimes ill’.  The main illnesses were 
gastrointestinal (14.6%) and respiratory (10.6%) and an additional 8.5% of the infants were reported as 
having malnutrition and/or dehydration, which would indicate that the conditions are not as hygienic as 
the caregivers thought. 
Specific ways to improve complementary feeding / post-weaning foods established in this section: 
o Nutrition Education for all members of the community, caregivers and especially HIV+ caregivers 

with infants in: 
- What ‘being hygienic’ means and that something looking ‘clean’ does not mean that it is 

hygienically clean. 
- Why hygiene is important in food preparation, storage and for the utensils used when giving food 

to infants. 
- The nutrition education should incorporate the Five Keys to Safer Food (WHO, 2000) 

www.who.int/foodsafety/publications/consumer/5keys/en/ 
- How to improve cleanliness in the home and surroundings e.g. latrine areas.   

o In order for this nutrition education to be of benefit to the individual it is important that they can act 
on the information. This means that the information has to be locally specific, soap is very expensive 
in the valley and hence ash, which is already used as a cleaning agent could be explored further, 
and/or it may be necessary for SC (UK) to provide soap to vulnerable groups such as the HIV+ 
mother of a non-breastfed child.  [Note: soap can be made out of the oil from trees in Binga; a 
suggestion for SC (UK) would be to promote this as a livelihoods option as well as enabling locals to 
obtain soap at a low cost (contact Binga Trees for further information.)]   

o The requirement for water is discussed in ‘Clean water’, section (iii) above. 
 
(v) Feeding during and after illness.  
While the guidelines 57,58 highlight the need for increased fluid intake during illness the results of this 
study indicate that there is a lack of knowledge on this issue.  For example the women’s FGD said that 
they would give an ill infant boiled, undiluted goats’ milk, a practice that could lead to gastrointestinal 
bleeding and/or kidney problems and even death unless the infant is getting their fluid requirements 
from elsewhere and/or is older 58.  
Specific ways to improve complementary feeding / post-weaning foods established in this section: 
o Nutrition Education for all caregivers, regardless of HIV status, in: 

- The need and amount of fluid required by infants during illness and afterwards. 
- The need for a wide variety of foods during and after the illness. 



 61

- The benefits of and how to make oral rehydration solution; no one mentioned this as an option in 
the study but this may have been because they do not regard it as a ‘food’.   

- The danger of boiled, undiluted animal milk for a young ill infant.  
 

(vi) Responsive feeding.   
It has been found that improved ‘care practices’ and infant-feeding behaviour such as ‘active-feeding’, 
have a positive effect on dietary intake and child growth58, however data from this study indicates that 
responsive feeding is not common by caregivers in the valley. 
When asked what they would do if the child won’t eat, 25.5% of caregivers said that they would not do 
anything, 8.5% would force the child to eat, while the majority (40.4%) said that they would ‘beg’ the 
child.  What is not clear from the results is what form this begging takes place, whether it is just verbal, 
or there is active encouragement from the caregiver. However, as data from the 24-hour recall indicates 
that most infants eat their meals on their own and hence is not supervised by the caregiver, it seems 
unlikely that the infant is actively fed. However, this is supposition and more research is needed to 
confirm this.  
Specific ways to improve complementary feeding / post-weaning foods established in this section: 
o Nutrition Education for all caregivers, regardless of HIV status, in what responsive feeding is, why it 

is important and how it is done. [However, just providing information on how to feed a child is 
unlikely to be enough to permanently change practice as there are many cultural and behavioural 
aspects to how an infant is fed, by whom and when, which include time constraints, perceived and 
actual role in the family, etc (see Figure 4, page 23).  For that reason any nutrition education 
programme on responsive feeding should incorporate these other factors86.]  
 

4.3.2. Other factors that have led to the poor complementary and post-weaning foods.   
As discussed earlier in relation to breastfeeding, advice, knowledge, child care and fear are important 
factors in determining infant feeding and the same factors relate to the feeding of infants >6 months of 
age.  As they were covered in the breastfeeding section and also many of the points relating to 
knowledge and child care have been discussed immediately above, they will not be repeated here.  
However, there are a few additional issues to consider when looking at the complementary and post-
weaning foods for infants of HIV- and HIV+ mothers.    
 
4.3.2.1. Additional issues for mothers regardless of HIV status.  
§ Advice: It is interesting to note in this study that while nurses and VHWs were specified as sources 

of advice about infant feeding in general, they were not mentioned by the caregivers when asked 
specifically about who they obtained weaning advice from.  The vast majority of the mothers 
(68.1%) said that they decided on their own about when the infant should start eating complementary 
foods regularly alongside breastmilk; a further 12.8% decided with their partner and 4.3% of fathers 
made the decision. There are 3 issues here: 

- Nurses: Traditionally visits to the FCH clinics or outreach services for immunisations at 3,4,5,9 
and 18 months and visits by community nurses have provided nurses with the opportunity to 
speak to the mother about the infant’s changing feeding requirements as they grow older.  
However as the HIV/AIDS strategic framework stated in 1999, ‘reduced funding to public health 
institutions has resulted in the continued deterioration of the quality and quantity of services’98  
In 2003 the National Assessment on PMTCT82 found that due to high staff turnover infant 
feeding counselling and support into the postnatal period was increasingly provided by ANC 
staff.  Yet even with this additional manpower the care was found to be variable and with little 
continuity, due to a lack of integration and the continuing staff shortages. This has resulted in 
nurses being over-worked and also means that ‘Follow-up of mothers is minimal and there is 
little or no integration of the PMTCT programme with postnatal service delivery systems such as 
EPI or IMCI’ 82.  This is also true in the valley where the lack of staff, resources and especially 
transport problems has meant that many of the clinics, outreach services, EPI and visits by 
community workers have stopped or been severely curtailed [Source: Key informants]. All these 
difficulties mean that there are fewer opportunities for complementary weaning advice to be 
obtained as there is less and less interaction between nurses and caregivers. In addition, this lack 
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of contact means that mothers do not receive on-going advice, support or help with any practical, 
emotional (e.g. family pressures) or social issues that might arise on infant feeding matters. 

- VHWs: It seems strange that VHWs were not mentioned as a source of weaning advice by the 
subjects in this study, as they are generally involved with all health issues in their communities.  
It would be interesting to determine the reason for this lack of advice and so solutions found as 
they are a respected and important resource to mothers. 

- Fathers support: The UNICEF studies’69,77 results from Binga and other studies in Zimbabwe26,65 
have found that the father is the main determinant of infant feeding practices in general and 
especially for weaning. However, in this study participants said that while it was recognised in 
Tonga culture that the father is in charge, any decisions on infant feeding would be made by 
both parents together. Nevertheless, they also recognised that as the mother is the one who 
primarily looks after the infant, in reality she can determine how the infant is actually fed – this 
might be the reason why the majority of the women caregivers in the study said that they 
decided to start weaning on their own. 

§ Poverty: In 2002 UNICEF determined that the weaning diet was inadequate and ‘the root cause is 
poverty’69.  Poverty means that even if the caregivers are aware of the need for nutrient-enriched 
foods e.g. peanut butter, they cannot afford them and if they are bought they have to be shared 
amongst the family as they are all lacking food.  However, despite chronic poverty, during interviews 
with health workers in the valley it appeared that there is still a tendency for nurses to advise 
caregivers to give the infant complementary foods, such as peanut butter and cooking oil, although 
they are very expensive; in the study only 3 infants had eaten either commodity in the previous 24 
hours.  While there is some evidence of local fruits and fish being recommended, it seems from 
discussions with health workers that they have little knowledge about what complementary foods to 
advise mothers to use when they are so poor.  Moreover, there also appears to be an underlying 
expectation by nurses that a mother will know what foods to feed her infant, as she will just follow 
what others are doing around her and so there is no necessity for specific advice.  

Specific ways to improve complementary feeding / post-weaning foods established by these sections: 
o There is a need to ensure that mothers have access to health workers, not only for advice on 

complementary foods, but also for access to health care, as this time period is particularly risky in 
terms of infections. Moreover, it has been found that seeing a nurse frequently encourages the 
mother to seek treatment earlier for their sick infants100. 

o There is a need to tackle the root causes of poverty of people in the valley and help them improve 
their livelihoods and food security.   

o Determine the reason why VHWs are not used as a source of advice for complementary and post-
weaning feeding.  If it is found to be due to their lack of knowledge on these issues, ensure that 
training is provided. 

o Training in complementary feeding / post-weaning foods should be provided for others who have 
contact with mothers in the community e.g. CBCs, EHTs, etc. 

o Determine what local and wild foods can be used for complementary foods and post-weaning foods 
and how to use them.  This information should then be shared with nurses, VHWs and other health 
workers in the community to pass on to the mothers. There then needs to be follow-up to determine 
whether the foods are being used and if not, the reasons why determined. 

 
4.3.2.2. Additional issues for HIV+ mothers 
At present mothers in the valley are given very little guidance from health workers about how to feed 
their infant in the post-6 months’ period and/or when they stop breastfeeding or give only BMS.  During 
interviews health workers in the valley stated that they would recommend that if an HIV+ mother was 
breastfeeding she should stop, as soon as possible, and that the mother should feed the child with 
‘porridge and other weaning foods’. This response is essentially due to a desire to stop the risk of HIV 
transmission as early as possible and a lack of knowledge about what foods should be given after that.  
While this advice is understandable (after all there are no official Zimbabwean guidelines for feeding 
non-breastfed infants and the international ones58 were only published last year) the consequences of 
this advice are likely to be negative as the current weaning foods are inadequate and the infant also will 
not have the substantial macro and micronutrients that are usually provided by breastmilk9.  This 
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together with the fact that the infant will not have the anti-infective properties of breastmilk means that 
the infant is at increased risk of morbidity and malnutrition. 
The report by Dewey et al94 also highlights the extra water requirements of the non-breastfed infant; 
especially in hot conditions such as found in the Valley and during sickness.  Unless these are 
requirements are known by the health workers in the hospitals and RHC, as well as in the community 
e.g. VHWs, then the HIV+ caregiver will not provide this extra water, to the detriment of their infant. 
Moreover, as discussed earlier, there is a need to ensure that the water is safe for the infant to drink. 
Solutions to this problem: 
- Ensure that health workers have access to the WHO ‘Guiding Principles for feeding non-breastfed 

children 6-12 months of age’58 in a useable format so that at least the issues involved are clear.  This 
can then be used by the nurse in counselling and determination of the options using AFASS. [There 
is also a need to ensure that they have access to the ‘Guiding Principles for Complementary Feeding 
of the Breastfed Child’57 for the same reasons.] 

- Develop weaning foods that are nutritionally adequate, culturally acceptable and cheap for the non-
breastfed infant >6 months of age (but preferably should also be able to be used by all infants >6 
months) (see below) 

- For matters to do with water see ‘Clean water’ section (iii) above. 
 
4.4. METHODS TO INCREASE THE QUALITY OF COMPLEMENTARY FOODS  
While a comparison of current infant feeding practices with the guidelines will give an indication of the 
gaps and problems that can then be closed and solved, another way to determine how to improve infant 
feeding for infants >6 months of age is to study what has been done by others. Countries throughout the 
world are in a similar position to Zimbabwe; they too have postnatal growth faltering starting as infants 
begin to receive foods to complement breastmilk, due to the complementary foods being low in energy 
density and poor nutritional quality36. In order to solve this problem many research and nutrition 
programmes have been conducted over the years, to improve complementary feeding94,99,100.  They have 
shown that interventions can succeed, in terms of increasing the complementary food and energy 
intakes of infants, leading to improved rates of growth and hence ‘reducing early childhood malnutrition 
in developing countries’99. Consequently by taking the most appropriate lessons to the valley it should 
be possible to reduce growth-faltering and improve complementary feeding for all infants; this is 
particularly important for the infant of an HIV+ mother who stops breastfeeding early, because of the 
risk of HIV transmission, as the current weaning foods in the valley are not sufficient to support a non-
breastfed infant >6 months.   
 
The nutrition programmes reviewed by Caulfield et al99 have successfully used many ways to improve 
the dietary intake of infants >6 months including: (i) improving local complementary foods by adding 
ingredients such as protein and micronutrients, (ii) developing new complementary foods, and (iii) 
increasing the use of local foods not typically provided to older infants, or usually fed only during 
illness. In order to try and determine the best approach for Zimbabwe and the Zambezi Valley, 
worldwide research, proposed research in Zimbabwe and other issues, will be set out for each option. It 
should be noted that as there is an urgent need to improve the complementary foods for all infants, 
irrespective of the HIV status of their mother, it is likely that ultimately a combination of approaches 
and options will have to be used.  
 
(i) Improving local complementary foods 
♦ Moringa has been increasingly used in Binga district in order to improve the nutrient content of 

food; both as a fresh vegetable and as a dried powder added to other foods. UNICEF along with the 
Binga District Council are proposing to undertake a Knowledge, Attitudes and Practices (KAP) 
study regarding the use of Moringa as a complementary food in children under 5 years.  After the 
KAP there may be a case-controlled intervention study to determine its use as a complementary 
food [T. Ncube, personal communications]. (See Future Research page 76 for comments on this 
proposed study) 

♦ UNICEF (Zimbabwe) is proposing to undertake trials for improved infant and young child feeding 
practices (TIPs) in Binga and Hurungwe Districts with the aim of diversifying the base of foods 
used for complementary feeding.  It also aims to identify food mixes that are suitable for infants and 
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young children living with HIV and AIDS. (See Future Research page 76 for comments on this 
proposed study) 

♦ In at least one study the use of fish powder (added to a fermented maize porridge) was found to 
improve the growth of infants100.  As Lake Kariba is close to the operational areas and there is 
already a fishing industry this option could be looked into further. 

♦ Throughout sub-Saharan Africa successful programmes to improve complementary foods have 
involved protein and micronutrients being added to the staple porridge e.g. peanut butter99.  

♦ Fermented flour added to porridge reduces its viscosity and enhances energy density99(see below). 
 
(ii) Developing new complementary foods 
♦ ZVITAMBO and the MOHCW are planning to undertake a pilot study to examine the feasibility of 

early breastfeeding cessation at 6 months and explore different feeding options for rural HIV+ 
mothers that have been part of a PMTCT programme7. The aim is to compare the impact of at least 
2 feeding alternatives on post-natal transmission, child nutrition and survival; one of which will be 
a locally produced RUTF that is nutrient dense and resistant to bacterial contamination.  The results 
of this study will go a long way in establishing the gold standard for the feeding of non-breastfed 
infants >6 months of age in Zimbabwe.  However, the results of the study will not be available for 
some time and even if the RUTF is successful it may not be a feasible option in areas like Binga 
and Nyaminyami that are very remote. Therefore, while welcoming this research, it is important to 
find alternatives for the infants in the valley 

♦ Modified Binga Power Porridgexxix may be able to be used as a complementary food for infants of 
HIV+ mothers and others. This porridge (composed of maize, groundnuts, beans, sugar and in the 
latter years Moringa) has long been used in Binga as a food supplement for malnourished infants 
and during the study the participants were very open to it, or something similar, being used as a 
complementary food.  However, modification and research would have to be done to improve its 
nutrient content and ensure its safety for young infants.  

♦ Other countries94,99 have developed complementary foods that may be viable in Zimbabwe or might 
provide further inspiration. For example, (a) a study in Zambia 101 has developed an α-amylase-
modified complementary blend made from locally produced maize, beans, groundnuts and 
bambaranuts; the amylase allows more flour to be added for the same amount of water and so 
infants can obtain more nutrients from the same volume of food. As amylase is commonly used in 
baking it may even be available in the valley and hence could be added to foods. (b) In Malawi a 
RUTF has been made from peanuts, powdered milk, cooking oil, sugar and a micronutrient 
premix94. 

 
(iii) Increasing the use of local foods not typically provided to older infants, or usually fed only 

during illness 
♦ During this study it was found that there are no foods, in particular, that are not provided to older 

infants or usually only fed during illness, and so this is not an option in the valley. 
 
Additional issues and options: 
♦ Although ways have been found to improve the macronutrient intake of infants >6 months of age, 

‘the micronutrient quality is often neglected’100.  This is of concern as ‘even if a child is not infected 
with HIV, the likelihood of micronutrient deficiencies during this age period is high’94 especially 
for the non-breastfed child. This is of particular importance in the valley as there is chronic (i) iron 
deficiency and anaemia can be made worse in infants >6 months by malaria parasitemia100, and (ii) 
vitamin A deficiency. Hence there have been calls for local complementary foods to have 
micronutrient supplementation100,101.   
Food fortification is being implemented by the government and the national micronutrient task 
force but the low amount of bought food in the valley means that this is unlikely to have a huge 
effect. As it has been found that ‘food-based strategies (including nutrition education) are the most 
sustainable approach to increasing the micronutrient status of the population’87 there is a need to 

                                            
xxix Binga Power Porridge is composed of maize, groundnuts, beans and sugar (Moringa powder has also been added since 1996).  In 1992 they started 
giving it to recovering malnourished children (either as the porridge or as ingredients) as a take-home ration when discharged from Binga District Hospital. 
At present, due to a lack of resources, it is not distributed but caregivers are given the recipe and encouraged to make it at home. 
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determine the micronutrient composition of local, available foods in the valley and promote these as 
complementary foods, with the necessary nutrition education and support.  
 

♦ While Mahewu (fermented maize meal, malt and sugar) is used as a complementary food in the 
valley, other fermented foods such as sour milk, sour porridge and sour sadza were not mentioned 
by any of the study sources, although they have all traditionally been used in Zimbabwe71.  
Simango71 promotes the use of fermented and malted cereal foods for weaning in Zimbabwe as they 
can: reduce the risk of microbial contamination; improve the nutrient content of food in terms of 
energy density, protein content and availability of iron.  They are also more digestible, more 
palatable, owing to the improved flavour, and can also be stored for consumption for several days. 
He found that although mothers in his survey did not traditionally use all of these fermented foods 
they were interested in making them for their infants and hence this option is worth investigating 
with mothers in the valley. 

 
♦ The report by Dewey et al94 paved the way for the use of linear programming (LP) to design diets 

for the non-breastfed child.  Essentially it is a computer programme that uses information on locally 
available foods, their cost and the typical amounts of each food consumed by children in the 
designated age range to develop diets that can meet the nutrient requirements of that age range.  By 
altering factors such as the availability and/or affordability of the foods it is possible to ascertain 
what food combinations meet the requirements and whether these are feasible. For example, in 
order to meet the nutritional requirements for non-breastfed children just from food, it is necessary 
for the infant to consume multiple types of animal products, fruits and vegetables on the same day; 
however, in this study 72.3% of infants did not consume any animal products at all in the previous 
24 hours and 29.8% had not eaten any fruit or vegetables. In this situation LP then ascertains what 
nutrient supplements, for example, in the form of Nutributter, CSB, or multiple micronutrients (e.g. 
Foodlets and Sprinkles) can be mixed with food to make it up to required nutrient levels.  The 
benefit of this programme is that once information is available on locally available foods in the SC 
(UK) operational areas LP can be used to conduct an assessment of the dietary needs for the non-
breastfed children and may yield solutions that had not been thought of previously.  Once a local 
assessment is completed recipes and dietary guidelines (including the amount of water that is 
needed in the diet) can be developed for caregivers. 

 
♦ CSB is already distributed to malnourished infants in Binga by the hospital.  While there are issues 

surrounding its sustainability, cost and more recently, contaminationxxx the study by Dewey et al94 
highlights its potential use as a complementary food. 

 
♦ RTUFs developed for the rehabilitation malnourished children e.g. Plumpynut or a form of 

Nutributter, have been used in Malawi for children of HIV+ mothers as infant formula is considered 
too risky94.  However, the amount of zinc and vitamin A in these formulations is above the dietary 
reference values and consequently they cannot be recommended for use in the valley, unless a way 
is found to reduce the amount of these 2 micronutrients, or ensure that infants only consume a small 
amount when eaten alone, or mixed with other foods.  

 
4.5. ADDITIONAL ISSUES TO CONSIDER - HIV Testing & Role of Fathers 
o Will an increase in the availability of HIV testing in Binga and Nyaminyami, actually increase 

the number of tests done? 
As discussed earlier the Global fund money should expand HIV testing in the Valley and it is taken as 
read that this increase in testing availability will be accompanied by an increase in tests being taken, 
however, this is not necessarily the case.  In this study although 76.6% of the caregivers said that they 
had or would have an HIV test, the participants and the nurse facilitator admitted that in reality many 
people choose not to.  Other studies have found similar results, for example, in the Zimbabwe 
ZVITAMBO study26 only 7.1% of mothers chose to learn HIV status in the first 3 months after birth 

                                            
xxx In May 2005 the Permanent Secretary for Health and Child Welfare, MOHCW, Zimbabwe condemned all WFP consignments of CSB as they were 
deemed not to be fit for human consumption. 
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and 84.5% chose not to learn their status at all and a meta-analysis 102 from various developing countries 
showed a median of 69% (range 33-95%) of mother’s returning for their HIV test.    
Studies 26, 102 show that the reasons for people not getting tested are operational28, 103 [e.g. no or little 
pre-test counselling and education, poor quality of the VCT counselling] and socio-behavioural26,86 [e.g. 
potential for marital break-up/domestic abuse, an increase in destructive thinking/stress from knowing 
ones status and resignation that nothing could be done anyway].  Caregivers cited the opinion of their 
partner, as the main reason for not wanting a test; however, the low numbers in this study means that the 
reasons given are not conclusive evidence. People in this study also indicated that there were only 
‘negatives’ in finding out that they were HIV+ as ‘nothing could be done’ and unless this issue is 
tackled women will avoid being tested.  
While it is true that ARVs, or HIV clinics, are not available in the valley and that DAAC does not have 
the resources to give all those registered food baskets it is hoped that these services will improve soon 
with the Global fund money and time.  Furthermore, other things are being done by SC (UK) to 
improve the situation, for example through its peer education programme and HIV information centres, 
as well as food security programmes targeting PLWHA. However, there is a need to expand these 
activities and focus on ways that people are able to ‘live-positively’, despite poverty and lack of 
resources, for example by eating local wild foods, improving hygiene, etc.   

 
[Note: In order to increase the uptake of testing there is a trend to encourage routine HIV testing in 
ANC through the ‘opt-out’ approach where all women are tested unless they specifically ask not to be. 
Although this method is not currently being used in the valley, it has been tested in Zimbabwe and was 
found to be ‘acceptable to most women and would increase uptake of PMTCT services’ 103.  However, 
while this approach saves health workers time by enabling them to pre-counsel groups rather than 
individuals, it is also dependent on an increase of resources further along the line e.g. taking blood, 
testing equipment, post-test counselling and infant feeding counselling for HIV+ mothers.  These 
factors need to be included into the equation and in places like Binga and Nyaminyami, where a nurse 
does all the stages, the ‘opt-out’ approach may not work. Moreover, there are concerns that mothers will 
feel coerced into testing as their socio-behavioural worries and reasons for not testing  (mentioned 
above) will not just disappear with a different way of testing. If more mothers are found to have been 
tested but the socio-behavioural impediments to testing have not been addressed, there must be concerns 
that a mother has been ‘forced’ into testing in some way, for example by peer pressure.  Montgomery et 
al 86 concluded in their study that, ‘Socio-behavioural impediments to testing …must be examined and 
addressed for a successful treatment programme’.  Hence, before this ‘opt-out’ approach is widened and 
supported by SC (UK) more research is needed on the effects on mothers and their families as well as 
the impact on health workers and resources.] 
 
o What is the role of fathers?   
As discussed earlier, men are the head of the family in Tonga culture, but unlike in other studies in 
Zimbabwe 26,65,77 this study found that the parents tend to share decisions to do with infant feeding and 
PPTC, or mothers tend to make the decisions on their own. It was also found that one of the main 
factors involved in determining who makes the infant feeding decisions, is the level of knowledge of the 
mother.  Participants said that if the mother did not know the facts, then she would do what the husband 
said, as she would think that he knows best.  In addition, there is evidence that men do have more 
influence than stated, for example, the mother’s main reason for not having an HIV test found in this 
study was because their partner would not like it. Also, as the father controls the family money he 
would almost inevitably be involved in any decisions to purchase replacement foods.  
Consequently, as both men and women (either together or separately) are involved in making decisions 
on infant feeding issues there is a need for both parents to be informed about MTCT and infant feeding.  
While mothers tend to obtain information from nurses during ANC it is very rare for fathers to be 
involved in this.  The ZVITAMBO study 26 determined that the fathers found it preferable to learn this 
information directly, rather than from the mother, so that he is able to assume the leadership role in 
discussions; it also found that wives wanted to be relieved of the responsibility. Further to this finding, 
male outreach and education programmes in Harare were set up, however, while no formal evaluation 
of these programmes was completed, it seems they were not very successful [Jean Humphrey, personal 
communications].  A study in Zambia 33 has found that couples counselling is a successful way to get 
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men involved, at the same time as teaching the women, with the presence of a respected outsider giving 
the information to provide more credibility.   
 
As shown in figure 4 (page 23) and discussed earlier infant feeding decisions are made in relation to 
other factors.  The involvement and support from other family members, in particular the father, is very 
important in order to implement safe infant feeding practices for PMTCT, especially when those 
practices ‘are different from cultural norms and conventional public health messages.’67  
 
4.6. CONCLUSION  
This report has shown the policies, practices and constraints to optimal infant feeding, which are 
essential for all infants, regardless of the HIV status of the mother. ‘Poor infant feeding and weaning 
practices (food shortages and imbalances) can lead to stunted growth, delayed motor and mental 
development, immune incompetence, frequent attacks of diarrhoeal disease, macro- and micronutrient 
deficiencies and, most importantly, interference with the realisation of full human potential’87 
Unfortunately infants in Binga and Nyaminyami districts are not receiving optimal infant feeding 
practices; early mixed feeding, poor quality complementary foods, poor child-care practices and so on, 
are leading to malnutrition and poor growth and development.   
 
Infants <6 months of age 
HIV has brought new emphasis in trying to find ways to ensure that all infants obtain optimal infant 
feeding irrespective of HIV status. While for infants up to 6 months of age exclusive breastfeeding is 
internationally recommended for all infants of HIV- mothers and those of unknown status, for infants of 
HIV+ mothers the choice is much more complex. The HIV virus can be transmitted through breastmilk 
- but this risk can be reduced by ‘safer breastfeeding’; she can get free infant formula from the Binga or 
Siakobvu hospitals - but there is the increased risk of morbidity and mortality in the valley due to poor 
water and sanitation; she can not breastfeed and feed in another way - but she lives in a family and 
community that provide pressures and there is the risk of unwanted people discovering her HIV status 
and stigma. There are then the additional issues of poverty, the health workers beliefs and biases, 
availability of other forms of BMS, her knowledge on how to express breastmilk or make BMSs, 
whether not breastfeeding will effect her role and status as a mother and so on (Figure 4, page 23) that 
are all important in determining how an HIV+ mother will feed her infant as s/he grows older.  
 
Modelling indicates that for infants <6 months old exclusive breastfeeding is the safest method of 
feeding in terms of HIV-free survival79 (indeed, the same modelling seems to suggest that breastfeeding 
as usual for 24 months is probably ‘safer’ than no breastfeeding in the valley as the IMR is close to 
>100 per 1000). The WHO/UNICEF/UNAIDS56 recommendation is that HIV+ women should be given 
‘specific guidance in selecting the option most likely to be suitable for their situation’, but that when 
HIV infected women cannot practice safe formula feeding exclusive breastfeeding is recommended.  
This recommendation has been further strengthened by the discovery that the risk of transmitting the 
virus through breastfeeding can be reduced, by ‘safer breastfeeding’ practices.   
 
Figure 2 (page 11) shows some of the elements required to both promote exclusive breastfeeding and to 
mitigate the risk of HIV transmission through breastfeeding.  As well as these elements there is a need 
for a consistency of messages providing the mother with the necessary support.  The seemingly 
confusing messages of ‘breast is best’ and ‘breast infects’ arises due to the rapid development of policy 
guidelines as they try to catch up with scientific knowledge25 and means that even health professionals 
can be unsure as to the messages they need to promote.  It is essential that all actors (including SC (UK) 
staff) give comprehensive, accurate and consistent advice to mothers. Therefore all SC (UK) staff and 
others, if possible, should receive training in breastfeeding and other infant feeding and HIV issues to 
fill in knowledge gaps and correct inaccurate beliefs.  
 
There will always be mothers who, for fear of transmitting the virus to their infant, choose not to 
breastfeed.  It is essential that they are counselled individually (or with their partner if they prefer) over 
a number of sessions as it can be hard for people to focus attention to the issues, especially if they have 
just been diagnosed 31. At the same time as supporting them in their decision to use BMSs, there is a 
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need not to encourage others to do the same.  This tight-rope is very difficult for health workers, aid 
workers and others to manage and it needs careful monitoring and review. It is important that the infants 
of HIV+ mothers are closely monitored to ensure that there are no signs of infection and that they are 
growing rapidly, and yet this is not happening at present. It is hoped that the new Child Health Cards 
will help with this monitoring situation as they include a record of the type of infant feeding the child is 
getting, but it is unwise in the current climate of lack of health staff, transport difficulties, 
immunisations, etc to rely on routine health checks and EPI.  Only with an effective integrated 
monitoring system with an organisation such as SC (UK), that has the means to access all areas, will 
this be able to work in practice.  Further, by doing this there would be the opportunity to monitor spill-
over in the community at the same time.  
 
In the valley and Zimbabwe as a whole, early mixed feeding is very common.  Like all infant feeding 
decisions, the reasons for this are very complex but the results in terms of morbidity, malnutrition and 
increased risk of HIV transmission are as simple, as they are dire.  At present very few women get the 
opportunity to be tested for HIV, while this situation will change there will still be a number of women 
who choose not to test and/or want to continue to breastfeed. Moreover, the vast number of women who 
do get tested will be HIV- and in the rush to help the HIV+ mothers and their infants the need to 
improve the health and lives of the negative or non-status mothers and their infants should not be 
forgotten. There is an urgent need to promote exclusive breastfeeding to all women in the valley; but 
merely promoting it is not enough, women need to be taught how to breastfeed safely for 6 months. 
This means not only tackling technique, nutrition and so on, but also means finding ways to overcome 
issues such as the women having to go back to their fields 3 months after delivery and engaging the 
father in a constructive way into the decision making process. None of this will be easy, however 
studies (Figure 2, page 11) have shown that the outcome can be very successful, for example, there is 
evidence which demonstrates that ‘promotion of safer breastfeeding practices can prevent postnatal HIV 
transmission by mothers of unknown HIV status [This] strongly suggests that breastfeeding 
programmes emphasizing exclusive and safer breastfeeding practices should be protected, promoted and 
supported in all areas, especially those of high HIV prevalence.  This is important because even in 
populations where PMTCT programmes are rapidly expanding, many mothers are still opting out or not 
getting HIV tested for a variety of reasons and there are no other interventions to protect their infants.  
Exclusive breastfeeding is also beneficial for uninfected mothers and can be promoted without fear of 
stigma’20 Besides which, exclusive breastfeeding for 6 months can reduce infant morbidity, malnutrition 
and mortality8,9,10,11  
 
Complementary food 
‘Optimal complementary feeding…involves adding energy and micronutrients while maintaining high 
energy intake from breastmilk’99. Programmes for mothers who are HIV- and those of unknown status 
require messages about maintaining high levels of breastmilk intake during the first year of life and as 
complementary foods are introduced and their consumption increases, but they must also teach mothers 
how to do this. 
 
Unfortunately, education and promotion of appropriate replacement foods have been insufficient so far 
in Zimbabwe and infants are often fed with nutrient-poor foods such as porridge and sadza. A meta-
analysis of successful nutrition programmes throughout the world to improve the complementary food 
intakes of older children have shown that for the mothers to feed their infants optimally ‘they need 
simple, action-orientated information that is age appropriate and that changes as their infants grow and 
mature…the content [should be] built upon current local practices, belief and concerns – just as the food 
products or recipes that are developed are built upon local beliefs and practices….the messages used 
[must] reflect that mothers need advice and information not only on what to feed, but also how to feed 
their infants’99  
 
As mentioned above, it is important that practices and foods are based on local practices and beliefs.  
But this study has found that there is a lack of knowledge on what local foods to give infants, how to 
prepare them so they retain their nutrient value, as well as being able to be digested easily and there is 
little knowledge about preserving foods for future use.  Only by SC (UK) obtaining an increased 



 69

knowledge of the nutritional composition of local foods and then working with the community to turn 
this knowledge into creating AFASS complementary foods can the scope of the complementary foods 
to be improved.  The two research studies as planned by UNICEF on Moringa and complementary 
foods in Binga should expand the knowledge based considerably on the types of foods that can be used 
and SC (UK) should ensure that it plays a partnership role in these studies, in order that it has full access 
to the data and findings.  
 
SC (UK) has the opportunity through its livelihoods programme to be able to positively influence the 
foods grown in Binga and Nyaminyami, especially in nutrition gardens, and hence has an opportunity to 
promote foods that would be good as complementary foods, as well as improving goats’ milk 
production.  However, again the need for integrated programming is apparent as without nutrition 
education on the importance of these foods for weaning infants and how to prepare them, it is likely that 
they will be sold to buy less nutritious commodities from the shops. Indeed, Orne-Gliemann et al 67 
concluded that ‘Any innovative recommendations for replacement feeding, in contexts where food 
availability and household financial capacity are scarce, will require strengthened support to mothers 
and families’ 
 
Specially prepared complementary foods such as RUTF are another alternative, but research and testing 
will take time. Nonetheless in reality any lasting solution to adequately feeding infants >6 months in 
general, but especially non-breastfed infants of HIV+ mothers, will require a number of different types 
of food and approaches. A programme with elements on improving child care, responsive feeding, 
hygiene, preparation and preservation techniques, nutrition education, as well as expanding the range of 
local foods that are available and eaten, and introducing new foods into the area and developing RUTFs, 
is much more likely to succeed and improve the chances for an infant to obtain the nutrients s/he needs 
and grow to their full potential, than a programme with a single approach.   
 
Outside influences: 
As described throughout this report the pressures of outside sources have a huge impact on the infant 
feeding decisions taken by a mother, even if she is outwardly unaware of them.  A desire to conform is 
inherent to most people, especially when an infant is involved and a mother is often unsure of how to 
look after him/her and is looking to people around her to see what she should do.  For mothers with HIV 
there is the added worry that community awareness of HIV and infant feeding may increase stigma and 
while studies have shown that in reality there is no proof of this stigma existing31, the fear of it can be 
enough to affect practices. 
  
It has been found that the ‘people closest to an HIV+ mother – her partner and family – are crucial to 
the acceptability of whatever feeding option she chooses’31 especially when those practices ‘are 
different from cultural norms and conventional public health messages’67 and yet very few programmes 
specifically target relatives and families or actively include them in the counselling on infant feeding. 
There needs to be ‘behaviour change and communication interventions aimed at the partner, families 
and community in general’31 and especially to ‘positively involve men and fathers in infant feeding 
choices and practices’25  
 
The 2003 Assessment on MTCT programmes determined that nurses and midwives are the prime 
providers of VCT and infant feeding counselling82. They are important in being a source of knowledge 
and advice for the family and they also have credibility, which is important when families explain their 
decision to other family members.  Moreover there is evidence that seeing a nurse regularly prompts 
mothers to seek treatment earlier for their sick infants100.  Without this advice and guidance the 
adherence to the infant feeding choice, which is especially important for an HIV+ mother, can be 
affected 31. However, unfortunately there are not enough nurses and midwives in the valley (Table 2, 
page 16).  Even with the dedication and hard work of the staff members that are there a lack of 
resources, especially in terms of transportation, means that there is less and less opportunity for 
caregivers and health workers to meet regularly to discuss infant feeding and health issues as the infant 
grows older.  This means that community workers on health issues e.g. VHWs, CBCs, who live in the 
communities they serve, are becoming more and more vital but do not have the degree of training or the 
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material resources for this enhanced role.  If hyperinflation continues and the government’s resources 
are stretched further SC (UK) is likely to be increasingly called upon to help in matters of training, 
resources and transport for the community workers, nurses, midwives and so on.  Consequently SC 
(UK) needs to determine its level of commitment to infant feeding and PMTCT. 
 
A review of programmatic evidence on HIV and infant feeding found that ‘the most appropriate 
response requires that in all maternal and child facilities mothers are tested, receive balanced and 
quality counselling, appropriate PMTCT services, and follow-up support on HIV and infant feeding’31. 
SC (UK) does not have the resources or the expertise to enter into testing and/or full scale PMTCT 
services. Nevertheless the malnutrition, growth faltering, IMR and so on in the valley means that there 
is a need for SC (UK) to develop a programme focusing on promoting optimal infant feeding for all, 
which will reduce HIV transmission, prevent growth faltering and save lives. A meta-analysis by 
Caulfield et al99 showed that the elements of successful programme include being multi-faceted, involve 
breastfeeding promotion, the use of formative research to develop new complementary food recipes 
(building largely on what mothers were already ‘doing right’), as well as education, counselling and 
mass-media communication. It also found the need for any programme to take account of the local 
social, cultural and behavioural issues involved (Figure 4, page 23), as otherwise caregivers will not 
change there current practices, for example they may not incorporate the new complementary foods into 
the infants feeding repertoire, if the child does not like the food, or there are too many pressures on her 
time, resources and/or household budget.  In addition any programme needs to continue over a long 
period as it will take time to change behaviours and beliefs. 
 
The main recommendations from the report are set out below.  Overall, there is a need to promote safer 
breastfeeding practices for all in the general population and not assume that because mothers have been 
doing it for centuries and that women are commonly seen breastfeeding, that mothers know how to do it 
safely and do not need help.  There is also the need to recognise that with an increase in testing there 
will be an increase in the number of HIV+ mothers.  These mothers will require on going help and 
support, as will their partner and key family members, in order that the woman is supported in her 
decision and does not revert to mix feeding; which is the worst scenario especially in terms of HIV 
transmission.  The Zimbabwe health service does not have the staff, resources or transport to cope with 
this in the valley and there will be increasing pressure for SC (UK) to help.  SC (UK) needs to make 
sure an integrated programme plan is set up to ensure that the nurses and community workers, together 
with the SC (UK) staff and others, get the training, resources and systems set up to ensure that all 
mothers get the support they need with infant feeding. The WHO Global Strategy for Infant and Young 
Child Feeding and WHA Resolution 57.14(28) said that there was a need for governments to ‘scale up 
their support for infant and young child feeding rather than scale back because of the tragic HIV 
pandemic’20 and this requirement is the same for NGOs, such as SC (UK).    
 
4.7. RECOMMENDATIONS FOR CHANGE 
This report has discussed the reasons why changes in infant feeding practices in Binga and Nyaminyami 
are necessary and has also suggested ways make those changes happen in practice.  The following 
recommendations summarises the main points that SC (UK) should focus on and also provides 
additional thoughts and comments, apart from the first one they are not in priority order. (Note: due to 
the number of topics covered in this report it is not a complete list of recommendations; the reader 
should go to the relevant part of the report for further information.)  
 
Note: It is imperative that all the information given out to mothers in the community by SC (UK) staff, 
health workers, community workers, IEC resources, during workshops, etc is up-to-date, accurate and 
consistent, otherwise mothers will get confused and revert to poor infant feeding practices that can be 
dangerous both in relation to HIV transmission and malnutrition.   
 
◙ Overall SC (UK) needs to set up a multi-faceted programme to improve infant feeding in the 
valley. As described in the conclusion above this programme should be wide ranging involving safer 
breastfeeding promotion, education and counselling, as well as developing complementary foods and 
providing nutrition education. The report in general and especially figures 1, 2 and 4 (pages 10, 11 and 
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23 respectively) highlight many of the issues that need to be taken into account when developing this 
programme to ensure that the changes in current practices are incorporated into the mother and infant’s 
repertoire. Many of the following recommendations should be included in this programme but could 
also be taken as first steps before the programme starts properly. 
 
• IEC material: Successful programmes throughout the world to promote improved infant feeding 
have all produced printed material for mothers to take home and use99.  Resources, such as leaflets and 
counselling cards (as reminders) are important for HIV counsellors28,84 and for the general public. 
Moreover, the SC (UK) 2005 health assessment81 also highlighted the need to have IEC materials 
developed and they were also requested in this study, by the health workers in the valley. 
 
IEC materials are being developed and field tested by the Zimbabwe committee ‘Partners on Infant 
Feeding IEC Materials’ (Annex 8), using the experience of other countries world-wide.  The leaflets (to 
be available in English, Shona and Ndebele) include: Nutrition during pregnancy and breastfeeding; 
How to practice exclusive breastfeeding; How to feed your baby commercial infant formula; How to 
feed your baby modified fresh animal milk; How to express and heat treat breastmilk. Cards (likely to 
be available in English only) include: How to breastfeed your baby; How to express breastmilk; If you 
are HIV positive, is using infant formula or modified cows’ milk a safe and secure option for you and 
your baby?; If you are HIV positive, what is the best infant feeding option for your baby?; What is the 
risk of HIV passing from HIV-positive mothers to their babies when no preventative actions are taken?. 
 
Of course, it is vital that the IEC material is understood by all the members of the community and as the 
majority of the population in the SC (UK) focus wards speak and write Tonga it would seem 
appropriate for SC (UK) to ensure that it is translated into Tonga; with appropriate pictures for the 
illiterate. Once translated the information should be distributed widely (with the exception of leaflets / 
cards on BMSs such as the use of infant formula, which should only be given to health workers / HIV 
counsellors for discussions with HIV+ mothers). The distribution points should include health centres, 
as providing essential information in a printed format and distributing them through official health 
channels may make it easier for people to raise issues such as HIV and infant feeding with their partner, 
because they can say that the health worker suggested that all people raise this issue.  It also increases 
the credibility of the information, which as described earlier can help in regards to changing infant 
feeding and care practices.  SC (UK) should also use its access points such as the information (youth 
friendly) centres, ECCD centres and so on but as discussed earlier, infant feeding practices are a 
community issue other places should also be used e.g. churches and schools.  Moreover, as they have a 
great influence on what happens in the village, the chiefs and crow heads of the villagesxxxi should also 
be provided with leaflets and infant feeding practices and HIV should be discussed with them at the 
same time.  
 
Note: The artists that did the drawings for the IEC material are from the Health Education Department 
and Zimbabwe Family Planning Council and are now trained in infant feeding and breastfeeding 
drawings and would be a useful resource for SC (UK) to use in the development of new material e.g. 
posters, wall murals, etc 
 
• Nurses and health workers: There is a need for nurses and others that work with mothers (e.g. 
Nurse Aids, the reproductive team, etc) to have specialised breastfeeding training, such as the 
WHO/UNICEF ‘Breastfeeding Counselling: A training course’ (often called the 40-hour course)xxxii and 
training in infant feeding and HIV. Moreover, other health workers such as the EHTs that already have 
a lot of community contact and could expand their role also require training in breastfeeding.  However, 
this is beyond the scope of SC (UK) and is not permitted in the current funding budgets that prevent 
direct funding of government health workers. Nonetheless, while this can partly be got around by using 
these people as facilitators and letting them ‘sit-in’ on courses, one of the main problems that they 
currently have is a lack of resources. The IEC Partners committee is tasked with updating the ‘Infant 
Feeding and HIV/AIDS Guidelines for Health Workers in Zimbabwe’62 however this process is stalled 
                                            
xxxi A chief is the head of a number of villages, while a crow head is in charge of a village 
xxxii WHO/CDR/93.6, UNICEF/NUT/93.4. WHO/UNICEF. (Known as the 40-hour course)  Available online at WHO 
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at present.  Nevertheless, the need for authenticated up-to-date resource material for health workers 
goes on and although other IEC leaflets and cards that are being compiled (see above) will be a source 
of reference material for health workers, they also need more detailed assistance.  Hence, until the 
guidelines are completed, it seems advisable for health workers to use resources from other countries, 
such as the Tanzanian ‘Question and Answer Guide. HIV and Infant Feeding’ and ‘Key steps in 
counselling an HIV positive woman on infant feeding options’xxxiii.  Hard copies of these should be 
donated to the hospitals and RHCs (rather than to individual nurses) as the health services do not have 
the funds to do this and in terms of the potential benefit to the nurses and the community the cost of this 
would seem justified. In addition the ‘Breastfeeding Counselling: A Training course’xxxii and WHO 
manual on ‘Infant Feeding and HIV Counselling – A training course’xxxiv that are already used in 
Zimbabwe, would be excellent resources, as would the new WHO (2005) ‘HIV and infant feeding: 
Counselling tools. Reference Guide’xxxv  
 
• Community workers: Community workers have an increasingly vital role to play in the providing 
mothers and infants with accurate information and practical assistance. In the communities there is an 
army of volunteers (some are paid a small allowance) who could be trained further to provide more in-
depth advice about breastfeeding and safer infant feeding practices both for HIV- and HIV+ mothers.  
This group includes: Village Health Workers, Traditional Birth Attendants, Traditional Midwives, 
Community Health Workers, Community Based Councillors, Home Based Care Givers, Family Care 
Givers, Community Primary Care Counsellors, Community Based Mobilisers, Community Based Pill 
Distributors and Community Based Growth Monitors.  However, many people have more than one of 
these titles (e.g. 5 of the participants in the study had a number of roles) and there is a danger of them 
becoming overburdened, especially as the work is mainly voluntary. One proposal would be to give a 
food-based wage as an incentive and/or additional volunteers specialising in infant feeding would need 
to be found.  
In terms of who are the most important in directly helping the mothers (especially HIV+ mothers) 
and/or have an influence on the community they are: 

- VHWs  
- TBAs and TMs; while they only have access to women during pregnancy and delivery they are 

held in high esteem in the community.  They are often women of the older generation who then 
can influence the community as a whole. However, some key informants mentioned that they are 
difficult to train, as they are old and set in their ways, therefore any training may have to be 
amended to accommodate this. 

- CBCs, Community Health Workers, HBCG, FCG. 
These community workers on health issues also need resource material; indeed as there role is 
increasing and they do not have the degree of training that nurses do, it could be argued that they need 
better resources than the hospitals and RHCs.  The IEC leaflets and cards mentioned above will be of 
great benefit to them and a ‘pack’ (of appropriate ones only) should be made up of these, which then 
ought to be given to anyone attending the SC (UK) HIV and infant feeding course, and to VHWs, 
TBAs, TMs and others who have regular contact with mothers.  
 
Support and promote ‘safer breastfeeding’ and exclusive breastfeeding: 
• A dedicated breastfeeding counsellor in Binga and Nyaminyami would help to ensure that the 
population at large are taught about safer breastfeeding and exclusive breastfeeding for 6 months; could 
help reduce breast pathologies and consequently HIV transmission; support the health services by 
accessing the communities and ensuring any cases are followed up; provide mentor support for HIV and 
infant feeding counsellors in the community; develop BFHI recommendations in the community; ensure 
the training of SC (UK) staff in breastfeeding and infant feeding matters; give talks and training to 
communities and develop ways with the community to promote safer breastfeeding techniques as well 
as support HIV+ mothers with their infant feeding choice. 

                                            
xxxiii Material available from www.qaproject.org (Quality Assurance Project of USAID/URC undertaken in Tanzania) 
xxxiv WHO/FCH/CAH/00.4, UNICEF/PD/NUT/(J)00-3/UNAIDS/99.57E. World Health Organization 2000. Available online at WHO. 
xxxv World Health Organisation 2005. Available online at http://whqlibdoc.who.int/publications/2005/9241593016.pdf 
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• It is recommended that a new short course is set up by SC (UK) on ‘Safer Breastfeeding in the 
Community’, which should be attended by the community workers (as well as the HIV and infant 
feeding workshop, if possible).  One of the benefits of the new breastfeeding course would be that there 
is likely to be a greater openness for people to attend as it is not overtly connected to HIV. The course 
should have an emphasis on making breastfeeding safe, advising on breastfeeding technique, providing 
manageable solutions to breastfeeding problems and so on, rather than just providing an overview on 
breastfeeding, as is done on the HIV and infant feeding workshop.  As discussed earlier there is also the 
need for others such as Nurse Aids, EHTs, etc, that have contact with mothers to have breastfeeding 
training. Indeed nurses have indicated their desire to increase their breastfeeding knowledge base and by 
the official health workers being used as facilitators and being allowed to sit in on the training this 
course would provide an ideal means of ensuring that there are consistent and accurate messages going 
out into the community to all mothers, by all parties. 

 
• HIV and Infant Feeding Counselling Training Workshop: 

- In order to ensure that the information that they provide to the participants is up to date and accurate, 
it is important that the facilitators on the HIV and infant feeding workshops have the following 
manuals: ‘Breastfeeding Counselling: A Training course’xxxii ‘Infant Feeding and HIV Counselling – 
A training course’xxxiv and ‘HIV and infant feeding: Counselling tools. Reference Guide’xxxv  

- ‘The HIV and infant feeding workshops for community participants e.g. VHWs, should continue in 
both Binga and Nyaminyami. While there is now a structure for further workshops in Binga it needs 
to be improved (details provided in the ‘HIV and Infant Feeding workshop - Guidelines for 
Improvements’ report).  In Nyaminyami there is the opportunity for SC (UK) to work with KAPNEK 
on HIV and infant feeding workshops. KAPNEK are already involved with PMTCT at Siakobvu 
Hospital and Sabina Tinarwo their PMTCT Programme Officer is one of the authors of the 
community HIV and infant feeding course (the KAPNEK modulesxv) 

- Caregivers will only improve their infant feeding practices when they trust the advice that they are 
given and they will only do this if the information and advice that they receive is consistent. 
Moreover, as HIV and infant feeding are both such cross cutting issues that affect everyone in the 
community, it is important that the HIV and infant feeding workshop is open to all health workers in 
the community.  VHWs are the most influential but CBCs are also important. The course should also 
be opened up to include others such as TBAs and TMs; as mentioned above they both have access to 
mothers and have a lot of power in the community.  

 
Issues to do with HIV+ mothers / HIV Counsellors: 
• In order to increase ‘safer breastfeeding’ and reduce breast feeding issues that increase the risk of 
HIV transmission, all HIV counsellors should ideally be trained in the WHO/UNICEF 40 hour 
breastfeeding counselling coursexxxii and the WHO Infant feeding and HIV counselling coursexxxiv.  
However, if this is not possible then SC (UK) should ensure that the peer educators, HBCG, FCG and 
others that have contact with HIV+ mothers, have attended the ‘HIV and infant feeding’ workshop and 
have the skills to: 

- Provide group education on basic HIV and infant feeding and safer breastfeeding practices but 
individual counselling for HIV+ mothers/couples on implementing feeding choices.  

- Assist the mother with breastfeeding and common problems such as ‘insufficient milk’. 
- ‘Provide counselling to relatives and key family members of HIV+ mothers in order to create a 

more positive and supportive environment for the infant feeding choice that the mother makes.’ 31  
- Address the issues of AFASS, stigma and discrimination as part of counselling of the HIV+ 

woman and provide guidance on how to deal with possible repercussions of stigma and 
discrimination31. 

- Be able to explain the nutritional requirements of a child after 6 months of age, the risk of 
malnutrition and the risk of HIV transmission, so that a mother can make a choice about what 
method of feeding to continue with. 

• While it may be preferable for people to be given advice on HIV and infant feeding by a qualified 
health worker, the need for HIV and infant feeding counselling far exceeds the capacity of the health 
care system. There are initiatives to address this situation, for example the MOHCW has recently 
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initiated the training of Primary Care Counsellors (PCC) to provide counselling services at district 
hospitals. There is also promotion of CBCs to assist the medical staff at RHCs in terms of providing 
rudimentary counselling for HIV testing and PMTCT, including infant feedingxxxvi, which seems to 
work very well and it is recommended that SC (UK) looks into supporting this initiative in their 
operational areas.   
 
• Integration: While initiatives, such as those mentioned above, to take the pressure off nurses are 
admirable, due to the remoteness of the valley and the transport problems, there is a need to ensure that 
health workers can access the local community.  As SC (UK) has transport and fuel, and their 
programming takes them into the community, one way to do this would be for an integration of services 
with, for example, the SC (UK) team taking the community nurse with them in order to provide mothers 
with infant feeding advice, etc xxxvii.  This would also be a step in providing the outreach services to 
support HIV+ mothers in their infant feeding choices as recommended by an SC (UK) discussion paper 

104 and others 67 
 
In order to ensure that the community receives the best care other forms of integration are necessary, 
including: 
• EHTs tend to be more mobile as they have motorbikes, so if they were trained on infant feeding they 
could both support mothers and incorporate infant feeding education into their role – members of the 
Environmental Health team in Binga were positive about this suggestion.   
• IMCI should be expanded in the valley.  This would enable there to be infant feeding support 
through the postnatal periodxxxviii.  (However, in order to ensure ‘safer breastfeeding’ practices and 
provide quality infant feeding care for the HIV+ mother the breastfeeding training of the Community 
Based Workers, who run the IMCI programme in the community, needs to be improved.) SC (UK) 
should support the development of IMCI and if possible ensure that its entire staff is trained in it.  
• SC (UK) are already attempting to integrate their programmes, however there is a necessity to do 
this further. The importance of this was highlighted recently when during a nutrition survey, the father 
of a malnourished infant >6 months of age said that he did not know that a variety of foods were 
important to a child’s development (he thought only cereal was important), nor did he know that he 
could grow foods like pumpkins or ground nuts in the area ‘because he had never seen them being 
grown’. A talk to the community by a SC (UK) nutritionist and/or livelihoods officer after the survey 
would be a good use of resources, as well as providing communities with vital information. 
 
• Teaching the community: In both Binga and Nyaminyami there is a need for nutrition education to 
increase safer feeding practices in the general population in relation to breastfeeding (e.g. exclusive 
breastfeeding, the causes of insufficient milk); complementary foods (types, preparation, distribution); 
water and sanitation; hygiene, etc. ‘nutrition education should focus on changing current knowledge, 
attitudes and practices’ 87. 

- A forward thinking approach is needed to ensure that messages about exclusive breastfeeding, 
improved weaning foods and infant feeding and HIV are taken in by the community.  During the 
workshop role-plays were very forceful and informative.  Community meetings and talks are 
also very successful, as demonstrated by the participants.   However, a recent assessment on 
education and communication messages on Nutrition and HIV/AIDS in Zimbabwe 81 found that 
there was a need to ‘develop targeted multimedia and interpersonal communication materials 
preferably in local languages for nutrition and HIV and AIDS’. While films were regarded as 
the preferred media for teaching on nutrition and HIV/AIDS, dramas, books, workshops, video 
tapes/DVDs and leaflets were also mentioned and all these areas should be explored.  
Competitions in the form of quizzes have already been used by SC (UK) in schools to increase 
awareness and knowledge of HIV and these should also be considered in terms of teaching 
adults and communities’ issues on health education and improving infant feeding practices.  

                                            
xxxvi KAPNEK is developing a manual ‘Training Manual for PMTCT Community Based Counsellors. An abridged version.’ in order to shorten and 
standardize the training for CBCs to assist nurses at RHCs. 
xxxvii The current SC (UK) motor insurance may have to be altered to accommodate this. 
xxxviii This was recommended by the report ‘Assessment of the prevention of Mother-to-Child transmission of HIV programme in Zimbabwe 2003’ 82 
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- ‘Since infant feeding issues are engrained in the norms of the people, awareness campaigns 
should be done repeatedly over a long period’ 84 

- As highlighted in figure 4 (page 23) infant feeding decisions are not made by the mother in 
isolation, especially in an area such as the valley where people live in view of others, hence it is 
important to target people with influence on the behaviour and attitudes of people in their 
community:   

§ Tonga is a patriarchal culture and the male family head has both a strong influence on the 
decisions taken by the mother in terms of infant feeding and his support is vital to 
ensuring that the mother keeps to her infant feeding decision; hence there is a need to 
ensure that there are programmes specifically for men and/or couples.   

§ Chiefs and crow heads are particularly important as they then give permission for a 
meeting to be held and they can affect the way that the meeting is conducted. Church 
leaders and school head masters are also held in high esteem.  While they may not wish 
to attend a full course on infant feeding, an introductory course highlighting the issues to 
do with breastfeeding, weaning and HIV may be useful, as well as providing them with 
IEC materials.  

- In order to ensure that the messages that are being given out are understood and practiced by 
caregivers in the valley, there is a continual need to work with the community and to adapt 
messages where needed. For example, the concept of ‘tummy-to-tummy’ is often used to 
describe positioning when breastfeeding, but the participants said that it is unacceptable to the 
community as it is thought that if the baby is on her tummy when she is having a menstrual 
period, then s/he will get thin. Therefore, the saying should be changed in the valley to, 
‘Tummy-to-Mummy’. 

 
• Infant formula: (Note: the following tasks could also be done by the dedicated breastfeeding / infant 

feeding advisor, mentioned above) 
- In order to ensure that infants of HIV+ mothers are thriving and receive the care that they need 

there is a need to monitor all infants that are given free infant formula by the hospital systems.  
However, the transport difficulties experienced by the health services means that this will not be 
undertaken without help from organisations such as SC (UK) and an integrated approach to the care 
of the infant.  

- With an increase in the use of infant formula in the area, there is the need to establish that health 
workers, community workers and SC (UK) staff know of the International Code on the Marketing 
of Breastmilk substitutes and subsequent resolutionsxiii.   

- There is also a need to monitor spill-over 
• Child Health cards are very important – they provide a vital record of the infant’s growth and 
immunisations and the new ones will also provide information on HIV and infant feeding method, 
which should help follow-up in the future.  Due to the difficulties being experienced by the Zimbabwe 
health service there is a fear that they will not be available in all areas, SC (UK) should ensure that the 
hospitals and clinics have enough of them for the infants in the area. 
• BFHI: Rollins et al 25 describes how communities in Nigeria have been designated ‘baby friendly’ 
by national BFHI committees and recommends that ‘This experience should be exploited in 
communities where exclusive breastfeeding is likely to be widely adopted by HIV-positive women’; 
areas like Binga and Nyaminyami district. 
• SCUK should support the proposed infant feeding research projects that UNICEF is planning to 
undertake in Binga (see Future Research (4.8.) below).  
• SC (UK) Food security and livelihoods issues: 

- An increase in knowledge of the nutritional composition of local wild foods and how they can be 
made into complementary foods is needed. 

- As the majority of the food eaten is locally grown, it is important to ensure that a wider variety of 
crops is cultivated and also consumed by the family. In order to increase the dietary diversity of 
the family and thereby the infant, SC (UK) must work with organisations including AREX and 
KTMC, and the farmers (especially through nutrition gardens), to ensure that people get the 
resources, knowledge and confidence to diversify and then to prepare the food properly. 
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- 2006 is the year of the small animal in Zimbabwe and hence it is the perfect time to support 
communities in increasing their production in terms of small animals.  Guinea fowl, unlike 
chickens, is not affected by Newcastle disease and produce many eggs.  Goats with careful 
management can produce up to 3 litres of milk a day (at present goats in Binga produce about ½ 
litre) which can be used by both adults and infants.    

- Courses in how to preserve foods to retain nutrients are run by Linkages in Zimbabwe and SC 
(UK) should bring this knowledge to the valley.  
 

Additional matters for SC (UK): 
• This study found that people regarded the HIV virus as a death sentence and the ensuing depression 
and worry must affect how the mothers care for their infants and the way she feeds them. SC (UK) has 
set up a very successful peer education programme and has a number of HIV information centres, as 
well as food security programmes targeting PLWHA, however, there is a need to expand these activities 
and focus on ways that people are able to ‘live-positively’ despite a lack of ARVs, poverty and lack of 
resources etc, for example by eating local wild foods, improving hygiene, etc.  
• SC (UK) in Zimbabwe needs to improve and use its institutional memory and act on reports that 
have been undertaken in the past.  While programme emphasis does change over time, it is important 
not to ignore the findings and data that SC (UK) has accumulated over the years, as this information 
helps to form a picture of why the situation is as it is today and how things can improve.   
• The TPP is still being formulated but at present one of its aims is to determine an increase in 
appropriate infant feeding practices.  For this to be achieved statistics on infant feeding patterns will 
have to be obtained.  As a result there is a need for future SC (UK) nutrition surveys to include 
indicators on infant feeding practices as well as HIV/AIDS indicators. 
 
4.8. FUTURE RESEARCH: 
This study has highlighted many areas for future research on HIV and infant feeding matters in Binga 
and Nyaminyami: 
Note: (1) UNICEF, Zimbabwe is intending to undertake a KAP study determining the use of Moringa as 
a complementary food in Binga district. As Moringa is reportedly nutrient rich (see Annex 3) and is 
used by mothers in Binga this research should be supported by SC (UK), although in order to get 
significant results, the design of the study needs to be reviewed. After this UNICEF aims to undertake a 
case-controlled intervention study on Moringa in Binga, however, due to its popularity as a food and 
medicine in Binga, doubts have been raised on the ability to obtain clear results in Binga [T & J 
Warndoff, personal communications]. An alternative may be to use Nyaminyami as a control, as 
Moringa is not used there much at present.  
(2) UNICEF is also planning a TIP for infant and young child feeding practices in Binga and Hurungwe 
Districts, with the aim of diversifying the base of foods used for complementary feeding and identifying 
food mixes that are suitable for infants and young children living with HIV and AIDS. From the outline 
this study looks very well thought out and its results would be useful to SC (UK) and so it should be 
supported. 
 
Breastfeeding: 

- Investigate the correlation between the age of starting other foods/fluids and the reason e.g. 
insufficient breastmilk. 

- One of the main constraints to exclusive breastfeeding is the requirement for mothers to go back 
to the fields after 3 months to work and they do/can not take their infant with them, hence they 
feel that they have to ensure that the infant can eat/drink other foods so that other family members 
can feed him/her while she is away. Research is urgently needed to find acceptable, feasible, 
sustainable and safe ways around this problem, such as expressing breastmilk to be fed by others, 
or ensuring that the infant is brought to the mother regularly.  

Alternatives to HIV+ mother breastfeeding / Breastmilk substitutes 
- Determine whether wet-feeding is an AFASS option in the valley at any stage until the infant is 

weaned e.g. from birth and/or from the time the HIV+ mother stops.  
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- Determine the possibility of spill-over of infant formula and specifically measure and address 
this issue. 

- Investigate the support that is needed by women who wish to exclusively formula feed, in order 
to avoid them mixed feeding.  

Starting other foods/fluids 
- Investigate the reasons why mothers state that it is the ‘right time’ to give food/fluids to their 

infant, e.g. tradition, advised, has teeth. Then correlate this data with the infant’s age in order to 
explore the accuracy of the caregivers’ knowledge and provide information to help improve 
infant feeding education messages. 

- A prospective study of infants of HIV+ mothers is needed to provide reliable data on the effects 
of early weaning and type of replacement feeding on infant morbidity or mortality. 

Complementary / weaning food:  
See ‘Methods To Increase The Quality Of Complementary Foods’ pages 63-64 for research topics on 
complementary / weaning foods. In addition to those topics mentioned there: 

- Research the geographical location, seasonal availability and nutritional composition of local 
foods.   

- Develop recipes for complementary foods and for feeding young children using local foods and 
to assess their acceptability and potential use in the community.   

- Determine whether nutrient-rich local foods can be preserved in a way that is easy, ensures the 
nutritional integrity of the food, and is palatable for infants and children to eat.  

- Indisputably determine the nutrient content of fresh and powdered Moringa from the Zambezi 
valley.  Also undertake a randomised, placebo controlled, double blind study to assess its 
nutritional and health benefits (and any side-effects) for infants and adults in the valley, with 
special reference to HIV.  

Infant feeding care practices: 
- Determine whether caregivers in the valley would be interested in learning child care practices, 

such as understanding the reasons why babies cry rather than just hunger, and how to stimulate 
and respond to their infant. Then investigate whether teaching the mothers this information has 
an effect on the type and duration of breastfeeding, complementary feeding practices e.g. 
responsive feeding, etc.  

- Investigate the reasons why nutrition education has been successful in teaching caregivers the 
need for the infant to have their own plate but has not changed practice.  

- Investigate why nutrition education has not been successful in ensuring that people know to boil 
water before drinking it and changing practice so that they do this. 

- Examine child care practices in terms of responsive feeding of infants, in order to aid nutrition 
education of the community.  For example, when the infant refuses to eat the caregivers said that 
they ‘begged’ the child but it is unclear what form this begging takes.  

- VHWs are usually involved in all community matters of health care, but they do not seem to be 
used as a source of advice for complementary foods and weaning. There is a need to determine 
the reasons why this is so and then find ways of addressing these issues.  

HIV: 
- Investigate the long term effects of using the ‘opting out’ method of HIV counselling and testing 

rather than VCT on both the person that is counselled and on the work load for nurses and other 
staff in the valley. 

Overall: 
- The father’s involvement is very important in ensuring the success of any infant feeding decisions 
made by the mother. Couples counselling has been suggested as a way to get men involved however, 
research is needed to determine whether this is feasible in the polygamous rural areas of Binga and 
Nyaminyami.  Other methods also need to be examined for acceptability in this area. 
- This study has highlighted the importance of a greater understanding of infant feeding practices in the 
Zambezi valley but further in-depth research, with random sampling and a larger sample size, to allow 
for statistical analysis, would be useful to get baseline data for further research, monitoring and 
evaluation. 
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Note: ECCD centres could be used as an entry point for future qualitative research on infant feeding and 
HIV. Also, workshop participants have proved that they can obtain results for research - although 
planning, time and field testing of questions were found to be very important in ensuring that the 
questions are understood clearly.   
 
Further specialised scientific research is required on: inactivating the HIV virus in breastmilk; 
developing ARVs for breastfeeding HIV+ mothers; establishing whether screening mothers using their 
CD4 levels could be simplified for community use, thereby providing HIV+ mothers further 
information to help them decide whether to continue breastfeeding; determining whether some foods or 
fluids e.g. water may be less risky, in terms of HIV transmission, than others (as postulated by Rollins 
et al 25).  



              79 

References 
1. UNICEF. Drought, Aids and Child Malnutrition in Southern Africa. UNICEF, May 2003. 
2. WHO, UNICEF, UNFPA, UNAIDS. HIV and infant feeding: guidelines for decision makers. Geneva: 

World Health Organisation; 2003.  
3. UNICEF. The State of the World’s Children 2005. Children Under Threat. New York: UNICEF; 2004 
4. Thiry L, Sprecher-Goldberger S, Jonckheer T, Levy J, Van de Perre P, Henrivaux P, et al. Isolation of 

AIDS virus from cell-free breast milk three healthy virus carriers. Lancet 1985 Oct 19;2(8460):891-
892. 

5. UNAIDS/WHO. AIDS Epidemic Update; December 2004. Geneva: UNAIDS; 2004 December. 
Report No.: UNAIDS/04.45.E 

6. De Cock KM, Flowler MG, Mercier E, de Vincenzi I, Saba J, Hoff E, et al. Prevention of mother-to-
child HIV transmission in resource-poor countries: translating research into policy and practice. 
JAMA 2000;283:1175-1182 

7. ZVITAMBO. Early Breastfeeding Cessation in Rural Zimbabwe: Formative Research in the Context 
of Strengthened PPTCT Follow up. Unpublished project proposal. 

8. Nicoll A, Newell, ML, Praag EV, Perr PV, Peckham C.  Infant feeding policy and practice in the 
presence of HIV-1 infection. [Editorial Review]. AIDS 1995;9:107-119. 

9. Lawrence RA. Breastfeeding: a guide for the medical profession, 4th edition. St Louis, MO: Mosby, 
1994 

10. Jones G, Steketee RW, Black RE, Bhutta ZA, Morris SS and the Bellagio Child Survival Study Group. 
How many child deaths can we prevent this year? Lancet 2003;362:65-71 

11. WHO Collaborative Study Team on the Role of Breastfeeding on the Prevention of Infant Mortality. 
Effect of breastfeeding on infant and child mortality due to infectious diseases in less developed 
countries: a pooled analysis. Lancet  2000;355:451-455 

12. WHO, UNICEF, UNFPA, UNAIDS. HIV and infant feeding. A guide for health-care managers and 
supervisors. Geneva: World Health Organisation; 2003 

13. WHO, UNICEF, UNFPA, UNAIDS. HIV and infant feeding. A review of HIV transmission through 
breastfeeding. Geneva: World Health Organisation; 2003. 

14. Iliff PJ, Piwoz EG, Tavengwa NV, Zunguza CD, Marinda ET, Nathoo KJ et al. Early exclusive 
breastfeeding reduces HIV-transmission and increases HIV-free survival. AIDS 2005;19(7): 699-708 

15. Coutsoudis A, Pillay K, Spooner E, Kuhn L, Coovadia HM. Randomized trial testing the effect of 
vitamin A supplementation on pregnancy outcomes and early mother-to-child HIV-1 transmission in 
Durban, South Africa. South African Vitamin A study group AIDS 1999 Aug 20;13(12):1517-1524 

16. Kumwenda N, Miotti PG, Taha TE, Broadhead R, Biggar RJ, Jackson JB et al. Antenatal vitamin A 
supplementation increases birth weight and decreases anemia among infants born to human 
immunodeficiency virus-infected women in Malawi.  Clin Infect Dis 2002 Sept 1;35(5):618-624. 

17. Coutsoudis A, Pillay K, Spooner E, Kuhn L, Coovadia HM. Influence of infant-feeding patterns on 
early mother-to-child transmission of HIV-1 in Durban, South Africa: a prospective cohort study. 
Lancet 1999;354:471-476 

18. Semba, RD, Kumwenda, N, Hoover DR, Taha TE, Quinn TC, Mtimavalye L, et al. Human 
immunodeficiency virus load in breast milk, mastitis, and mother-to-child transmission of human 
immunodeficiency virus type 1. J. Infect. Dis. 1999;180:93-98 

19. Coutsoudis A. Infant feeding dilemmas created by HIV: South African experiences.  J. Nutr. 2005 
Apr;135(4):956-959 

20. ZVITAMBO paper presently in submission.  (The paper by Piwoz EG, Iliff, PJ, Tavengwa N, Gavin 
L, et al (2005) (reference number: 26) refers to the education and counselling programme used.) 
[Contact Jean Humphrey at ZVITAMBO, Harare, Zimbabwe, for further details] 

21. Leroy V, Karon JM, Alioum A, Ekpini ER, Van de Perre P, Greenberg AE, et al. Postnatal 
transmission of HIV-1 after a maternal short-course zidovudine peripartum regimen in West Africa. 
AIDS 2003;17:1493-1501 

22. Coutsoudis A, Pillay K, Kuhn L, Spooner E, Tsai W-Y, Coovadia HM. Method of feeding and 
transmission of HIV-1 from mothers to children by 15 months of age: prospective cohort study from 
Durban, South Africa. AIDS 2001;15:379-387 

23. Fawzi WW, Msamanga GI, Spiegelman D, Renjifo B, Bang H, Kapiga S, et al.  Transmission of HIV-
1 through breastfeeding among women in Dar es Salaam, Tanzania. J Acquir Immune Defic Syndr 
2002;31:331-338 

24. Kuhn L, Stein Z. Infant survival, HIV infection and feeding alternatives in less developed countries. 
Am J Public Health 1997;87:926-931. 



 80

25. Rollins N, Meda N, Becquet R, Coutsoudis A, Humphrey J, Jeffrey B, et al. Preventing Postnatal 
Transmission of HIV-1 Through Breast-feeding: Modifying Infant Feeding Practices. J Acquir 
Immune Defic Syndr. 2004;35(2):188-195 

26. Piwoz EG, Iliff PJ, Tavengwa N, Gavin L, Marinda ET, Lunney K, et al. An education and counseling 
program for preventing breastfeeding-associated HIV transmission in Zimbabwe: design and impact 
on maternal knowledge and behavior. Women’s Voices, Women’s Choices: The Challenge of 
Nutrition and HIV/AIDS Symposium. American Society for Nutritional Sciences, 2005. [Original 
article in J. Nutr. 2005;135:950-955] 

27. Leroy V, Bequet L, Ekouevi D, Viho I, Castetbon K, Elenga N, et al. Uptake and determinants of 
exclusive breastfeeding with early cessation to prevent HIV-1 transmission through breastmilk. ANRS 
1201/1202 Ditrame Plus project, Abidjan, Côte d'Ivoire. Presented at: XIVth World AIDS Conference; 
2002 July 7-12; Barcelona, Spain. Abstract MoPeD3677. [Online: 
http://www.iasociety.org/abstract/show.asp?abstract_id=3093] 

28. Chopra M, Doherty T, Jackson D, Ashworth A. Preventing HIV transmission to children: Quality of 
counselling of mothers in South Africa. Acta Paediatrica 2005;94:1-8 

29. L Kuhn, P Kasonde, C Vwalika, E Shutes, Sinkala M, Kankasa C, et al. Uptake of interventions to 
reduce mother-to-child HIV transmission: nevirapine and exclusive breastfeeding in the Zambia 
exclusive breastfeeding study (ZEBS) Presented at: XIVth World AIDS Conference; 2002 July 7-12; 
Barcelona, Spain. Abstract TuOrB1176. [Online: 
http://www.iasociety.org/abstract/show.asp?abstract_id=1710 

30. Becquet, R, Ekouevie DK, Sakarovitch C, Bequet L, et al. Knowledge, Attitudes, and Beliefs of 
Health Care Workers Regarding Alternatives to Prolonged Breast-Feeding (ANRS 1201/1202, 
Ditrama Plus, Abidjan, Côte d’Ivoire). Acquir Immune Defic Syndr 2005;40(1):102-105 

31. Koniz-Booher P, Bukhaler B, de Wagt A, Iliff P, Willumsen J, editors. HIV and Infant Feeding. A 
Compilation of Programmatic Evidence. Bethesda MD: Published for UNICEF and the U.S. Agency 
for International Development by Quality Assurance Project (QAP), University Research Co., LLC 
(URC), 2004 

32. National AIDS & TB Unit, Ministry of Health & Child Welfare. Prevention of Mother-to-child 
Transmission of HIV in Zimbabwe. Training Manual for Health Workers.  MOHCW, WHO, 
UNICEF, KAPNEK Charitable Trust; October 2002 edition.  

33. Shutes E, Vwalika C, Kasonde P, Sinkala M, Kankasa C, Allen S, et al. Involvement of men in 
programs to prevent mother-to-child transmission of HIV. Presented at: XIVth World AIDS 
Conference; 2002 July 7-12; Barcelona, Spain. Abstract MoOrF1032. [Online: 
http://www.iasociety.org/abstract/show.asp?abstract_id=2155 

34. Karemba M, Origo D, Serima E. HIV affected couples in a support group addressing issues of 
alternative infant feeding without disclosing their HIV status. Presented at: XIVth World AIDS 
Conference; 2002 July 7-12; Barcelona, Spain. Abstract WePeF6834. [Online: 
http://www.iasociety.org/abstract/show.asp?abstract_id=6942 

35. Keogh P, Allen S, Almedal C. The social impact of HIV infection on women in Kigali, Rwanda: A 
prospective study. Soc Sci Med 1994;38:1047-1053 

36. Brown KH, Dewey KG, Allen LH. Complementary feeding of young children in developing countries: 
a review of current scientific knowledge. New York: UNICEF, 1998 

37. Save the Children (UK). Thematic Programme Planning Guidance for the ‘Freedom of Hunger’ 
Objective. [Consultation Draft] Save the Children (UK), 4 November 2005 

38. Zimbabwe Ministry of Health and Child Welfare, DPC-National Health Information Unit. Zimbabwe 
National Health Profile, 2002. Harare: Zimbabwe Ministry of Health and Child Welfare.  

39. Save the Children (UK). Household Economy Assessment. Binga and Nyaminyami (Kariba Rural) 
Districts. Matabeleland North and Mashonaland West Provinces, Zimbabwe.  April-May 2004. 
Harare: Save the Children (UK), 2004 May 31 (Final report) 

40. Zimbabwe Ministry of Health and Child Welfare, DPC-National Health Information Unit 
Matabeleland North Province.  Health Profile (summary of 2002 Zimbabwe census).  

41. Zimbabwe Ministry of Health and Child Welfare, DPC-National Health Information Unit 
Mashonaland West Province. Health Profile (summary of 2002 Zimbabwe Census) 

42. Zimbabwe Ministry of Health and Child Welfare, Health Information and Surveillance Unit, 
Department of Disease Prevention and Control, AIDS and TB Programme. Zimbabwe National 
HIV/AIDS Estimates, 2005 – Preliminary Report. Harare: Zimbabwe Ministry of Health and Child 
Welfare [unpublished at this time]    



 81

43. Zimbabwe Ministry of Health and Child Welfare, National Survey of HIV and Syphilis Prevalence 
among Women Attending Antenatal Clinics In Zimbabwe, 2004. Harare: Zimbabwe Ministry of 
Health and Child Welfare [unpublished at this time]    

44. Central Statistical Office – Zimbabwe Ministry of Health and Child Welfare and Macro International. 
Zimbabwe Demographic and Health Survey 1999.  Harare; December 2000.  

45. Zimbabwe Ministry of Health and Child Welfare. Prevention of Mother to Child Transmission of HIV 
(PMTCT). 2004 Annual Report. Harare: Zimbabwe Ministry of Health and Child Welfare, 2005  

46. Zimbabwe Ministry of Health and Child Welfare. Ministry of Health and Child Welfare Annual 
Report, 2004. Harare: Ministry of Health and Child Welfare, 2005. 

47. National Aids Council. Co-ordinating the multi-sectoral response to HIV and AIDS in Zimbabwe. The 
AIDS Levy and YOU. The Sunday Mail (Zimbabwe) 2005 July 23-29;M11 

48. Dewey KG. Cross-cultural patterns of growth and nutritional status of breast-fed infants. Am J Clin 
Nutr 1998;67:10-17 

49. Dolan C, Shoham J. International Public Nutrition Resource Group. UNICEF/WFP Nutrition Review 
Zimbabwe Country Report. Nutrition Works. 2004 February. 

50. Food and Nutrition Council, Epidemiology Centre, Nutrition Unit, Ministry of Health and Child 
Welfare. Second Food and Nutrition Surveillance Report. Harare, 2005 March. 

51. Food and Nutrition Council, Ministry of Health and Child Welfare. First Food and Nutrition 
Surveillance Report. Harare, 2004 November. 

52. WHO. Global Strategy for Infant and Young Child Feeding. Geneva, 2003 [Online: 
http://www.who.int/child-adolescent-health] 

53. WHO. Special Programme on AIDS Statement: Breast-Feeding/Breast Milk and Human 
Immunodeficiency Virus. Geneva: World Health Organisation, 1987 Report No.: 
WHO/SPA/INF/87.8. [Online: http://whqlibdoc.who.int/hq/1987/WHO_SPA_INF_87.8.pdf] 

54. WHO Global Programme on AIDS. Consensus Statement from the WHO/UNICEF Consultation on 
HIV Transmission and Breast-Feeding. Geneva, World Health Organisation, 1992 Apr 30 - May 1. 
Report No. WHO/GPA/INF/92.1. [Online: 
http://whqlibdoc.who.int/hq/1992/WHO_GPA_INF_92.1.pdf  

55. UNAIDS, UNICEF, WHO. HIV and Infant Feeding: Guidelines for decision-makers. Geneva: World 
Health Organisation; 1998. Report No.: WHO/FRH/NUT/CHD/98.1 

56. WHO. New Data on the Prevention of Mother-to-Child Transmission of HIV and their Policy 
Implications: Conclusions, and Recommendation. WHO Technical Consultation on Behalf of the 
UNFPA/UNICEF/WHO/UNAIDS Inter-Agency Task Team on Mother-to-Child Transmission of 
HIV; 2000 Oct 11-13. World Health Organisation: Geneva, 2001. Report No.: WHO/RHR/01.28 
[Online: http://whqlibdoc.who.int/hq/2001/WHO_RHR_01.28.pdf] 

57. PAHO/WHO. Guiding Principles for Complementary Feeding of the Breastfed Child. Washington, 
DC: Pan American Health Organization, World Health Organization,2003 [Online: 
http://www.who.int/child-adolescent-health/New_Publications/NUTRITION/guiding_principles.pdf] 

58. WHO. Guiding Principles for feeding non-breastfed children 6-12 months of age. Geneva: World 
Health Organisation, 2005. 

59. Zimbabwe Ministry of Health and Child Welfare, Department of Nutrition. Zimbabwe February 2003, 
National Nutrition and EPI survey.  Harare: Ministry of Health and Child Welfare, 2004 April 

60. Zimbabwe Ministry of Health and Child Welfare. National HIV/AIDS Policy, Republic of Zimbabwe. 
Harare: Zimbabwe Ministry of Health and Child Welfare, 1999 

61. The National World Breastfeeding Week Committee. Feeding other family foods – Guiding Principles 
for Complementary Feeding for Breastfeeding and Non-Breastfeeding Children. Leaflet made for 
World Breastfeeding Week 2005, Zimbabwe.  Harare: National Nutrition Unit, Ministry of Health and 
Child Welfare, Zimbabwe, WABA and UNICEF, 2005. 

62. Zimbabwe Ministry of Health and Child Welfare, National Nutrition Unit. Infant Feeding and 
HIV/AIDS. Guidelines for Health Workers in Zimbabwe. Harare: Zimbabwe Ministry of Health and 
Child Welfare, 2000 June 12. 

63. Zimbabwe Ministry of Health and Child Welfare, National Aids & TB Unit & UNICEF.  Prevention 
of Parent to Child HIV transmission.  A Communication Strategy for Zimbabwe 2001-2005. 
Zimbabwe Ministry of Health and Child Welfare    

64. WABA. Feeding other foods while continuing to breastfeed: 10 Guiding Principles for 
Complementary Feeding.  In: WABA World Breastfeeding Week 2005 Action Folder (Breastfeeding 
family foods: Loving and Healthy). World Alliance for Breastfeeding Action, 2005:Box E. [Online: 
http://www.waba.org.my/wbw/wbw05/actionfolder.pdf] 



 82

65. Cosminsky S, Mhloyi M, Ewbank D. Child feeding practices in a rural area of Zimbabwe. Soc Sci 
Med. 1993;36(7):937-947 

66. Becquet, R, Castetbon K, Viho I, Ekouevi DK, Béquet L. Infant Feeding Practices Before 
Implementing Alternatives to Prolonged Breastfeeding to Reduce HIV Transmission Through 
Breastmilk in Abidjan, Côte D’Ivoire. J Trop Pediatr Advance Access published June 20, 2005 

67. Orne-Gliemann, Mukotekwa T, Miller A, Perez F, Dabis F. Murambinda Maternal and Child Health 
Survey. June 2003-March 2004.  Infant feeding practices. Report of findings. Zimbabwe: ISPED and 
MOHCW; 2005 April. 

68. Bland RM, Rollins NC, Solarsh G, VandenBroeck J. Coovadia HM. Maternal recall of exclusive 
breastfeeding duration. Arch Dis Child 2003;88(9):778-783 

69. UNICEF. Child Care Practices in Zimbabwe. Harare: UNICEF, 2002. (Uses same data as UNICEF 
report reference:77) 

70. Nielsen H. Zimbabwe Concept Project. A Report on the Nutritional Status in the Project Area. June 
1999 [Online: http://www.imcc.dk/zimbabwe/doc&rep/stunt3.htm] 

71. Simango C. Potential use of traditional fermented foods for weaning in Zimbabwe.  Soc. Sci. Med 
1997;44(7):1065-1068 

72. Zimbabwe Ministry of Health and Child Welfare. Zimbabwe National Maternal and Child Health 
Family Planning Survey 1997. Zimbabwe Ministry of Health and Child Welfare: Harare, 1998. 

73. Nyathi T, Chikuhuhu L, Hodzi C. Grandma Bulali of Tsholotsho. In: Behind My Child: A country 
study on the traditional methods of early child rearing. [unpublished] Bernard van Leer Foundation, 
1995 

74. Majid N. Risk Map Assessment of Nyaminyami rural district. Save the Children (UK), 1997 
75. Central Statistical Office – Zimbabwe Ministry of Health and Child Welfare and Macro International. 

Zimbabwe Demographic and Health Survey 1988. Harare, Zimbabwe.  
76. Central Statistical Office – Zimbabwe Ministry of Health and Child Welfare and Macro International. 

Zimbabwe Demographic and Health Survey 1994. Harare, Zimbabwe.  
77. UNICEF. Child Care Practices in Zimbabwe. Harare: UNICEF, 2000 September. (Uses same data as 

UNICEF report reference:69) 
78. Save the Children (UK). Household Economy Training. Zimbabwe July 2005. Poor Resource Kariba 

Valley, Kariangwe Zambezi Zone and Siabuwa-Nebiri Low Cotton Production Zone. Harare: Save the 
Children (UK), 2005 August 15 (final report)   

79. Fidalgo L, Ross J and Piwoz E. ‘HIV and infant feeding in Mozambique: A balance of risks. 2005 
80. Ross JS, Labbok MH. Modelling the effects of different infant feeding strategies on young child 

survival and mother-to-child transmission of HIV. Am J Pub Health 2004;94(7):1174-1180 
81. Save the Children (UK). Baseline Health Report. Harare: Save the Children (UK), 2004. 
82. Zimbabwe Ministry of Health and Child Welfare, AIDS and TB Programme. Assessment of the 

prevention of Mother-to-Child transmission of HIV programme in Zimbabwe 2003. Harare: 
Zimbabwe Ministry of Health & Child Welfare, 2003 

83. Expert consultation on the optimal duration of exclusive breastfeeding. Conclusions and 
recommendations. Geneva, 28 to 30 March. Annex in: WHO. Global Strategy for infant and young 
child feeding. The optimal duration of exclusive breastfeeding. Geneva: World Health Organization, 
2004 May 1. Report No.: A54/INF.DOC./4 [Online: 
http://www.who.int/gb/ebwha/pdf_files/WHA54/ea54id4.pdf] 

84. Sibanda LG, Ncube T, Madzima R. Community Perspectives on Infant feeding and HIV in the 
Context of PMTCT in Zimbabwe. Harare: Zimbabwe Ministry of Health and Child Welfare and 
UNICEF, 2004 

85. Israel-Ballard K, Padjan N, Chantry C, Chipato T, Chirenje Z, Morrison P et al. Zimbabwean 
Attitudes and Resource Accessibility as a Measure of the Feasibility of Heat Treating Expressed 
Breastmilk for PMTCT of HIV. Presentation at 130th Annual Meeting of the American Public Health 
Association; 2002 November 10-13. 

86. Montgomery E, Mahaka I, Nhamo D, Wells J, Chipato T, Yvonne M. Socio-behavioral inhibitors to 
optimal MTCT prevention in Zimbabwe.  Poster presented at: 3rd International Aids Society 
Conference on HIV Pathogenesis and Treatment; 2005 July 24-27; Rio de Janeiro, Brazil. Abstract 
TuPe5.5P20 [Online: http://www.iasociety.org/abstract/show.asp?abstract_id=2177403] 

87. Kruger R, Gericke GJ. A qualitative exploration of rural feeding and weaning practices, knowledge 
and attitudes on nutrition.  Pub Health Nutr 2003;6(2):217-223 

88. Piwoz EG, Huffman SL, Lusk D, Zehner ER, O’Gara C. Issues, Risks and Challenges of Early 
Breastfeeding Cessation to Reduce Postnatal Transmission of HIV in Africa. Washington, D.C: Sara 



 83

Project, Academy for Educational Development, 2001 August [Online: 
http://pdf.dec.org/pdf_docs/PNACM564.pdf] 

89. Rollins N, Meda N, Becquet R, Coutsou A, et al.  Preventing postnatal transmission of HIV-1 through 
breastfeeding by modifying infant feeding practices. J Acquir Immune Defic Syndr. 2004 Feb 
1;35(2):188-195 

90. Mane NB, Simondon KB, Diallo A, Marra AM, Simondon F. Early breastfeeding cessation in 
rural Senegal: causes, modes, and consequences. Am J Public Health. 2006 Jan;96(1):139-144. 

91. Piwoz EG, Ross J. HIV and Infant Feeding: Knowledge, Gaps and Challenges for the Future.  A 
Report of a WABA-UNICEF Colloquium, September 2002. [Online: 
http://www.waba.org.my/colloquium/programme.html] 

92. Bakaki PM. Experiences with early Cessation of Breastfeeding Among HIV Infected Women in 
Kampala, Uganda.  A Report of a WABA-UNICEF Colloquium, September 2002.  [Online: 
http://www.waba.org.my/colloquium/programme.html] 

93. Repola M. Why Goat Milk. Harare: CESVI, 2005 November. [unpublished] 
94. Dewey KG, Cohen RJ & Rollins NC.  Feeding of nonbreastfed children from 6 to 24 months of age in 

developing countries.  WHO Technical Background Paper.  Food Nutr Bull 2004;25(4):377-402 
95. West CE, Pepping F, Temalilwa CR, editors. The composition of foods commonly eaten in East 

Africa. Wageningen, the Netherlands: Wageningen Agricultural University, 1988. 
96. Repola M. Notes on weaning and feeding of HIV exposed children 6 to 12 months old in Zimbabwe. 

Harare: CESVI, 2005 October 4 [Unpublished draft] 
97. Zimbabwe Ministry of Health and Child Welfare, UNICEF.  Zimbabwe National Micronutrient 

Survey Report 1999. Harare: Zimbabwe Ministry of Health and Child Welfare 
98. National HIV/AIDS Strategic Framework. Republic of Zimbabwe 2000-2004. Published November 

1999. 
99. Caulfield LE, Huffman SL, Piwoz EG. Interventions to improve the intake of complementary foods by 

infants 6 to 12 months of age in developing countries: Impact on growth and on the prevalence of 
malnutrition and potential contribution to child survival.  Food Nutr Bull 1999;20(2):183-200 

100. Lartey A, Manu A, Brown KH, Peerson JM, Dewey KG.  A randomized, community-based trial of the 
effects of improved centrally processed complementary foods on growth and micronutrient status of 
Ghanaian infants from 6 to 12 months of age.  Am J Clin Nutr 1999;70:391-404 

101. Owino VO.  Modification of Complementary Foods in Zambia.  Field Exchange 2005 May;25:12 
102.  Cartoux M, Meda N, Van De Perre P, Newell ML, de Vincenzi I, Dabis F. Acceptability of voluntary 

HIV testing by pregnant women in developing countries: An international survey.  Ghent International 
Working Group on Mother-to-child Transmission of HIV. AIDS 1998;12(18):2489-2493. 

103. Perez F, Zvandaziva C, Engelsmann B, Marchand D, Dabis F. Acceptability of routine HIV testing in 
antenatal services in Zimbabwe. Presented at: 3rd International Aids Society Conference on HIV 
Pathogenesis and Treatment; 2005 July 24-27; Rio de Janeiro, Brazil. Abstract TuOa0304. [Online: 
http://www.iasociety.org/abstract/show.asp?abstract_id=2177188 

104. Save the Children (UK). SC (UK) Southern Africa Health and HIV Integration. A discussion paper. 
(Date unknown) 

 



                                                                                       84 

Annex 1.  Reports highlighting the need for SC (UK) to engage further in infant feeding, HIV & PMTCT activities; justification for this report & research. 
Date Name   References to infant feeding. 
2000-2004 Save the Children & NUTRITION. 

Core Areas of Work. Programmes 
Strategic Plan 2000-2004.   
By Anna Taylor, Elizabeth Stevens.  
Practice & Policy Unit, Save the 
Children, London. 

Nutrition is seen as a core area of work. Priorities include: ‘Working towards the realisation of child rights in relation to infant 
feeding as a means of avoiding preventable malnutrition, morbidity & infant mortality’.   
‘The protection of breastfeeding continues to be recognised by SC (UK) as vital on the growth & development of children’. The 
links between breastfeeding & HIV transmission means that SC (UK) is committed to ‘supporting action research & interventions 
to investigate the best options for mothers & their children & to offer support in their uptake’.   

4th quarter 
2002 

Quarterly work plan & progress 
report, Nutrition, Zimbabwe SC 
(UK). 

Further activities for the nutrition programme: (1) Improve infant & young child feeding practices by teaching & monitoring infant 
feeding practices in the wards. (2) To distribute & promote materials on breastfeeding & HIV by infant nutrition & counselling & 
monitoring the compliance of sale & marketing of infant formulas & breast milk substitutes.  (3) Strengthen BFHI training by 
selecting BFHI coordinators & giving 18 hour training in lactation management. 

February 
2004 

UNICEF/WFP Nutrition Review 
Zimbabwe Country Report49 
 
Nutrition Works.  International Public 
Nutrition Resource Group. Dolan C & 
Shoham J. 

‘Given the growing evidence that HIV transmission continues through breastfeeding after the age of 6 months, a key area of 
prevention is to develop weaning foods that support abrupt weaning.’  (WFP has experience in other countries of producing & 
delivering such local capacity, UNICEF, WFP, WHO, Government, NAC, ZAPP, food industry, IFRC & other partners should 
collaborate to pilot a local or regional replacement food that supports rapid weaning) It also recommends ‘food as an incentive for 
increasing attendance at key HIV prevention & health/nutrition orientated services e.g. ante-natal, PMTCT & VCT clinics. There 
is growing evidence that food can act as a considerable incentive to increase participation in such programmes’.  

March 
2004 

Future Directions of Nutrition in 
Southern Africa, Save the Children, 
Southern Africa Region.  By Dianne 
Stevens.  

Recommended that ‘A better understanding of infant care practices & the constraints to exclusive breastfeeding & abrupt weaning 
would enable SC (UK) to help HIV+ mothers to optimise infant feeding practices.’ It also recommended that SC (UK) should 
develop its experiences & policies on infant feeding in the context of high HIV prevalence, especially where SC (UK) supports 
PMTCT programmes & voluntary counselling & testing (VCT). 

March 
2004 

Report for SC (UK) Zimbabwe.  3 
Day Visit to Strengthen Nutrition 
Aspects of Programmes  
 
Dianne Stevens.  
 

‘In countries where SC (UK) does not support VTC programmes & SC (UK) is working with community structures to better 
understand child care practices, constraints to exclusive breastfeeding & abrupt weaning should be investigated.  This information 
should be used in advocacy to inform national policy on HIV & infant feeding & infant feeding components of PMTCT 
programmes.’  
Recommendations:  (i) ECCD should be used as an entry point to gain a better understanding of infant & young child caring 
practices especially barriers to exclusive breastfeeding & abrupt weaning.  Findings can be used to inform health, ECCD & HIV 
programming. (ii) Review SC (UK) nutrition surveys to include HIV/AIDs indicator (UNICEF has guidelines). 

Unknown SC (UK) Southern Africa Health & 
HIV Integration. A discussion 
paper104 

Potential programming recommendations in relation to HIV & infants.    
- A strong emphasis on PMTCT is necessary & should be a priority component of programmes. 
- Strengthen antenatal care & MCH services to include WHO infant feeding recommendations for HIV+ mothers as well as 
supporting breastfeeding for those mothers who are negative or unknown status. 
- Male involvement ‘is crucial at all stages to support mother’s choices, as is community support for a mother’s infant feeding 
choices’.  
- Outreach support for infant feeding choices should be considered a priority activity. 
- Advocate / collaborate with Ministry of Health to establish VCCT services in ANC, PHC services.  
- Sponsor research / advocate for stronger guidelines on infant testing & development & availability of ARVs. 

1/6/2004 PHC in Zambezi Valley Logical 
framework Version IV 

Point 5.3: Deliver 4 infant feeding & HIV counselling workshops (2 Binga & 2 Nyaminyami) for the 18 primary health facilities 
existing in the Zambezi valley. 

30/9/2005 
Draft 5 

SC (UK) Zimbabwe draft Food 
Security & Livelihoods Thematic 
Programme Plan   

Strategic Objective 4, states an indicator for change is: ‘increase in the percentage of mothers carrying out appropriate infant 
feeding practices in project areas’. 
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ANNEX 2. The main policy documents on HIV & issues relating to infant feeding & PMTCT in Zimbabwe.   
Note: When possible the documents are in chronological order, in order to show the development of issues over the years.  Some of these policies are in the process of being revised & 
updated – where known, this is highlighted in the table. 

 Year Document / Policy  Infant Feeding / Notes of interest 
1999 National HIV/AIDS Policy of 

the Republic of Zimbabwe60 
 
Contains 43 guiding principles 
on HIV/AIDS in Zimbabwe 
 
Present use in Zimbabwe: 
The Guiding Principles still 
apply & are the basis for the 
national HIV/AIDS policy in 
Zimbabwe. 

Guiding Principle 11: ‘Breastfeeding should continue to be encouraged unless there are viable options to ensure that appropriate infant & child feeding 
for women who know they are HIV positive.’   
Strategies include: (i) Provide appropriate information & counselling to enable an HIV infected woman to make an informed decision about 
breastfeeding. (ii) Support women with HIV infection who choose not to breast-feed with information on appropriate, safe & affordable alternatives. 
(iii) Provide the family & community with education & information to reduce stigma which may be faced by women who decide not to breastfeed 
because of their HIV status. (iv) Incorporate accurate information on HIV transmission into breastfeeding guidelines…..(which) should be standardised, 
updated & made widely available. (v) Make breastfeeding & adequate nutrition for mother & child the subject of intervention or action research. 
The policy also states that, ‘The need to protect breastfeeding must be paramount in any advice given to the mother’. 
Other principles of interest:  
Guiding Principle 10: Individuals & couples considering marriage or bearing children should have access to accurate information about HIV infection 
& pregnancy & Voluntary Counselling & Testing. 
Guiding principle 17: Voluntary HIV counselling & testing services should be made available & accessible to all members of the public. 

July 1999 Policy Guidelines issued by 
Zimbabwe Ministry of 
Health & Child Welfare  

‘The Ministry of Health & Child Welfare promotes, supports & protects breastfeeding because it is the best first investment for child’s nutrition & 
health…..Current research worldwide indicates that there are possibilities that HIV can be transmitted through breast milk….Women / couples are 
therefore encouraged to have Voluntary Counselling & Testing so that they know their HIV status. This should preferably be before conception but also 
during pregnancy & after birth……Current evidence suggests that the risk of transmission through breast milk is greatest when the mother becomes 
infected during the breastfeeding period.  Thus, to reduce the risk of transmitting HIV to breastfed infants, it is essential to avoid any risks of infection 
during the breastfeeding period’ 
 
‘HIV-positive mothers need to be supported & counselled by health workers whether or not to breastfeed their babies.  This will help all 
mothers/couples to make informed decisions on infant feeding.’ 
 
‘It should be noted that the majority of pregnant women in Zimbabwe are HIV negative.  Therefore, these women & those who do not know their HIV 
status should continue to be encouraged & supported to breastfeed.  Mothers/couples can avoid postpartum HIV infection by the use of barrier methods 
or abstinence.’ 

Pub’d Nov 
1999 

National HIV/AIDS Strategic 
Framework. Republic of 
Zimbabwe (2000-2004) 98 
A strategic framework for a 
national response to HIV/AIDS 
for political, civic, economic & 
traditional leaders.    

The framework looked at the drivers of the HIV/AIDS epidemic: economic & socio-cultural. It also highlighted the drivers in the prevention of HIV 
transmission e.g. PMTCT.   
The key strategic objectives for PMTCT were to ensure access to VCT for families considering children & ensuring ARVs for HIV+ pregnant women 
by raising community awareness in PMTCT.  It also recommended training a ‘critical mass of health workers in MTC transmission’, especially as 
‘Reduced funding to public health institutions has resulted in the continued deterioration of the quality & quantity of services’. [Note: the situation in 
Zimbabwe in this regard has deteriorated since this report in 1999] 
 
[The report estimated that infant mortality was 72% higher than it would have been without AIDS & by the year 2010 it would be more than twice as 
high as it would have been without AIDS.]   

 Prevention of Parent to Child 
HIV transmission.  A 
Communication Strategy for 
Zimbabwe  2001-200563 
National Aids & TB Unit & 
UNICEF 
 
A national integrated PPTCT 
communication strategy for 

In 1999 a strategy to prevent parent to child HIV transmission (PPTCT) was piloted at 3 sites (Pelandaba Clinic, Bulawayo; Zengeza Clinic in 
Chtungwiza & Highfield Child in Harare) which included VCT to pregnant women, ARVs, birth care & counselling mothers/couples on safe infant 
feeding options. 
Lessons learnt from the PPTCT pilot project included that: 

- Counselling of mothers/couples on HIV & infant feeding options was very limited. 
- Lack of male/partner community support for pregnant mothers was also a major contributor to the slow uptake of the project. 

 
The issues surrounding PPTCT are very complex including ‘the range of attitudes, perceptions, values, preferences & opinions regarding the status of 
women in their families, their husbands’ families, the communities in which they live & in Zimbabwean society as a whole.  PPTCT of HIV is a 
complex issue that ends, tragically, with women being unable to make decisions, regarding HIV/AIDs, that are in the best interests of both their babies 
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Zimbabwe with a mobilisation 
plan & objectives to increase & 
improve PPTCT programmes 
in all provinces in Zimbabwe.  
 

& themselves due to the pressures exerted, & the stigmas imposed, upon them, by the forces surrounding them.’  This Communication Strategy was 
written to address these social issues.   
 
Amongst other things it highlights some of the complex issues surrounding infant feeding: 
‘Enormous strides have been made globally in promoting breastfeeding & local health workers feel often uneasy about offering advice on formula 
feeding or other alternatives to HIV+ mothers.  It is important to explore those infant-feeding options that make the most sense to local context & 
customs.  Communication materials & activities must toe a fine line in trying to de-stigmatise formula feeding as proof of one’s HIV status, without 
being seen as promoting formula over breastfeeding for the general public.  PPTCT communicators must be extremely aware of & explore with the 
community, all aspects of stigmatisation surrounding breastfeeding & formula feeding, & develop appropriate communication interventions & 
solutions that promote formula feeding or other alternatives as acceptable means of infant feeding within an HIV positive context, while not losing 
sight of continuous promotion of exclusive breastfeeding for HIV- mothers.’ 

12 June 2000 Infant Feeding & HIV/AIDS. 
Guidelines for Health 
Workers in Zimbabwe62  
By the Ministry of Health & 
Child Welfare, National 
Nutrition Unit.  
 

This document was prepared 
by the Working Group on 
Infant Feeding & HIV/AIDS, 
in Zimbabwe, to provide health 
workers with adequate 
information to help HIV+ 
mothers & parents to make 
informed decisions on whether 
or not to breastfeed their 
babies.   
 

Present use in Zimbabwe:  
These guidelines were used in 
training & can still be found in 
use.  Some nurses have copies 
obtained from course but as the 
individual leaves this resource 
goes with them. 
Hard to get hold of now. In the 
process of being updated by the 
Government & others (Annex 8) 

These guidelines provide information & options a mother/family may choose after HIV counselling: 
1) Exclusive & sustained breastfeeding – exclusive breastfeeding up to 6 months then continued breastfeeding up to 2 years or beyond (this can be 

made safer by avoiding HIV infection or re-infection through condom use, ensuring good breastfeeding technique & breast health.) 
2) Modified Breastfeeding (This is aimed at reducing the risk of transmission by shortening the length of time the infant is exposed to HIV through 

breastmilk or by killing the virus in the breastmilk before feeding it to the baby.) 
- Early Cessation of breastfeeding. 
- Heat treated expressed breast-milk 

3) Replacement feeding with: Commercial Infant Formula Feeding; Modified Cows’ milk  (fresh, ultra high temperature (UHT) or full cream 
powdered milk); Modified Goats’ milk 

(During the first 6 months the breastmilk substitute must provide all the nutrients that the child needs. It should only be fed by cup, not by bottle.) 
After 6 months a complementary food ‘made from appropriately prepared & nutrient enriched family foods, given 3 times a day.  If suitable 
commercial or cow/goats milk are not available, appropriately prepared family foods should be further enriched & given at least five times a day.’  
Follow-on milks ‘may not be necessary for older infants who can be fed on unmodified cows’ milk from 6 mothers onwards.’ 

 
Annex includes:  

- Information and guidelines on the introduction of complementary foods after the age of 6 months when breast-milk & other forms of 
milk alone are not adequate to meet the baby’s nutritional requirements.  Examples of complementary foods are also provided. 

- Guidance on children who ‘refuse’ solid foods 
- Tips for encouraging babies to eat solid foods: 

 

Oct 2002 
edition 

Prevention of Mother-to-
child Transmission of HIV in 
Zimbabwe. Training Manual 
for Health Workers32 
Ministry of Health & Child 
Welfare. National AIDS & TB 
Unit.   
 

This guide was written for 

The manual is quite a comprehensive guide to all aspects of PMTCT including: Basic facts on MTCT; Pre & post testing Counselling; HIV testing; 
Antenatal & Postnatal care; Nutrition & it’s role in PLWHA; Infant Feeding; ARVs in general & for mother & baby; Postnatal care of HIV-infected 
mothers & their infants; Monitoring & evaluating PMTCT programmes; Supportive Counselling for Health workers. 
 
In terms of infant feeding its guidelines are: 
-  For mothers who are HIV- or of unknown status ‘exclusive breastfeeding remains the best infant feeding choice’. 
-  For mothers who are HIV+ they should be supported in their choice.  If breastfeeding ‘exclusive breastfeeding should be encouraged…. Thus 
avoiding mixed feeding in the first 6 months of life.’ Modified breastfeeding (stopping breastfeeding early) & replacement feeding are also options to 
be discussed fully with the HIV+ mother. 
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health workers responsible for 
the care of women & children 
to use as a resource or for 
training.  However, it is not a 
substitute for other documents 
e.g. infant feeding training 
manual. 
 

Present use in Zimbabwe: 
This document seems to be 
widely distributed & is still 
used in nurses’ training 
courses.   

 
The manual also highlights WHO guidelines for HIV+ mothers: 
In first 6 months: When replacement feeding is acceptable, feasible, affordable, suitable & safe ‘Avoidance of all breastfeeding by HIV infected women 
or mothers is recommended’.   
From 6-24 months: breastfeeding beyond 6 months of age should be discouraged if there are adequate alternatives.  
‘Health workers should be able to discuss with the mother, an appropriate time to start complementary feeding; describe the feeding of a child 6 to 24 
months of age; and discuss active feeding of a young child’. Among other things they should also cover food hygiene & feeding techniques. 
‘According to WHO, children of HIV-infected mothers should receive nutritional support & micronutrient supplementation for at least 2 years if the 
child is not breastfed.  Breastfeeding mothers should also be given nutritional support.  It is advisable to monitor the growth of these children, because 
failure to thrive may be an early sign of infection in the child & because replacement-fed infants need ongoing surveillance to ensure that they are 
growing adequately.’ 
 
In the Post-natal care of HIV- infected mothers & their infants chapter it is suggested that after birth the mother & infant are followed up as other 
mothers: First visit at 10 days postnatal; Second visit at 6 weeks; Subsequent visits at 3, 4, 5, 6, 9 & 18 months. And that ‘support for infant feeding is 
given each time the baby is seen’.  
Also recommended is that the infant is tested for HIV at 15 months if the mother has stopped breastfeeding.  
(Note: The Zimbabwe PMTCT programme did not provide free BMS for HIV+ mothers) 

April 2003 Zimbabwe Prevention of 
Mother-To-Child 
Transmission of HIV 
Programme. Procedures & 
Logistics Manual. Practical 
policy guidelines on 
implementing & managing 
PMTCT programmes.  For 
health service planners & 
providers.   
 
Ministry of Health & Child 
Welfare. 
 
The objective of the manual is 
to give policy guidelines on 
PMTCT implementation for 
Provincial Medical Offices & 
District Health teams to 
oversee the coordinated 
integration of PMTCT in their 
districts.  However, health 
workers should also use it at 
their own health centres 

Since 2001, the national expansion of PMTCT activities, the national targets have been: 
- Aim for a ‘minimum package’ of PMTCT in all primary health facilities.  In the ‘Minimum Package’ for primary health facilities health workers 

should be trained in ‘Infant feeding counselling (limited to safer breastfeeding)’ [see table below] 
- Aim for ‘Comprehensive Package’ of PMTCT in all referral institutions (secondary or quaternary levels). The Comprehensive Package should 

have the minimum package plus appropriate training, support & supplies - as shown in italics in table below. 
 

The table below shows that neither Binga & Siakobvu hospitals have the Comprehensive Package of PMTCT care  
Components of PMTCT packages  Binga 

 (Answer filled in if known) 
Nyaminyami  

(Answer filled in if known) 
Group Education   
Relevant Monitoring tools PMTCT dispensing register, HIV test register, ANC 

register, Delivery register, Admissions register. 
 

Community Mobilisation   
Supportive & follow-up counselling   
One trained nurse  Yes Yes 
Condoms Yes Yes  
ARV for MTCT prophylaxis (e.g. NVP syrup 
& tablets) 

No NVP syrup for infants Yes 

Cotrimoxazole prophylaxis for HIV infected 
mothers & exposed infants 

  

IEC material  No No  
PMTCT progress report form   
Pre & post test counselling for HIV Yes Yes 
On-site rapid HIV testing & QA system Yes – if staffing levels allow Yes – if staffing levels allow 
Comprehensive Monitoring & evaluation 
tools 

  

Counselling for infant feeding options & 
support for different options if chosen 

Limited counselling.  Infant formula is provided free of 
charge, caregivers given advice on how to make it 

Limited counselling.  Infant formula is provided free of 
charge, caregivers given advice on how to make it 

Infant diagnosis of HIV  No No  
 
The guide recommends that there is a clear & standardised system of monitoring & evaluation.  These tools include: (i) Progress report for PMTCT (2) 
ANC card (this is in the process of being modified) to enhance PMTCT information & services (3) Antenatal register (4) PMTCT dispensing register 
(5) Delivery register 
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2003 Assessment of the prevention 
of Mother-to-Child 
transmission of HIV 
programme in Zimbabwe 
200382.   
 
Aids & TB Programme. 
Ministry of Health & Child 
Welfare, Zimbabwe. 
 

After the pilot programmes the development of the national programme began in 2001.  The goal of which was to enhance the HIV/AIDS control & 
reduce infant morbidity & mortality through ‘integrated & comprehensive high quality PMTCT services to pregnant women & their families’. By the 
end of 2002 about 52% of the 58 district hospitals in Zimbabwe had introduced the PMTCT programme & by 2003 about 70% of district hospitals had 
the programme.    
The assessment’s conclusions included:   

- ‘Although there appear to be reasonably clear PMTCT structures on paper, in reality there has been poor integration of the programme, especially 
with VCT, primarily due to resource constraints’ 

- While over 80% of women attending ANC were counselled, 75% accepted testing, only 50% returned for results & few positive women received 
NVP & even fewer of their infants. 

- Partner organisations had placed an emphasis on training, but the materials were not available on site. 
- High staff turnover is a problem. 
- ‘Nurses & midwives are the primary providers of VCT & infant feeding counselling’ ‘Infant feeding counselling & continuing support is still 

provided by ANC staff’ but this is variable & ‘there is little continuity of care into the postnatal period.’ 
- ‘Breastmilk substitutes are generally not supplied by any programme, unless a mother has died’ 
- ‘Follow-up of mothers is minimal & there is little or no integration of the PMTCT programme with postnatal service delivery systems such as EPI 

or IMCI’ 
- Recommendations in terms of infant feeding: 

• Provide further training on infant feeding counselling & support (& ‘support for cessation of breastfeeding should be developed & provided’). 
• Raise community awareness & support for exclusive breastfeeding. 
• Establish continuity of infant feeding support through the postnatal period (by ensuring that all staff are trained & policy integrated into EPI & 

IMCI health delivery systems, & in nutrition programmes). 
• ‘The aim should be for all women to adopt ‘safer breastfeeding practices’.  Many staff requested further training in infant feeding, as 

breastfeeding is the only option for many women, further training on breastfeeding counselling would be beneficial.  Also it is important that 
all staff be able to counsel re. Infant feeding. 

• Review provision of breastmilk substitutes & establish a clear policy. 
-   Also recommended to ‘develop strategies to include men.’ 

 Other material   
No date Reproductive Health Service 

Delivery Guidelines 
Zimbabwe Ministry of Health  

In order to reduce PMTCT the key elements of this programme have been integrated into the health delivery system. 
These include: Voluntary counselling & testing to all pregnant women; Offer of ARV regimen; Counselling & support for safe infant feeding; Follow-
up of the infected mother, child & family. 

2005 Feeding other family foods – 
Guiding Principles for 
Complementary Feeding for 
Breastfeeding and Non-
Breastfeeding Children61 
The National World 
Breastfeeding Week Committee  

Leaflet made for World Breastfeeding Week 2005, Zimbabwe by National Nutrition Unit (MOHCW), WABA and UNICEF.  Based on the WABA, 
‘Feeding other foods while continuing to breastfeed: 10 Guiding Principles for Complementary Feeding’ it provides guidelines for mothers of infants 
>6 months of age how to feed their infants with complementary foods, what to give and when.  It also gives guidance to an HIV+ mother to discuss 
options with her health care provider but that: ‘If she chooses to breastfeed her baby, mother should exclusively breastfeed from birth to 6 months. 
However, it MAY be best for her to stop breastfeeding at 6 months and give some other kind of suitable milk.’ 
‘NOTE: At six months all children should start on complementary foods either together with continued breastfeeding or with other suitable milks.’ 
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Annex 3 
Moringa Oleifera - Nutritional Value of Leaves and Pods 
(Source: Fuglie, L.J. (Regional Representative) ‘The Miracle Tree. Moringa Oleifera. Natural Nutrition for the 
Tropics.’ Church World Service, Dakar, Senegal. March 1999) 
 
Analysis of Moringa pods, fresh (raw) leaves and dried leaf powder have shown them to contain the following 
per 100 grams of edible portion. 
 Pods Leaves  Leaf 

powder 
Moisture (%) 
Calories 
Protein (g) 
Fat (g) 
Carbohydrate (g) 
Fibre (g) 
Minerals (g) 
Calcium (mg) 
Magnesium (mg) 
Phosphorous (mg) 
Potassium (mg) 
Copper (mg) 
Iron (mg) 
Sulphur (mg) 
Oxalic acid (mg) 
Vitamin A – B carotene (mg) 
 
Vitamin B - choline (mg) 
Vitamin B1 - thiamin (mg) 
Vitamin B2 - riboflavin (mg) 
Vitamin B3 - nicotinic acid (mg) 
Vitamin C -ascorbic acid (mg) 
Vitamin E - tocopherol acetate (mg) 
Arginine  (g/16g N) 
Histidine (g/16g N) 
Lysine (g/16g N) 
Tryptophan (g/16g N) 
Phenylanaline (g/16g N) 
Methionine (g/16g N) 
Threonine (g/16g N) 
Leucine (g/16g N) 
Isoleucine (g/16g N) 
Valine (g/16g N) 

86.9 
26 
2.5 
0.1 
3.7 
4.8 
2.0 
30 
24 
110 
259 
3.1 
5.3 
137 
10 
0.11 
(184 IU) 
423 
0.05 
0.07 
0.2 
120 
- 
3.6 
1.1 
1.5 
0.8 
4.3 
1.4 
3.9 
6.5 
4.4 
5.4 

75.0 
92 
6.7 
1.7 
13.4 
0.9 
2.3 
440 
24 
70 
259 
1.1 
7 
137 
101 
6.8 
(11,300 IU) 
423 
0.21 
0.05 
0.8 
220 
- 
6.0 
2.1 
4.3 
1.9 
6.4 
2.0 
4.9 
9.3 
6.3 
7.1 

7.5 
205 
27.1 
2.3 
38.2 
19.2 
- 
2003 
368 
204 
1324 
0.57 
28.2 
870 
1.6% 
16.3 
 
- 
2.64 
20.5 
8.2 
17.3 
113 
1.33% 
0.61% 
1.32% 
0.43% 
1.39% 
0.35% 
1.19% 
1.95% 
0.83% 
1.06% 

 
(The original list was from Booth F.E.M. and Wickens, G.E. 1988, Non-timber uses of selected arid zone trees 
and shrubs in Africa.  FAO Conservation Guide, Rome, pp.92-101.  The leaf powder analysis (all values except 
vitamin A content) sponsored by CWS and the Department of Engineering at the University of Leicester, was 
performed in July 1998 by Campden & Chorleywood Food Research Association. Discrepancies between fresh 
and dried leaf content are due to the fact that these separate analyses tested leaves from different provenances.) 
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Annex 4.  THE GLOBAL FUND IN ZIMBABWE 
Source: Zimbabwe Aids Network, Quarterly Progress Update to Members. Global Fund to Fight Against AIDS, Turberculosis and 
Malaria (Volume 1, Issue 1, June 2005) and Key informants. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Global Fund to Fight AIDS, Tuberculosis and Malaria  
It was created in 2002 and is based in Geneva.  

It provides international money to expand services to fight against 3 of the world’s most 
devastating diseases in areas of greatest need.   

Countries submit grant proposals, which are reviewed by an independent technical panel who 
approve or reject the proposal.   

It is a partnership between governments, civil society, the private sector and affected 

2002. Zimbabwe’s first round 
HIV/AIDS project proposal 

was approved 

2002 – Zimbabwe set up the Country Co-ordination Mechanism who 
chose 12 rural districts (including Binga and Kariba) to role out the 
programme.  During a meeting with Dr Mugurungi, AIDS and TB 

unit he explained that these districts were determined on HIV 
prevalence, malaria prevalence, poverty, distance to services, partners 

in area and so on. (No report could be found on the reasons behind 
the choice of the districts) 

How the fund will be used: The fund totalling 
US$10.3 million for the first 2 years of the grant is 
to be used for: (a) expansion of VCT e.g. train more 
health workers / counsellors, purchase of test kits 
(b) scaling up PMTCT, (c) scaling up ARV therapy 
(drugs tend to be donated but other things are 
needed), (d) community home based care for 
PLWHA, (e) videos and education material in the 
waiting rooms.  
 
Ms R. Kona of NAC explained that in practice this 
means that: 
- Each district will have a focal PMTCT person at 
the hospital. 
-  A hospital in the district will be equipped further. 
-  DAAC will choose 2 rural health centres to be 
developed with waiting rooms, counselling rooms 
and testing rooms.  Staff will be trained further. 
- By the end of the programme 300 health workers 
will be trained in PMTCT including infant feeding 
counselling / CPC. 
- A PMTCT and Data Health Information officer 
will monitor progress in terms of VCT, etc. 
The aim is to treat approximately 8,320 people in 
total. 

Administration of the funds in Zimbabwe 
Global Fund money held by UNDP (although it is 
hoped that NAC will eventually take over; at 
present NAC is in a co-ordinating role) 
 
UNDP distributes funds to the sub-recipients 

- MOHCW, 
- Zimbabwe Association of Church 

Hospitals (ZACH) 
- Zimbabwe AIDS Network (ZAN) 
- Zimbabwe National Family Planning 

Council (ZNFPC) 
 
Sub recipients disburse money to implementing 
agencies in the 12 selected rural districts.  Those 
involved in VCT in Binga and Kariba districts are: 
Batasari Group & PSI  

Funding to Zimbabwe is delayed due to international difficultes 

8th April 2005 Documents for the first round of funding for Zimbabwe finally signed. Hopes that the 
UNDP (who are administering the fund) would have received the money at the end of 2005. 

Current situation: Despite the delays in 
receiving the funds there has been a lot of 
planning and NAC estimate that things will be up 
and running about April / May 2006 
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Annex 5. Causal pathways of malnutrition in Binga; based on a workshop with SC (UK) team in Binga 
(Source: Report for SC (UK), Zimbabwe.  3 Day Visit to Strengthen Nutrition Aspects of Programmes. Dianne Stevens. March 2004) (Note: Points written in italics are from a 
literature review on cause of malnutrition in Zimbabwe by the same author) 

Malnutrition 
 

Immediate causes: 
Inadequate Food Intake Disease 

Reduction in meals per day due to food shortage 
Protein foods too expensive 

AIDS 
Outbreak of diseases (malaria and diarrhoea) 
Increase in ARI and diarrhoea in children under 5 years old. 

 
Underlying causes: 

Household Food Security Social and Care Environment Health Environment and Health Access 
• Inadequate food production 
• Poor farming practice 
• Inappropriate seeds for the area 
• Lack of inputs (draught power/seeds) 
• Lack of agricultural information 

(extension) 
• Low crop yields 
• Low agricultural potential 
• Food aid promoting dependencey  
• Imposed donations without involving 

beneficiaries (e.g. maize seeds) 
• Animals destroying crops 
• Reliance on wild foods 
• Food competition between humans and 

wild animals. 

• Division of labour (work done by women leaving little 
time for child care) 

• Poor cooking practice (fuel/knowledge) 
• Poor feeding practice 
• Lack of knowledge on child care practices 
• Child to child care 
• Child headed households 
• Mothers no time to teach children 
• Lack of nutriton knowledge 
• Grandparent headed households 
• Communal eating means children miss out 
• Low education levels 
• Gender roles impact on food allocation 
• The good food goes to the father 
• Religious and cultural values and beliefs 
• Long distances to water points means less time to care for 

children 
• Dependency syndrome. Leading to poor participation in 

programme activities not related to food aid. 

• Low coverage of access to clean water 
• Lack of proper sanitation facilities 
• Sanitation is silent in watsan programmes 
• Poor hygiene practice 
• Poor access to health (distance) 
• Drain of health professionals (leaving the 

country) 
• Shortage of qualified health personal with 

posts empty 
• Inadequate health care 
• Use of traditoinal health practices (lack of 

belief in modern medicine) 

 
Basic causes: 
HIV/AIDS                                                                                               Poor infrastructure (roads)          
Harsh economic conditions                                                                     Political environment hinders development in area 
Inadequate resources                                                                               Geographical area is prone to drought and has poor soil 
Excessive heat effects crops. 
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Annex 6.  Changes in international guidelines for infant feeding  
by HIV positive mothers over time. 

 

2003 to the present: 
 

UNICEF/WHO recommendations state that: ‘when replacement feeding is 
acceptable, feasible, affordable, sustainable and safe, HIV-infected mothers 
should avoid all breastfeeding. Otherwise, exclusive breastfeeding is 
recommended during the first months of life. To minimize HIV transmission 
risk, breastfeeding should be discontinued as soon as feasible, taking into 
account local circumstances, the individual women’s situation and the risks of 
replacement feeding.’2  

2001 
 

The international guidelines changed to: ‘When replacement feeding is 
acceptable, feasible, affordable, sustainable, and safe [AFASS], avoidance 
of all breastfeeding by HIV-infected mothers is recommended’56.   

1998 
 

Following growing evidence about the risk of HIV transmission through 
breastfeeding the United Nations modify the guidelines and state that an individual 
HIV-infected woman in developing countries has a right to know that HIV can be 
transmitted by breastfeeding, and that they have a right to make their own choice 
about how to feed their child55. 
 
 It also urged countries to make counselling and HIV testing available during ANC 
and that women should be ‘empowered to make fully informed decisions about 
infant feeding’55.   

1987 & 1992: 
 

Initial statements by the United Nations agencies recommend 
that HIV+ mothers living in resource-poor countries should 
breastfeed, as the benefits of breastfeeding are believed to 
outweigh the risk of HIV transmission53,54 
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Annex 7. A summary of ‘Guiding Principles for feeding non-breastfed children 6-12 months of age58 
World Health Organization 2005 

GUIDELINE Overview on guidelines Notes / Comments / Additional information. 
1. AMOUNT OF FOOD 
NEEDED 

Ensure that energy needs are met: 600kcal per day at 6-8 
months of age; 700kcal per day at 9-11 months of age; 900 
kcal per day at 12-23 months of age 

In practice caregivers will not measure the amount of energy offered so the amount offered 
should be based on the principles of responsive feeding, while assuring that energy density & 
meal frequency are adequate to meet the child’s needs. 

2. FOOD 
CONSISTENCY 

Infants from 6 months can eat pureed, mashed & semi-
solid foods. By 8 months they can eat ‘finger food’.  By 12 
months most can eat the same types of foods at the family 
(although there is the need for nutrient dense food) 

These ages are determined by the neuromuscular development of the infant. 

3. MEAL FREQUENCY 
& ENERGY DENSITY 

For healthy infants meals should be provided 4-5 times per 
day with additional nutritious snacks offered 1-2 times per 
day. 

The number depends on gastric capacity & energy density of foods.  With lower energy density 
more meals/day would be needed.  Also if the child consumes less than their gastric capacity at 
each meal frequency has to be higher.   (NB. This is an average some children will have lower 
or higher energy requirements & require less or more food – caregivers should be attentive to 
the child’s hunger cues when judging how often & how much to feed the child.) 

4. NUTRIENT 
CONTENT OF FOODS 

Feed a variety of foods to ensure nutrient needs are met: 
- Meat, poultry, fish or eggs should be eaten daily 

if possible, to provide nutrients such as iron & 
zinc.  Milk is rich in calcium & other nutrients.  

Diets that do not contain animal source foods cannot meet 
all nutrient needs at this age unless fortified products or 
nutrient supplements are used. 

- If milk or other animal sources are not eaten then 
both grains & legumes should be consumed daily 
to ensure protein quality (especially important 
when population has excessive reliance on single 
staple plant food with low protein content) 

- Dairy products are richest source of calcium. 
- Daily diet should include vitamin A foods, 

vitamin C foods (with meals to increase iron 
absorption) & B vitamin foods. 

- Adequate fat is needed. If no animal fats then 10-
20g of added fats or oils are needed, otherwise 5g 
of additional fats are needed. 

- To meet the need for iron & zinc animal source 
foods other than milk products are needed unless 
multiple micronutrient supplement or fortified 
products are provided. 

-  Types of milk that can be used (some should be modified): full-cream (full-fat) milk, 
evaporated milk, full cream milk powder, commercial formula for + 6 months.  Fermented milk 
products (e.g. yoghurt) (i) reduces risk of illness due to contamination as they are more resistant 
to bacterial growth (ii) enhances the absorption of certain minerals (iii) probiotic properties may 
have beneficial effects on the microflora of the gastrointestinal tract. 
-  Types not to use: skimmed milk, semi-skimmed (only after 12 months), condensed milk, milk 
substitutes (e.g. coffee creamer). Also, all types of raw milk (i.e. not boiled or pasteurized) 
should be avoided because of disease transmission. 
[There has been concern about feeding unmodified milk e.g. cow, to infants < 12 months of age 
because the relatively low iron content may provoke occult gastrointestinal blood loss & has a 
high potential renal solute load.  However (a) The risk of gastrointestinal problems with blood 
loss decreases by age & disappears by 12 months & heat-treated cows’ milk does not provoke 
blood loss. Therefore, the risk is low & is further reduced by heat treatment or restrictions on 
the amount of milk consumed (b) The high renal solute load of undiluted cows’ milk can be 
avoided if sufficient amount of fluid is included in the overall diet. (Note: The low 
bioavailability of iron in cows’ milk can contribute to anaemia so iron supplements or fortified 
foods are needed)] 
- Optimal fat in diet should be about 30-45% of total energy. (However, just adding fat e.g. oil 
to the diet will reduce the proportion of other nutrients e.g. protein, micronutrients, in the diet)  

5. USE OF VITAMIN-
MINERAL 
SUPPLEMENTS OR 
FORTIFIED PRODUCTS 

- As needed, use fortified foods or vitamin-mineral 
supplements (preferably mixed with or fed with 
foods) that contain iron (8-10mg/d at 6-12 
months, 5-7 mg/d at 12-24 months) 

- If inadequate amounts of animal-source foods are 

Diets that are predominantly plant-based generally provide insufficient amounts of key nutrients 
(particularly iron, zinc & calcium) to meet the recommended nutrient intakes aged 6-24 months. 
Also the amount of animal-sources that can feasibly be consumed by infants (6-12 months) are 
generally insufficient to meet the gap in iron (even in developed countries).  Therefore there is a 
need for fortification or supplementation.  Few iron-fortified foods for infants are available in 
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consumed then extra zinc, calcium & vitamin B12 
is needed.   

- When vitamin A deficiency or <5 mortality rate is 
50 per 1000, children 6-24 months should receive 
vitamin A supplement (100,000 IU for infants 6-
12 months & 200,000 IU bi-annually for those 
12-23 months) 

developing countries. An alternative is ‘home-fortification’ i.e. mixing products that contain 
concentrated amounts of vitamins & minerals (e.g. ‘sprinkles’, crushable tablets, or fat-based 
spreads) directly with the infant’s food at home.  But many of these home fortification products 
are still being researched fully. 

6. FLUID NEEDED In temperate climates non-breastfed infants need at least 
400-600mL/d of extra fluids (in addition to the 200-
700ML/d of water that is estimated from milk & other 
foods).  In hot climates this figure is 800-12mL/d.  Plain, 
clean (boiled) water should be offered several times a day) 

Extra water can be incorporated into foods e.g. porridge but plain, clean water is less likely to 
support bacterial growth if accidentally contaminated.  
 
(Note: Breastmilk is almost 90% water) 

7. SAFE PREPARATION 
& STORAGE OF FOODS 

Practice good hygiene & proper food handling: 
a) Wash caregivers’ & children’s hands with soap (or a 

rubbing agent e.g. ash) before food preparation & 
eating.  

b) Store foods safely & serve foods immediately after 
preparation. 

c) Use clean utensils to prepare & serve food, 
d) Use clean cups & bowls when feeding children. 
e) Avoid the use of feeding bottles as difficult to clean. 

Studies highlighted in the document show that: 
- The peak incidence of diarrhoeal disease is during the second half of infancy. 
- Carefully planned educational interventions for safer food can result in substantial 

improvement 
- Use of fermented foods can reduce the risk of microbial contamination & may also 

improve nutrient content. 
 
WHO have devised Five Keys to Safer Food 
www.who.int/foodsafety/publications/consumer/5keys/en/ 

8. RESPONSIVE 
FEEDING 

Practice responsive feeding applying the principles of 
psycho-social care.   
Specifically: (a) Feed infants directly, help older children 
when they feed themselves, being sensitive to their hunger 
& satiety cues.  (b) Feed slowly & patiently, encourage the 
child to eat but do not force them. (c) If children refuse 
many foods experiment with different food combinations, 
tastes, textures & methods of encouragement. (d) Minimise 
distractions during meals. (e) Remember that feeding times 
are periods of love & learning – talk to the child when 
feeding & eye-to eye contact. 

There is increasing recognition that optimal infant feeding depends not only on WHAT is fed, 
but also on HOW, WHEN, WHERE & BY WHOM the child is fed. 
 
Studies have shown that improving the caregivers ‘care practices’ can have positive effects on 
child growth. 

9. FEEDING DURING & 
AFTER ILLNESS 

Increase fluid intake during illness & encourage the child 
to eat soft, varied, appetizing, favourite foods.  After 
illness, give food more often than usual & encourage the 
child to eat more. 

- During illness the requirement for fluids is often higher. 
- In a non-breastfed child the provision of clean, safe water is important.  Intake of foods with 

high solute load e.g. fish, cheese, chicken, beef & liver should be restricted. 
- Although appetite may be reduced consumption of food is recommended.   
- After illness the child needs greater nutrient intake to make up for nutrient losses during 

illness & to allow for catch-up growth. This extra food should be provided until child has 
regained any lost weight & is growing well. 
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Annex 8. Key informants and sources of information. Committees on infant feeding issues in 
Zimbabwe (Also many informal interviews were undertaken with people in Binga & Nyaminyami districts) 

Government & HIV Bodies: 
National Nutrition Unit Mrs R. Madzima, Head of National Nutrition Unit 
National Nutrition Unit Mr T.K. Nyadzayo 
Nutrition Mrs Dorothy Matyatya, Provincial Nutrition Officer for Binga & 

Matabeleland North 
AIDS & TB Unit  Dr Agnes Mahomva 
AIDS & TB Unit Dr Mugurungi 
National Aids Council (NAC) Mr Freeman Dube 
National Aids Council  (NAC) Ms Rosemary Kona, Global Fund  
Zimbabwe Aids Network (ZAN) Mr Masimba Biriwasha,  
 

NGOs / Funding Bodies:  
CESVI Dr Marina Repola, Consultant nutritionist. 
Elizabeth Glazier Foundation (EGPAH) Patricia Umbertu 
IMCI  Mrs Shammah,  
ISPED Barbara Engelsmann 
KAPNEK Caroline Marangwanda, Programme Manager 
KAPNEK Sabina Tinarwo, PMTCT Programme Officer (One of the authors of 

the 2 modules on HIV & infant feeding for communities)  
Linkage Trust Stella Greenway  
UNICEF Dianne Stevens 
UNICEF Thokozile Ncube 
USAID Barbara Reed 
Zimbabwe Aids Prevention Project (ZAPP)  Winnie Chandisarewa, Project Co-ordinator 
ZVITAMBO Jean Humphrey, Director 
Other NGOs contacted but are not working on infant feeding and HIV issues in Zimbabwe at present (those in italics are 
agencies working in SCUK operational area): Action Aid; Adventist Development Relief Agency (ADRA); ACF; Catholic 
Development Commission (CADEC), Care; Catholic Relief Services (CRS); COSV; Concern; C-SAFE; German Agriculture 
Action (GAA); GOAL; Kulima Mbobumi Training Centre (KMTC); MSF (Holland); MSF (Luxembourg); MSF (Spain); 
Oxfam; Plan International; Practical Action (formerly ITDG); SCF (Norway); World Vision; Zimbabwe Association of 
Church related Hospitals (ZACH);  
Binga:  
AREX Joshua Sibanda Field Officer 
Binga District Hospital Mr Ndiweni, Acting Matron 
Binga District Hospital Sister Munkuli Community nurse for Binga district 
Binga District Hospital Mr Shonai Environmental Health / Acting District Medical Officer 
Binga District Hospital Mathias Butale Health Information Officer 
Binga District Hospital Nurse Y. Ndlovu Maternity unit Nurse 
Binga District Hospital Maternity Unit Sister Maternity Unit Sister 
Binga District Hospital Lucy R. Mfune Nutrition Assistant 
Binga Trees  Titia & Jan Warndoff Owners / Directors (Titia used to be SC (UK) nutritionist) 
District Aids Action Committee Mr Ndlovu Head  
 

Nyaminyami: 
Negande Clinic  - Nurse 
Siakobvu Hospital  Short Ncube Nutrition Assistant 
Siakobvu Hospital  Cuthbert Zvaraya  Sister-in-charge 
 

Committees on infant feeding issues that are presently going on in Zimbabwe 
Committee Main parties involved at present: Aims and focus of committee 
Partners On Infant 
Feeding IEC 
Materials 

Peggy Koniz-Booher (University 
Research Co),  MOHCW; 
ZVITAMBO; UNICEF; EGPAF; 
ISPED; URC 

Focus is on leaflets, brochures and counselling cards on 
Breastfeeding, Complementary Feeding and Maternal 
Nutrition. Also the updating the ‘Infant Feeding and 
HIV/AIDS Guidelines for Health Workers in Zimbabwe’62 

Family Care, 
Health & Nutrition  
(FCH & Nutrition) 

National Nutrition Unit, MHCW; 
KAPNEK; ZVITAMBO; COSV; 
WFP; CESVI; EGPAF; CARE. (SC 
(UK) was not a member of this 
committee but has now joined) 

Previously called PMTCT group it is currently under 
review to establish a new terms of reference for the group.  
Established guidelines on how to target emergency feeding 
to HIV+ pregnant women.  May meet periodically to 
exchange implementing experiences. 

Post 6-month infant 
feeding 

National Nutrition Unit (MOHCW); 
ZVITAMBO; EGPAF; ZAPP; 
CESVI; UNICEF; ISPED; SC(UK).  

Inaugural meeting in December 2005.  A committee to 
discuss options for feeding the post 6-month infants of 
HIV+ mothers in Zimbabwe. 
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Annex 9.       World Alliance for Breastfeeding Action (WABA)  
(World Breastfeeding Week, 2005) 

Feeding Other Foods While Continuing to Breastfeed: 
10 Guiding Principles for Complementary Feeding. 64 

[Adapted from Guiding Principles for Complementary Feeding of the Breastfed Child. PAHO/WHO, 200257] 
 

1. Start giving other foods at 6 months. Breastfeed exclusively from birth to 6 months, then begin to give tastes 
of other foods while continuing to breastfeed frequently and on demand. 
 
2. Continue breastfeeding for 2 years or longer. Continue breastfeeding as often and for as long as you and 
your baby want to. 
 
3. Practice ‘Responsive Feeding’. Respond to your child’s signs of hunger and feeding abilities. Give help and 
encouragement (without force feeding), feeding slowly and patiently, experimenting with different foods, tastes, 
combinations and textures, minimising distractions, using plenty of smiles, eye contact and encouraging words, 
so that feeding becomes a time for learning and love. 
 
4. Prepare and store foods safely. Wash and clean your hands, your child’s hands and utensils before 
preparing food and feeding. Ideally, foods should be given immediately after preparation. If you have to store 
prepared foods unrefrigerated, use within 2 hours or save only until the next meal and reheat thoroughly. Store 
ingredients in cool closed containers so that they cannot get contaminated. Avoid using feeding bottles because 
they are difficult to keep clean. 
 
5. Gradually increase the amount of food offered. Start with small amounts at 6 months and increase the 
amount offered as your child shows more interest, while maintaining frequent breastfeeding. The energy needs 
from complementary foods are approximately 200 kcal/day at 6-8 months, 300 kcal/day at 9-11 months, 550 
kcal/day at 12-23 months. 
 
6. Vary the consistency and variety of foods offered. Respond to your child’s interest and ability to handle 
different textures and consistency. To begin with, babies need soft foods, but they soon learn to chew. By 8 
months babies can eat ‘finger foods’ – foods that they hold themselves. By 12 months they can eat most family 
foods, cut into small pieces or softened as needed, but they still need to be given the nutrient-rich ‘best bits’ of 
the family’s food. 
 
7. Increase the number of times food is offered. Offer 2 to 3 times a day at 6-8 months and 3 to 4 times a day at 
9-24 months, plus nutritious snacks once or twice a day, as desired, in addition to breastfeeding. 
 
8. Give nutrient-rich foods. Give meat, poultry, fish, and/or eggs daily or as often as possible. Give beans, peas, 
lentils, nut-pastes, and/or milk products particularly if meals do not contain animal-source foods. Give 
coloured fruits and vegetables daily. Try not to give the ‘staple’ food on its own, for example, don’t give plain 
rice or maize porridge, but add a nutrient-rich food such as, ground fish, egg, pulses or nut paste. Don’t give 
sodas, sugary drinks, coffee or tea. These drinks fill tummies and displace more nutritious foods. If your child is 
thirsty, offer breastmilk or plain boiled water. 
 
9. Protect Health with Vitamins and Minerals. Give a wide variety of foods as this will increase the chance of 
meeting vitamin and mineral requirements. Young children fed vegan or vegetarian diets usually need suitable 
vitamin and mineral supplements or fortified foods to meet their nutrient needs. Other mothers and children 
may also need to use appropriately fortified foods or take supplements according to local conditions. 
 
10. Breastfeed more frequently during illness. Offer more fluids, and favourite foods during illness. For at least 
two weeks after illness, encourage your child to eat more food.  
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