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Breast-feeding and weaning practices in Venda, 1990

E. ZOLLl\TER, N. D. eARLIER

Abstract A stratified randOlll cluster survey, using a struc
tured interview schedule, was perfonned to deter
tnine the prevalence, frequency and duration of
breast-feeding alllong Venda lllothers as well as
the foods that Venda children COllllllOnly ate in
their first 2 years of life. Nearly all children under
2 years old were being breast-fed and virtually all
of these were fed on dellland. Approximately 60%
of infants under 3 lllonths of age and virtually all
others under 2 years old received supplelllentary
foods daily. A further 30% of infants under the age
of 3 lllonths were given supplelllentary water
daily. Forty per cent of infants under 3 lllonths old
and virtually all in the other age groups were given
carbohydrates daily. Protein foods, vitalllinl
tnineral and high-energy sources were given less
frequently. Only 12% in the 6 - ll-111onth age
group and 21% in the 12 - 23-111onth age group
received a balanced diet daily. A significant pro
portion of children in all age groups received only
carbohydrates over and above breast-lllilk.
Traditional xnixes were infrequently given. More
research is needed to assess actual breast-IIlilk
production by lllothers whose children are being
fed supplelllentary foods. The effect of socio-eco
nOlllic status on weaning practices and that of
weaning practices on nutritional status need to be
investigated. Food supplelllentation and nutrition
education progralllllles need to be intensified.
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V enda is a small but fertile homeland of about half
a million inhabitants, situated in the north-east
ern corner of the Transvaal. Most Vendas live in

rural villages. Their income is derived from migratory
labour, and supplemented by subsistence farming.'

In 1985/86 an unpublished nutrition survey by the
Regional Health Organisation of Southern Africa
(RHOSA) revealed that Venda had the highest propor
tion of underweight children under the age of 5 years of
all the areas surveyed (16% compared with 8% in South
Africa). Protein energy malnutrition (PEM) was most
prevalent in the 1 - 2-year age group (24%), although a
significant proportion (12%) of those under 1 year old
was found to be malnourished. A hospital-based study,
performed in 1988, revealed that approximately a quar
ter of all infants under 6 months of age presented with
PEM, while the corresponding figure for 7 - 12-month
old and 13 - 24-month-old children was 40%.2 This
fmding could be explained only in pan by low-birth
weight babies who had nor regained normal weight at
the time of the survey. It may well reflect poor breast
feeding and weaning practices, which compound the
disadvantages of deprived socio-economic circum
stances (Venda's personal per capita income was R52 -
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the lowest of the TBVC states). This observation has
also been made in other parts of the world, e.g. in
Gambia.' This prompted us to investigate breast-feeding
and weaning practices in Venda.

The objectives of the study were to determine the
prevalence, frequency and duration of breast-feeding, as
well as the foods Venda children were most commonly
fed in their first 2 years of life during the dry season,
1990.

Definitions
Children under 2 were all 23 months of age or
younger at the time of the survey.

Weaning denotes a 'gradual withdrawal of breast
milk and introduction of other foods', including water,
fruit juice and milk other than breast-milk.'

Supplelllentary foods are all foods, whether liquid,
solid or semi-solid, other than breast-milk (excluding
water).

A balanced diet consists of at least one 'carbohy
drate food', at least one 'protein food', at least one 'vita
minlmineral source' and a 'high-energy source', exclud
ing breast-milk.'

A 'carbohydrate food' is a low-densiry calorie food.
A 'protein food' is a food that is a good source of

protein.
A 'vitalllinltnineral source' is a term used collec

tively for all vegetables and fruit.
A 'high-energy source' is a high-density calorie

food, i.e. all oils and fats.
A traditional xnix, as used in Venda, usually con

sists of maize or a vegetable mixed with peanuts (usually
ground), i.e. 'tshigume', 'tshidzimba', 'tshidamba',
'tophi', 'dovhi'.

SUbjects
The sampling method used was based on Kok's modifi
cation of the WHO-EPI vaccination coverage survey
methodology.· In each of 45 randomly selected clusters
in Venda, 2 children under 2 were selected from each of
the following 4 age groups, 0 - 2 months, 3 - 5 months,
6 - 11 months and 12 - 23 months, i.e. 360 in all. If a
household had more than 1 eligible child, e.g. in the case
of twins, only 1 WaS selected by means of a coin toss. If
household members refused to co-operate \'\>ith the sur
vey, another child of the same age group was selected in
that cluster. The household was revisited if no one had
been home at the time of the first visit. The age of each
child was determined from the Road-ta-Health chan.

Methods
A structured interview schedule with closed and open
ended questions was used. The person responsible for
feeding the child (usually the mother) was interviewed.
If this person was not available another person in the
household, usually the grandmother (who traditionally
looks after young children when the mother is not at
home), was interviewed. She was asked whether the
child was being breast-fed at the time or, ifnot, what the
duration of breast-feeding had been. A qualitative
dietary evaluation was performed: for each item on a list
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of 50 different foods, the mother had to indicate
whether the child had ever eaten that food and if so,
how frequently (Tables I-Ill). For logistical reasons por
tion size was not established and dietary calculations
were not performed. Each food was included in only I
food category (e.g. milk was classified as a protein food).

TABLE I.

Frequency of intake of different carbohydrates daily by
age group (percentage of total per age group)

Age group (mo.)

Permission was obtained from the relevant authori
ties. Community co-operation was sought before the
commencement of the survey. The questionnaire was
piloted several times. Three pairs of nurses administered
the questionnaires. Each pair visited approximately one
third of the clusters in the survey. The majority of inter
views (82%) were conducted by female nurses. The sur
vey, which started at the end of August 1990, rook
approximately 8 weeks to complete. Seven interviews
were repeated by another interviewer on a separate visit
to test reliability. The analysis was done by means of the
Epi Info 5 statistical package.

Type of food 0-2 3-5 6-11 12 - 23

TABLE 11.

Frequency of intake of different protein foods daily by
age group (percentage of total per age group)

TABLE Ill.

Frequency of intake of other foods daily by age group
(percentage of total per age group)

'"Comprises 5 different maize porridges of differenllextures with or without added
herbs as well as commercial cereal and, in the case of 1 patienf, oals porridge.
t No whrte bread was eaten.
l Puddingslbiscuilslruskslchipslsweelslchocolafes.

• The mosl common types of milk used were highly modified, modified and par·
tially modified milk formulas. Other milks used were fresh cow's milk, condensed
milk, soya milk and Uttramel. Skimmed milk was nof used.
t Not strictly a prolein food, but included here for purposes of comparison.
l Insects, hairy caterpillars.

Age group (mo.) No.

0-2 90
3-5 84
6 - 11 89

12 - 23 85

Total 348

Results
Altogether 359 children under 2 were sampled. During
the survey 4 had to be excluded and replaced (as they
fell intO the wrong age group). Eleven children had to be
excluded from the analysis for various reasons. Three
hundred and forry-eight children or 97% of the sample
were analysed (Table IV).

Limitations of the survey
I. Although a reliability test was performed, the sample
retested was tOo small to permit many conclusions.
However, our impression is that information on foods
given weekly or monthly was less reliable than informa
tion on foods given daily. The information as to how
often a specific food was given each day was also
assessed as unreliable. These data were therefore not
analysed separately.

2. As with any survey of this kind, it was difficult to
assess validity. It was not possible to observe families
preparing meals or feeding their children. It is possible
that some women exaggerated the variety of foods they
fed their children. Observation of Venda custOm, how
ever, confirms that this survey is certainly valid for com
monly used foods, e.g. cereals, bread.

3. The survey was performed at the end of the dry
season. This may have reduced the availability of some
foods, especially wild and home-grown vegetables and
fruit; the srudy would therefore reflect a worse siruation
than may pertain at other times of the year.

TABLE IV.

Age groups analysed in weaning survey

1,2
4,7

2,4
2,4
3,5

20,0

27,0
23,5

2,2
9,0

62,4

100,0
70,9

5,6
2,2

12 - 23

2,4

3,4
3,4

1,2

31,0 30,0
7,1 46,1
1,2 23,6
3,6 20,2

20,2
18,0
18,0
16,9
5,6

3-5 6-11

14,3

95,2 100,0
57,3
41,6
31,4
10,1
12,3
29,2

7,9
41,6

Age group (mo.)

21,1

1,1

7,7

35,6
1,1

0-2Type of food

Milk (grouped)*
Eggs
Chicken
Peanut butter
Liver
Fish
Legumes
Nuts
Non-dairy creamerst
Traditional protein
sourcest
Internal organs
Meat

Cereal (grouped)*
Bread (brown)t
Potato
Sweet potato
Rice
Pasta
'Empty calories':j:
Jam, syrup, honey
Sugar

·Cooldrink was rarely given; more common in the older age groups.
t Banana, avocado, pawpaw, apple, guava.
l The fIVe most common vegetables were cabbage, 'dele/e' (wild vegetable),
tomato, 'mutshaeni' (form of spinach), onion.
§ No butter or fat was used.

1,2

3,6

Type of food

Water/cooldrink*
Citrus fruitljuice
Other fruitljuicet
Spinach
Other vegetables:j:
Oillrnargarine§
Soup/gravy
Tea/coffee
Traditional mixes
(grouped)

0-2

66,7
2,2

4,4

1,1

Age group (rno.)

3-5 6-11

69,0 85,4
49,4 86,5
20,2 49,4

32,6
27,0
22,5
28,0
11,2

4,5

12 - 23

64,7
25,9
17,6

9,0
9,0

45,9
23,6
17,6

11,8

As shown in Fig. I, virtually all children under 2
were being breast-fed at the time of the survey. In the
12 - 23-month age group this figure dropped to approxi
mately 80%. The mean duration of breast-feeding of
those who had stopped in that age group was 11
months. Nearly all the children were being breast-fed on
demand (between 91 % and 97% depending on age
group). Of the remaining breast-feeders, the mean
frequency was 3 times a day (range 1 - 10). Only 2
infants under 3 months of age were not breast-fed. Both
babies were being fed on demand with a highly modified
breast-milk substirute.

Fifty-eight per cent of infants under 3 months old
and virtually all in the other three age groups were being
fed supplementary foods daily (Fig. 1). A further 30% of
infants under 3 months were given water daily in addi
tion to being breast-fed.
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Only 12% in the 6 - ll-month age group and 21 % in
the 12 - 23-month age group received a balanced diet
daily at the time of the survey (Fig. 2). As shown in
Fig. 3, many children in each age group were fed on
carbohydrates only (not counting breast-milk). This
figure was highest in the 3 - 5-month age group (49%)
and lowest in the 12 - 23-month age group (19%).

Traditional mixes, with one exception, were not
given to children in the first two age groups (Fig. 4).
Twenty-four per cem of infants in the 6 - 11-month age
group received traditional mixes. These were given most
commonly in the 12 - 23-month age group (68%).
However, only 5% and 12% respectively received them
on a daily basis.

12 - 23

~Water

Age group (months)

_ Supplementary feedsOSreast
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FIG. 1.

Daily breast-feeding and daily supplementary feeding. 100

%

0-2 3·S 6·11

Age group (months)

o Given sometimes _ Given daily

FortY per cent of infants under 3 months of age were
given carbohydrates on a daily basis (Fig. 2). This figure
increased to 95% in the 3 - 5-month age group and to a
maximum of 100% in the other two age groups, with
virtually all children on maize porridge. Similarly, with
increasing age the proportion of children under 2 on
daily protein foods increased, starting at 23% and reach
ing a maximum of 61 % in the 12 - 23-month age group.
The most common protein food was milk, which
accounted for 20 - 30% of all foods given. Daily vita
min/mineral sources and daily high energy sources
showed a similar pattern with a maximum of 49% and
46% respectively in the 12 - 23-month group.

o 80
F

~ 60
E

G 40
R
o
~ 20

FIG. 4.

Traditional mixes, by age group.

12-23

Discussion
Virtually all the children investigated were being breast
fed. This compares favourably with breast-feeding prac
tices in Sudan, where only 24% of rural Sudanese chil
dren were being breast-fed at the end of their second
year.' Closer to home in Gelukspan, 75% of 12 - 17
month-old and 47% of 18 - 23-month-old children were
being breast-fed.s Breast-feeding patterns in the Western
world differ. In Denmark only 10% of mothers were
breast-feeding their infants at 1 year.' In all the areas
mentioned, virtually all children under 3 months of age
were being breast-fed (Denmark had the lowest propor
tion with 94%). Venda mothers traditionally breast-feed
for long periods. The breast-feeding guidelines laid
down by the Venda Department of Health, Ul\.TESCO
and the WHO are thus automatically enforced by tradi
tion. IO

N early all chi.Idren under 2 were being fed on
demand. This was also the rule in Sudan.' Apart from
being a traditional practice, demand feeding has a dis
tinct advantage over schedule feeding. Demand-fed
infants suckle more frequently than infants fed accord
ing to schedule.' This stimulates breast-milk production.
Provided that mothers of suckling infants are not under
nourished, their increased milk production should result
in adequate growth of their offspring.

Fifty-eight per cent of infants under 3 months of age
were on supplementary foods. Another 30% in the same
age group were on supplementary water. By contrast, in
Sudan only 9% and in Gelukspan only 11 % had begun
to be weaned before the age of 3 months. In Malawi
this figure was higher at 21 %.11 Early introduction of
supplementary foods causes a decreased frequency of
suckling.' Theoretically, a decreased supply and intake
of breast-milk would therefore be the consequence. This
will become more apparent with time, as the child- is
introduced ro more and more foods. Anecdotal evidence

12-23

12 -23

m Vitamin/mineral

6 -11

IIIlID Balanced diel

c=J Proteins
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FIG. 2.
Food group, by age group.

FIG. 3.

Carbohydrates only, by age group.
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indeed suggests that in many instances the breast func
tions as a pacifier only. This theory, however, needs to
be assessed scientifically.

Early weaning (i.e. before the age of 3 months) also
has many other dangers, i.e. aspiration of a feed, infec
tion due to contamination and the development of
allergy from the introduction of foreign proteins.
Nutritionally, early weaning is not a problem provided
the child is weaned OntO a balanced diet. In developed
countries this is available in the form of commercially
prepared weaning foods which follow the guidelines of
the Codex Alimentarius Commission of the WHO/
FAO.· However, in a developing country, such as
Venda, these foods are often unaffordable and not
readily available. Only a small proportion (3,5 - 9%
depending on age group) of Venda children under 2
were given a commercially prepared weaning food daily.
Because these are so expensive, Cameron and
Hofvander' have proposed a home-made multimix. It
consists of four basic ingredients: a staple (usually a
cereal), a protein source, a vitamin and mineral source
(fruit or vegetable) and an energy source (fat, oil or
sugar). Traditional mixes in Venda conform closely to

these requirements. However, they do not form pan of a
Venda child's typical weaning diet as can be seen from
this study (Fig. 4). Our observation is that many Venda
mothers are reluctant to mix certain kinds of food. We
were therefore interested to see what proportion of
Venda children under 2 were receiving a balanced diet
without the ingredients being mixed. No child under 6
months of age was receiving a balanced diet daily. For a
child weaned between the ages of 4 months and 6
months, as is normally recommended, this would be
acceptable!·'·lo.l2.13 However, if weaning stans at birth (as
in 88% of under-3-month-old Venda infants), all food
types should be introduced earlier in order to make up
for the loss of 'balanced diet' in the form of breast-milk.
The highest proportion of children receiving a
balanced diet daily was 21 % in the 12 - 23-month age
group. This study shows that early weaning is common
and that it is not usually accompanied by the introduc
tion of a balanced weaning diet. It is conceivable that
failure to thrive (FTT) and overt PEM can develop
under these circumstances. A study in Gambia has
shown that there was indeed 'an overall tendency for
subsequent growth in weight to be adversely affected in
children who began to be weaned before 3 months'.' A
community-based case control study therefore needs to
be performed to look at the effect breast-feeding and
weaning practices have on the nutritional status of
Venda children.

It has been estimated that approximately 80% of
Venda's population live below the poverty datum
line. H

•
l5 The fact that 79% of 12 - 23-month-old Venda

children are not on a balanced diet may well be a reflec
tion of such poverty. However, data on socio-economic
status and nutrition knowledge of Venda mothers have
not been collected in this study. Further research is
needed.

The proportion of children fed on carbohydrates
only is highest in the 3 - 5-month age group (49%) and
drops thereafter. This is a reflection of the current wean
ing process in Venda. Virtually all the children are on
supplementary feeding in this age group (Fig. I).
Mothers are usually taught to introduce cereals first. 12,1.

This advice is followed closely in Venda (95% of child
ren in this age group are on cereals). Other types of food
are introduced after cereals. The proportion of children

fed on carbohydrates only therefore drops in the older
children (Fig. 3). However, it is unfortunate that 19% of
12 - 23-month-old children are still being fed carbohy
drates only.

There are two possible reasons for the observed
weaning pattern - poverty and lack of knowledge.
Given the dire poverry of most of the population of
Venda, every effort should be made to uplift them eco
nomically. The limited food supplementation that has
been initiated should be extended to all children at
risk." More attention needs to be paid to nutrition edu
cation, and the importance of a balanced diet must be
emphasised. Further aspects of nutrition intervention
have been discussed elsewhere."
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