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Abstract 

Exclusive breastfeeding in the first six months of life is known to be associated with 

many positive health outcomes. The regulatory environment in South Africa supports 

this, which has resulted in an improvement in exclusive breastfeeding from 7% in 

2003, to 31.6% in 2016. However, it is not known how physician-mothers, who are 

themselves wanting to breastfeed, have experienced this phenomenon in their 

respective workplaces. This study explored the breastfeeding (BF) or breastmilk 

expression (BME) experience of doctors within the Cape Town Metro District Health 

Service. 

Aim: To describe the breastfeeding experiences, expectations, intentions, and 

outcomes of breastfeeding within the workplace. 

Methods: we conducted a qualitative cross-sectional study using semi-structured 

interviews. Data was analysed thematically, using an inductive approach. 

Results: Interviews with ten (N=10) participants were conducted, reaching data 

saturation after the eigth interview. The varying perspectives are reported within key 

themes that emerged: BF/BME aspirations at work; Awareness of existing 

breastfeeding policy; Enabling factors to BF/BME within the workplace; Barriers to 

BF/BME within the workplace. 

Conclusion: This novel exploratory study identified key factors that facilitate or 

hinder BF/BME within the workplace in this context. Recommendations to enhance 

BF/BME practices at work are made, based on implementing the existing policy. 

Pathways for future research are proposed that focus on improving the person- 

centred orientation of health services. 

Keywords: breastfeeding; breastmilk expression; occupational health; health 

services; person-centered health services; staff retention 



Introduction and literature review 

Increasing the rate of exclusive breastfeeding (BF) in the first six months of life to 

50% is one of six major global targets set by the United Nations Decade of Nutrition. 

In addition, improving exclusive and sustained BF rates is essential for achieving 

sustainable development goals to eradicate hunger and end malnutrition by 2030 [1]. 



Despite the significant health, societal and economic benefits of exclusive 

breastfeeding, it is found that in low- and middle-income countries, only 37% of 

children younger than six months of age are exclusively breastfed [2]. In the most 

recent South African Demographic and Health Survey (SADHS) conducted in 2016, 

exclusive BF rates amongst infants under six months were found to be 31,6%. This is 

a substantial improvement compared to the estimate of 7% in 2003 [1]. Despite high 

rates of BF initiation, early cessation of BF and mixed feeding before six months of 

age are common practices among mothers in South Africa [3]. While the policy 

environment supports and encourages breastfeeding in the workplace, there is a gap 

in the body of knowledge regarding what healthcare workers experience and their 

attitudes toward BF. Since healthcare workers are tasked with promoting BF, advising 

and supporting the general public, documenting their experiences and attitudes would 

be valuable to this conversation. 

Exclusive BF is beneficial for both mother and baby. As noted in the health promotion 

document “Breastfeeding: Feeding right from the Start” by the Western Cape 

Department of Health, BF is unique as it provides infants and young children with the 

one complete food which ensures health, with direct maternal care being the mode 

of delivery [4]. Exclusive BF means the infant only has breast milk and no other 

liquids or solids, not even water. Infants who are breastfed have better health 

outcomes, including lower rates of respiratory and gastrointestinal tract infections, 

sudden infant death syndrome (SIDS), allergic diseases, including asthma, obesity, 

and type 1 diabetes mellitus, among other conditions [5]. If implemented globally at 

near-universal levels (>90%), optimal BF practices could reduce global child deaths 

by more than 800 000, which makes BF the most effective preventative intervention 

to reduce infant mortality [1]. Maternal benefits include decreased risk of ovarian and 

breast cancer, cardiometabolic disease, and postpartum depression [6]. 

Despite its well documented benefits, exclusive BF rates remain well below the 

global target of 50% for babies under six months of age, despite its potential and 

actual benefits [5]. The World Health Organization (WHO) recommends that infants 

are exclusively breastfed for at least six months and continued up to or beyond the 

age of two years, along with complementary foods. However, only 40% of infants 

under six months are exclusively breastfed, and by the age of two, only 45% are still 

being breastfed [7]. The 2016 South Africa Demographic and Health (SADH) survey 

showed that among children aged 0-5 months, 25,2% were not breastfed at all, 

11,4% were receiving breast and other milk, and 17,6 % were being given 

complementary feeds [1, 8]. 

Early cessation of BF has been found to have adverse effects on child morbidity and 

survival in several African studies with mothers facing significant barriers to BF/BME 

[10]. Several factors have been identified as barriers to exclusive BF, including 

sociocultural, health system, community and individual factors [1]. Early cessation of 

breastfeeding is also associated with spousal support, postpartum employment, and 

mothers’ attitude and knowledge about breastfeeding [9]. Returning to work after the 



infant's birth is a major barrier to breastfeeding and is significantly associated with 

lower breastfeeding rates and earlier cessation of breastfeeding. Mothers planning to 

return to work are less likely to breastfeed [1]. 

A study in Mpumalanga province of SA found that at the individual level mothers 

valued BF and desired to continue on their return to work. However, returning to 

work, insufficient breastmilk and misconceptions regarding BF and social life 

interferences were some of the barriers faced by these mothers[10]. An Indonesian 

study reported similarly, finding that 45% of working mothers had stopped BF at their 

infants’ third month because of their return to work. Limited lactation facilities and 

support programs in the workplace and inadequate knowledge about how to do 

breastmilk expression (BME) and storage were the main reasons for discontinuation 

[11]. BF is based on supply-and-demand. A mother’s body will supply the amount of 

milk her baby demands. This physiological response is inhibited when the mother 

and infant are separated for many hours, as in workers doing extended shifts. Like 

many other healthcare workers, doctors are required to work long shifts. This 

potentially impacts the health of mother, infant and the extended family or support 

structures as well[12]. 

The literature suggests that policies in favour of maternity leave are effective in 

increasing the practice of exclusive BF in the first six months of a child’s life, the 

period recommended by the WHO [13]. For those women who return to work within 

this timeframe, BME at work is a viable alternative. Two significant factors influencing 

exclusive BF/BME in working mothers are BF practices and workplace factors [14]. 

Without workplace support, exclusive BF/BME is difficult for working mothers [15]. In 

this regard, employers have an essential role in providing a workplace and 

conditions suitable to BF/BME [16]. Where BF/BME practices are accommodated 

within the workplace by providing dedicated time and lactation-friendly spaces, 

outcomes included lower levels of absenteeism and heightened intention to 

exclusive BF for six months [17-19]. 

 

In SA, section 5.13 of the Basic Conditions of Employment Act, 1997 (BCEA), 
recommends breaks of 30 minutes twice per day for BF/BME each working day for the 
first six months of the child’s life [19]. Unfortunately, this code does not mention the 
need for an appropriate space for breastfeeding or expressing in the workplace. The 
2021 Western Cape Government Health Breastfeeding Policy in the workplace adds to 
the Act by making provision for a designated, comfortable, safe space to be provided 
for employees for BF/BME [20]. In addition, the policy stipulates that supervisors and 
employees should have a conversation, preferably prior to maternity leave, on how to 
arrange time off to continue BF/BME once returning to work. There has been no 
published evaluation of the implementation of this policy. 
Physician-mothers are at risk of premature BF cessation, despite excellent initiation 
rates [21-23]. In addition, there is an association between physicians' personal BF 
success and BF advocacy for their patients [22]. The stressful nature of their work and 
overburdened shifts was cited as key factors leading to the cessation of exclusive 
breastfeeding in these physician-mothers [23]. The Bloemfontein study described the 
infant feeding intentions and behaviours of doctor mothers within Bloemfontein. This 
study aims to explore the phenomenon of physician-mothers experiences of BF/BME 
at work within the Cape Town District Health service. 
 

 



This gap in the literature is addressed by this study, which asked the question: 

What is the BF-related workplace experiences of physician-mothers in the Cape 

Town District Health Services? 

Answering this question benefits the health system by exposing factors that impact 

on staff workplace experiences and the reach of policy implementation. Additionally, 

new knowledge was generated by the deeper exploration of this relatively vulnerable 

cohort’s experiences and aspirations of an important public health issue. 

 

 
Aim and Objectives 

To explore the BF/BME experience of physician-mothers within the Cape Town 

District Health Service: 

1. To describe the BF/BME intentions and expectations of this cohort 

2. To describe their BF/BME experiences and outcomes 

 

 
Methods 

A cross-sectional, qualitative study design was used. This approach facilitated the 

capturing of an in-depth narrative of the participants’ experiences. 

 
 

 
Setting 

The Cape Metro District health Services core business is to render a comprehensive 

primary health service, mainly to the uninsured population of the Metropole. This is 

delivered via community-based organisations, primary care facilities, generalist-run 

district hospitals, and specialist-run level 2 hospitals [24]. There are 47 primary care 

facilities in the CTM DHS. The doctors who work in these facilities are spread across 

the primary care facilities, district and level 2 hospitals. They usually work a standard 

forty-hour week and are required to render additional after-hour services in 

emergency units or hospital wards. This would mean that they work twenty-four-hour 

shifts or longer, when on after-hour duty. 

 

Population and sampling 

 
The population being studied is doctors who attempted BF/BME while employed within 
the Cape Town District Health service. A purposive snowball sampling technique was 
used to recruit participants (criteria below). Groups of five participants were recruited at 
a time, and data saturation determined adequate sample size. It was expected that a 
group of approximately 10 participants would provide saturation. To recruit participants 
a snowball sample technique was used. The first participant identified eligible doctor 
mothers. A snowball sampling via word of mouth followed to obtain more participants. 
All potential participants were asked to provide their email address and contact 
numbers. An email outlining the study and including the exclusion and inclusion criteria 



was emailed to the potential participants. The consent form was attached to the email 
and completed by the eligible and willing participants.



Inclusion criteria: 

• Doctors who are or were employed by the Cape Town DHS while attempting 

BF/BME in the workplace 

• BF/BME attempts must have been made within the past five years while 
employed in the DHS (to minimise recall bias) 

• Doctors who have breastfed while their child was between 6 months 
and 5 years 

Exclusion criteria: 

• Intern and community service doctors 

• Short-term contract employees 

• Locum doctors 
 

 
Data collection 

After agreeing to participate in the study, signing an informed consent form, and 

setting a suitable appointment time, the interview was conducted by the TD. This 

followed a semi-structured approach, using an interview guide that had been 

developed as part of the planning process of the project (Appendix A). This guide 

was developed to align with the aims and objectives described above, reviewed by 

the research supervisor (TR), and piloted on two doctors who were not part of the 

research process. Minor revisions were made after this piloting phase. The 

interviews were audio recorded with Intelligent Verbatim transcription applied [25]. 

Interviews lasted between 20minutes and 30minutes. The transcripts were 

anonymised and rechecked for accuracy with the original recording prior to data 

analysis. 



Data analysis 

 
Qualitative data was analysed inductively using the six-step framework proposed by 
Braun and Clark. This involves deep immersion in the transcripts and audio- recording 
by listening and reading the drafts iteratively, followed by a process of coding the data. 
The codes are organised into categories, and where the codes are cohesive within a 
particular category, themes emerge, which are reported as the findings of the study. To 
ensure that the data is trustworthy, we applied the criteria outlined by Lincoln and 
Guba. As part of this quality assurance process strict paper trail with data was kept and 
coding was then generated. Codes were organsied into categories and themes 
emerged. Field notes helped with triangulation during analytical member checking. No 
new data emerged from this process held online with participants where the findings 
were shared with them. 
   

Ethical considerations 

All participants were assured of their anonymity throughout the study and identified 

by their assigned codes to ensure confidentiality, as well as a no-risk withdrawal from 

the study at any stage. Their involvement was entirely voluntary, with all participants 

providing written informed consent prior to the interviews. The study protocol was 

approved by the University of Cape Town (UCT) Human Research Ethics Committee 

(HREC – ref. no.: 869/2023). 

TD is a medical doctor who recently completed specialist clinical training within the 

MDHS. She had the personal experience of attempting to BF/BME while working 

within the system, so has an insider perspective of this phenomenon. To ensure that 

this did not unduly influence the data generation or analysis process, she was 

closely supervised by TR, an experienced qualitative researcher, and regularly held 

reflective discussions focussing on her own positionality in relation to the study. 

 

 
Results 

Ten (N=10) participants were enrolled in the study, were interviewed, and their 

transcripts contributed to the study dataset. None who were approached refused. 

Data saturation was reached after analysing 8 interviews, but analysis continued for 

the full dataset to ensure no outlying themes were discovered. 

Four key themes emerged from the analysis: 

1. BF/BME aspirations at work 

2. Awareness of existing BF policy 

3. Enablers of BF/BME within the workplace 

4. Barriers to BF/BME within the workplace 
 

 
Moderation of BF/BME aspirations at work 

The majority of the participants 80% expressed that they had planned to breastfeed 

or continue expressing milk for their baby exclusively for six months. 



Exclusive breastfeeding for at least the first four months was a common aspiration. A 

participant working as a registrar rotating through various hospitals stated that "My 

ultimate plan, as I… I mentioned before, was to try and get to exclusive 

breastfeeding by six months."(Line 158-159, reg1) Her view changed after reading 

studies that supported the introduction of solids between four and five months of 

age. Another participant working in a busy hospital had the same aspiration for both 

of her babies and stated that "I wanted to exclusively breastfeed for six months 

because I knew that breast breastfeeding is good and I mean, to protect my baby 

from, you know, those childhood illnesses and stuff. So, yeah, I wanted to breastfeed 

as long as I can for six months. Exclusively breastfeeding… Yeah. "(Line 203-206 

Mo-IM). The motivation to continue breastfeeding was to protect her babies from 

childhood illness. 

The plan to exclusively breastfeed was sometimes modified due to external factors. 

Similar to other participants, a consultant working within paediatrics also wanted to 

breastfeed for the first six months. As maternity leave is only four months unless the 

mother decides to take additional annual or unpaid leave if granted by the specific 

department, she wanted to ensure that her baby had enough nutrients and 

introduced solids at four months. “So. I planned to breastfeed for the first six months 

and then introduce solids. But I did solids prior to that. Yeah. I introduced solids at 

four months when I went back to work. Just to know that she's getting 

something. “(Line 111-114 Paeds Con). Although she had planned to breastfeed until 

six months, she was aware of the uncertainty of producing sufficient amount of milk 

while working in a fast-paced stressful environment and she therefore introduced 

solids upon return to work to ensure that her baby had adequate nutrients. The 

participant was therefore forced to introduce solids earlier than what she had 

planned, due to the demands of her work schedule. 

Sometimes breastfeeding extended beyond six months, as reported by a participant 

working in a paediatric department also intended to breastfeed for six months and 

introduced formula feeds at six months. She still continued mixed formula-breast 

feeding after six months of age. She stated” I intended to breastfeed till six months, 

and then I would have switched to formula if that was a possibility."(Line 136-137 Mo 

Paeds). At the time of the interview her baby was 2 years old and was still 

breastfeeding at night when she returned from work and in the morning before she 

leaves for work. 

The aspiration to breastfeed was motivated by current evidence-based guidelines. 

One participant stated “I wanted to exclusively breastfeed for as long as possible, so, 

I mean, I know WHO suggests six months, actually… I think we only introduced 

solids from six months of age, against the advice of a paediatrician who wanted to 

introduce solids earlier. “(Line 58-60 M0 PHC) 
 

 
Awareness of breastfeeding policy within the workplace 

The majority of the participants 70% were not aware that there was a policy that 

addressed breastfeeding and expressing practices within the workplace. 



A participant, who is also a senior clinician, was not aware of the policy, expressing 

surprise that one even existed: "No, what is the breastfeeding policy? I was not 

informed of….? "(Line 171 Paeds Con). 

Similarly, a registrar rotating through various departments responded in the same 

way when asked if she was aware of the breastfeeding policy "No, I don’t know we 

have one. "(Line 185 Reg2). This participant rotated through three different 

departments during her pregnancy without becoming aware of the policy. This 

suggests that either the policy is not well disseminated, or that managers are not 

aware of its existence. 

One notable exception was a participant working within an obstetric unit, who was 

aware of the policy and had seen some literature on it. “I had to study it for my 

diploma once before, so… And I remember it was in one of my interviews as a 

medical officer, so I am aware of it, but no one actually has informed me. There are 

pamphlets of the breastfeeding policy in the breastfeeding room. (Line 250-252 

(Reg1).” Her knowledge came from personal interest rather than a concerted effort 

by management to ensure its implementation. This experience is captured in the 

following excerpt which clearly describes some deficiency in policy implementation: 

“No. So I, so I was actually, I was actually informed about it, like in my 
personal life, like someone who knows like a lot about this and told me to 
actually inquire about it because this is what is kind of due to you as a 
expressing mother at work. So… I actually highlighted it to them. I was like, 
look, this is my understanding of it. Is it correct? And then the management at 
the facility where I am currently was like, they all just need to obviously look it 
up and double check that this is it. And then they got back to me saying that, 
yes, it is. "(Line 262-267 MO2PHC). 

Despite participants having general knowledge that breastfeeding should be 

supported in the workplace, they did not have specific knowledge that this was 

supported by a policy. This participant, who had undergone postgraduate training, so 

had a deeper understanding of the health system stated: "So, I just feel like there 

needs to be designated areas that’s clearly marked and those areas must be kept for 

the purpose of breastfeeding or pumping and not being used for other things, 

because I know at, for example, at Mitchell’s Plain, there was a breastfeeding area, 

but then people were using it for consultation rooms and, yeah, so it just, it needs to 

be clearly demarcated and then, also, I’m not even sure as I’m sitting here now if 

there is, you know, a breastfeeding policy. "(Line 96-101 MO3). 

 

 
Enablers of BF/BME 

The findings in relation to BF resources being available in the workplace show mixed 

reactions, where some participants felt fully supported and others experienced 

significant challenges. The availability of dedicated space for breastmilk expression, 

sufficient time to do so, as well as supportive colleagues were the three key enabling 

factors described. 



In some instances, expressing at work was fully supported, and facilitated. This was 

evident when a participant replied that "I was given allocated times to go and 

breastfeed. And even when the day was busy, because it was daytime, there was 

always someone allocated or not allocated, but available to cover the work area.” 

(Line 58-60, Reg1). this was echoed by another participant, despite her initial anxiety 

that the request would not be supported: "I just need, like, thirty minutes to just go 

and do my thing. And I got support from the department... It wasn’t a big deal (to 

leave the clinic)."(Line 89-90 SD). 

Supervisor support enabled successful expressing at work. A participant working in 

paediatrics had plans and discussed this with her supervisor who supported her. “So, 

I knew I wanted to express even while at work, and I did communicate that to my 

supervisor as well before returning. And so, yes, there was a plan in place. "(Line 

100-102 Mo Paeds). Similarly, support from co-workers facilitated success at 

workplace-expressing, as described by this participant who put systems in place to 

forewarn her colleagues. “So… I would express six times a day at work whether I 

was on four… I did the same thing. For me, it was quite easy. I think work was 

understanding. Obviously, it's difficult for different areas you work in, but I think if you 

kind of put a stand yourself and say you're going to go and express this time, and 

this time, people do understand. "(Line 63-67Paeds Con). 

Having a dedicated safe and clean space to express while at work made the process 

easier for the participants. The appreciation of having a dedicated room was 

expressed by this participant when she said "The sad thing was that they do have a 

beautiful breastfeeding room, and it is right outside the labour ward by the family 

planning clinic…. and very few people are aware of it. I spread the word." (Line 117- 

110B). 

It was quite clear that the emotional aspects of breastfeeding/expressing were 

enhanced when the participants felt supported by colleagues and were granted 

dedicated time and space to express. 

Barriers to BF/BME 

The key barriers to breastfeeding when returning to work were lack of support from 

colleagues, no dedicated space or protected time to express, lack of awareness of 

breastfeeding expressing and the heavy clinical workload. 

For example, a participant felt that returning to full overtime caused her stress which 

could ultimately result in a decreased quantity of breastmilk produced. When asked 

about her breastfeeding journey she mentioned the following “Then I went back to 

work and to full overtime sort of straight away and then the stress of, like, expressing 

the correct amount every day was like a different stress that you had to sort of figure 

out as well to make sure that you are making enough bottles for the time that you 

were away.”(Line 49-52 Reg2). This was echoed by other participants who identified 

the after-hour duties as especially difficult: "But, yeah, it was really tough to try and 

express during overtime over time. "(Line 126-127 MO-IM)." 

The lack of protected time to express had direct implications for participants. As 

expressed by this participant: “It was extremely busy. I very often went home 



engorged and in pain.” (Line 63-64 Reg1). The implication was that on the one hand, 

the breastfeeding journey was affected, but the participants also suffered physically 

when not expressing. The struggle with engorged breasts was shared by another 

participant, whose breastfeeding was curtailed due to this: “So with the second time, 

I think I had engorgement quite a few times, didn't actually have a mastitis, but 

engorgement quite a few times. And I think I only expressed at work for two months 

until I stopped expressing and then formula fed.” (Line 72-75 (MO4). 

Several participants did not have access to dedicated space for breastmilk 

expression. This appeared to be particularly challenging in the primary health care 

setting. When asking for a clean space in this context, a participant reports: "For me, 

it was just, they said: no, lock the door… express in the office where you're 

consulting, which is difficult because, I mean, at times we're in the emergency room. 

So what ended up happening was I just expressed in the car. I had my cooler bag 

with my ice packs and everything in the car. '(Line 158-161MO2). This suggests that 

there was a lack of appreciation of the breastfeeding journey, and a lack of 

knowledge of the breastfeeding policy. Another participant reported similarly: “And 

so, first of all, there's no room to do breastfeeding. To express, I mean, or to 

breastfeed, if you say. Or to pump. So I was pumping in my room, and you kind of 

have to clean the table that, you know, seeing the same room that you see patients 

in.(Line 98-101 MO IM). 

Some participants experienced the allocation of workload as being a significant 

barrier. This participant, working in a primary care setting, reported: "So regardless of 

how many patients is allocated to you still waiting outside your door, still… like…. 

being allocated to you in the time, there was no sense of, of like, okay, you know, 

we'll kind of, let's, let's take, you know, like, the next patient is a 10:00 or 

whatever."(Line 125-127MO2)." Another participant, also in the primary care context, 

reported the same experience: "You still expected, you still have the same workload 

as someone who doesn't have to take those two breaks.” (Line 65 -66 (PHC MO4). 

 

 
Discussion 

The findings as described in the preceding section answer the research question that 

was asked at the outset of this study. The key findings describe a clear intention 

among participants to breastfeed exclusively for at least four months, enablers and 

barriers to achieving this intention, and a dire lack of awareness of the BF policy. 

Additionally, premature curtailing of the BF journey, and physical effects of not 

expressing on time, negatively affected the quality of life of participants. 

Policies that guide health services are essential in ensuring that basic standards are 

uniformly implemented. Most of the participants were not aware that the Western 

Cape Breastfeeding Policy, 2012, exists, that addresses breastfeeding and 

expressing practices within the workplace [20]. The lack of policy implementation has 

long been lamented in the South African health services, with leadership and 

management structures being implicated in this reality. This raises the need for clear 

policy implementation strategies that enhance the development of people-centred 



health services, that would require ongoing training of managers and the 

involvement of human resource practitioners. 

The fact that the workplace barriers were significant enough to limit exclusive BF 

within the first six months of life in this group of doctors, who are relatively 

empowered within the health system, is remarkable. The health benefits of exclusive 

BF in the first six months of life are clearly articulated in the literature as it pertains to 

the baby, and the mother-baby dyad [7]. That the process of delivering healthcare 

results in diminished quality of health for staff is a matter of deep concern, and one 

that needs urgent attention. If this relatively empowered group of participants were 

unable to complete the recommended six months, what about other staff members 

whose voices are even more marginalised within this and other workplaces? 

Support within the workplace for the BF journey was a key enabler of a successful 

process. There was a mixed reaction with regards to support in the workplace. 

Some participants felt fully supported and others experienced significant challenges. 

A study done in Bloemfontein, South Africa on the intentions and behaviours of BF 

doctor mothers revealed that doctors returning to work postpartum needs more 

support in the post-partum period [26]. This support can take the form of operational 

planning that enables BME, and emotional support that recognises the importance 

that this holds for the mother. A workplace that supports both these needs would 

contribute to the establishment of a person-centred culture within the health 

services. 

A workplace that facilitates, rather than diminishes, the wellbeing of staff is a goal 

shared by many. Most participants returned to after-hour clinical services when 

returning to work post-maternity leave, impacting their BF journeys. Their 

experiences of curtailing the journey, and the physical discomfort of engorged 

breasts while on duty points to diminished quality of wellbeing. Enabling physician- 

mothers to achieve their personal BF duration represents an opportunity to improve 

not only the health of these physicians and their families but potentially the health of 

their patients and patients’ families as well [12]. Long-term retention of staff, an 

ongoing challenge in the South African landscape, could be mitigated by developing 

a wellbeing-centric workplace. Breastfeeding-friendly initiatives would be an 

essential part of this development. 

 

 
Strengths and limitations 

The qualitative method allowed for the participant to express their first-hand 

experience in their own words. The firsthand experience allows for a deeper 

understanding of the participants journey and gives a better insight as to why they 

behaved in a certain way or adjusted their breastfeeding behaviours in the work 

place accordingly. 

A methodological strength is that data generated by the interview process was 

triangulated using member checking and researcher field notes. Using Lincoln and 

Guba’s criteria, the results presented here can lay claim to being credible and 

trustworthy. 



Owing to the small sample size one cannot generalise the research findings as the 
sample size is too small to give a true representation of all the doctor-mothers BF in 
the workplace throughout the Cape Town Metropole District Health Service. Another 
limitation of the study is that there was no objective measurement of policy knowledge 
of the participants. The snowball sampling technique does not catch all the doctors that 
have attempted to BF/BME within the workplace. Only one category of staff was 
included in this study excluding numerous other categories of staff who also BF/BME 
within the workplace. 

  
 
Conclusion 

This study used qualitative methodology to survey women doctors' experiences of 

BF while working in the health services. The key findings highlight collegial support, 

policy implementation, workload and availability of space as key factors that 

influence BF experiences. Practice recommendations focus on policy 

implementation, while future research should explore person-centred employment 

practices more broadly, psychosocial issues that affect healthcare workers, and the 

impact of workload on the personal lives of HCWs. 

Recommendations 

The following recommendations are made: 

1. A structured approach to implementing the current BF policy should be 

adopted 

2. Facility management should explore strategies to create a supportive 

psychosocial environment for mothers aspiring to express at work. 
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APPENDICES: 
 
 

 
APPENDIX A: Questionnaire 

 
SECTION A: ELIGIBILITY CRITERIA 

 
1. Were you employed by the Cape Town DHS while attempting breastfeeding? 

 
2. Have you attempted breastfeeding within the past five years? 

 
3. Is your baby between 6 months to 5 years old? 

 
4. Were or are you a full-time employee while trying to breastfeed? 

 
5. Are you a medical officer or registrar? Which discipline? 

 
IF YOU HAVE ANSWERED NO TO ANY OF THE ABOVE QUESTIONS, PLEASE 

DO NOT PROCEED 

SECTION B: 



DEMOGRAPHICS 

1. How old are you?

years old 

2. Years of post-community service?

years 

3. Relationship status?

Single/Married/Divorced 

4. How many children do you have?

4a. How old are they in years? 

4b. Did you breastfeed all your children? 

Yes/No 

SECTION C: 

EMPLOYMENT 

1. Are you a medical officer or a Registrar?

2. In which department do you work?

3. Hours of overtime worked per month?

4. Who cares for your baby while you are at work



SECTION D: OPEN-ENDED QUESTIONS 

1. Tell me about your breastfeeding journey.

a. Prompt: What were the positives? What were the negatives?

2. What were your breastfeeding expectations prior to returning to work?

3. Describe your breastfeeding expectations within the workplace

4. How did you plan to feed your baby from birth?

5. Describe the outcomes of your breastfeeding within the workplace

6. What would you recommend be done to change the experience of doctors

who will breastfeed in future in your facility? OR what are your ideas 

about improving breastfeeding support for moms in the workplace



APPENDIX C: INFORMED CONSENT - DOCTORS: 

Dear Participant 

I am a Family Medicine Registrar at UCT. As part of my studies, I am doing a 

research component. 

The purpose of my study to explore the breastfeeding experience of doctors within 

the Cape Town District Health Service. The literature supports the importance of 

workplace factors on the continuation of breastfeeding upon return to work from 

maternity leave. Furthermore, the impact this has on the health of the mother and 

baby and the potential risks and benefits to the health system has been shown. The 

literature review shows that current studies do not address this question; therefore, 

this study will fill this knowledge gap. 

This will involve a cross-sectional study using semi-structured interviews. 

Qualitative data will be analysed thematically, using an inductive approach. I am 

utilising a qualitative research approach to answer the question of my research 

study. Therefore, I am requesting that you participate in a voice-recorded or face to 

face virtual interview via zoom that will be transcribed verbatim to be used as part of 

the qualitative aspect of the study. The interview will require approximately 1 hour of 

your time. 

All data will be anonymised and stored on a password protected personal computer, 

while hardcopies will be stored in a locked, secured office, with access protection. 



Once the interview data has been analysed, a group session will be held with all 

doctor participants, where the findings will be presented to them as part of member 

checking to verify the accuracy of the findings. The group session will be arranged 

by Dr Tina Davids at a venue and on a date that all the participants will be available 

in Cape Town. You will be entered into this study for approximately 6 months. 

 
 

 
All participants and facilities will be kept anonymous throughout the study and 

identified by their assigned codes to ensure confidentiality. The involvement of 

participants will be voluntary, with the option of opting out at any stage where the 

respondent feels uncomfortable with the process or for any other reason. Refusal to 

participate or opting out will not result in any penalty. If a participant opts to withdraw 

at any stage, the data collected up to that point will remain part of the data base. 

 
You will not be remunerated in any way for participating in the study. 

The principal investigator is A/Prof Tasleem Ras, who is contactable at 

Email: Tasleem.ras@uct.ac.za Telephone: 021 406 6510 
 
 

 
Permission to conduct this study was obtained from the Human Research Ethics 

Committee (HREC) of the University of Cape Town. The reference number is 

869/2023 

 
HREC email: hrec-submissions@uct.ac.za 

 
HREC contact Prof Blockman: marc.blockman@uct.ac.za 

HREC telephone number: 021 4066492 

HREC website: www.health.uct.ac.za/home/human-research-ethics 
 
 

 
Should you have any queries about this study or participant rights, please direct 

them to me, Dr Tina Davids: 

 
Email: td13wp@gmail.com 

Telephone number: 076 149 1903

mailto:Tasleem.ras@uct.ac.za
mailto:hrec-submissions@uct.ac.za
mailto:marc.blockman@uct.ac.za
http://www.health.uct.ac.za/home/human-research-ethics
mailto:td13wp@gmail.com


By signing this consent form, I confirm that: 

• I am voluntarily participating in the study

• The interview will be voice recorded or done via virtual platform and

transcribed

• I fully understand the reason for the study and have had the opportunity to ask

questions for clarification where necessary

• I can withdraw from the study at any given point without explanation or

consequences

• I hereby permit information given during the study to be published in research

journals and presentations while maintaining confidentiality and anonymity

• I will avail myself for a group discussion that will be held in Cape Town and

participate in a group discussion where data will be shared with me

• I will not receive money for transport to attend the group discussion • I will not

be paid to participate in this study

Participant Signature Date: 

Researcher Signature Date 

Witness Signature Date 

Yours sincerely 

Dr T Davids 



  






