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ABSTRACT
Evidence shows that fathers do influence infant and young child breastfeeding
practices like maternal decision to breastfeed, initiation and duration of breastfeeding,
maintenance of breastfeeding and maternal confidence during breastfeeding. Despite
these numerous benefits, fathers’ support and involvement still remains a challenge in
most infant and young child nutrition intervention at both household and program level.
Objective: This study investigated motivators and barriers to fathers’ support for
infant and young child breastfeeding practices in Amuru district.

Methods: The study was cross-sectional study design using multi-stage sampling to
select 392 fathers with children aged 0-24 months. A structured questionnaire eliciting
responses about father’s breastfeeding and infant and young child feeding knowledge,
attitude, beliefs, roles and social demographic variables was used to collect data. Analysis
was done using generalized linear model (GLM) in Stata version 12.0 to obtain odd ratios
(OR) for association between outcome and independent factors. All factors significant at
p < 0.1 and potential confounders were included in the multivariable model.
Results: Fathers who were more knowledgeable, with formal education, higher
income, with spouses of non-peasant occupation and infants older than 6months were
more likely to be supportive than their less privileged counterparts. Attitude and cultural
beliefs related to breastfeeding were the major barrier to father’s support.

Conclusion: Fathers are a potential source of support for breastfeeding. Efforts to
increase fathers’ involvement in breastfeeding promotion should aim at improving their
knowledge and income while addressing negative perceptions, attitude and cultural
norms associated to breastfeeding.

Introduction
Based on available evidence, World Health Organization (WHO)
and the United Nations Children’s Fund (UNICEF) recommend that
mothers initiate breastfeeding within one hour of life, exclusively
breastfeed for the first six months and continue to breastfeed for
two years and beyond [1]. If properly practiced, breastfeeding has
been estimated to avert 15% of infant mortality and 13% of infant
mortality in high HIV prevalence settings [2,3]. Exclusively breastfed
children have shown to have lower risk of gastrointestinal infections

and acute respiratory infections compared to children who were
not exclusively breastfed [4]. Exclusive breastfeeding (EBF) has
also shown to reduce the rate of mother to child transmission of
HIV compared to mixed feeding practices [5]. Furthermore, studies
on infant feeding especially breastfeeding have found out that
fathers play a vital role in promotion of infant and young child
breastfeeding practices in a household. For example, in a review
of the literature on fathers and breastfeeding it was found out
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that fathers influenced breastfeeding in four ways: decision to
breastfeed, duration of breastfeeding, frequency of breastfeeding
and risk associated with bottle feeding [6]. Rivera and colleagues
determined that 92% of fathers studied (n=100) were interested in
providing physical, emotional and tangible support to their partner
to exclusively breastfeed [7]. This shows the relevance of fathers in
infant and young child feeding practices especially breastfeeding.

Despite the fact that fathers’ support and involvement in infant
breastfeeding promotion shows increased rates and duration
which translates into improved infant nutrition outcomes [8] their
participation in promotion of breastfeeding practices remains a
challenge especially in developing countries like Uganda. Also,
most of these studies have been done in countries like Brazil and
Kenya have focused on impact of father’s support and not barriers
or motivating factors for father’s support for breastfeeding [9].
This warrants this study to fill this knowledge gap on the barriers
and motivators for fathers’ support for infant and young child
breastfeeding practices in a household.

Objective: This study investigated motivators and barriers to

father’s support for infant and young child breastfeeding practices
in households in Amuru district.

Methodology: The study was carried out in Amuru district
focusing on sub-counties supported by World Vision Uganda
maternal newborn and child health project between May to July
2015. Amuru district is located in northern Uganda with a population
of 190,519 persons (92,502 males 98,014 female 15,598(7.5%)
under 2 years) and annual growth rate of 2.8% [10]. The prevalence
of global acute malnutrition and severe acute malnutrition is 3.5%
and 1.1% respectively, stunting among children under five is at
39.1%, underweight stands at 13.7% whereas EBF is at 68% for
children 0-6 months [11].
Study Design: The study used a cross-sectional study

design using both qualitative and quantitative methods to collect
data. Qualitative data was collected by focus group discussions
while quantitative data was collected using a structured survey
questionnaire.

Sample Size: Sample size was estimated using the modified
Kish Leslie (1965) survey sampling formula with a 95% confidence
interval, precision of 5%, nonresponse rate 5% giving 392 fathers.
The inclusion and exclusion criteria included the following: Fathers
aged 18-years and above, having had a child aged 0-24 months,
having stayed in the study area for at least a year, consenting to
participate in the study while first time father who lost their child
within 24 hours after delivery and sick/ill fathers were excluded.
Sampling procedure: Multi-stage sampling technique was used.
Three sub- counties out of the five (Amuru, Amuru town council
and Lamogi) were purposively chosen for the study as they could
give a good representation of both the rural and urban population
of Amuru district. A total of 22 villages, the number of villages
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chosen from each sub county was proportionate to number of
villages in that sub county. The number of fathers per village was
got by dividing the total number of households by the desired
sample size per village. While standing in the middle of the village,
(as identified by the local council (LC) guide), a pen was span, the
direction where the pen pointed was taken, first household on the
right hand was selected as the starting household. Then the next
household was selected systematically every after 2 households. In
case the selected household did not have an eligible father, the next
household was visited.

In each selected household, one father aged 18 years and
above meeting inclusion criteria was interviewed after obtaining
informed consent from him. In case more than one fathers eligible
for the study were found in a household, the father considered as
the household head was interviewed. If the eligible father refused
to consent to the study, he was excluded from the study.

Data Collection Procedure: Interviews were conducted in
local language (Acholi) in the community by 5 research assistants
who were initially trained as interviewers using pretested
questionnaires for 4 days by the principal investigator. The research
assistants were supervised by the principal investigator. Also, two
focus group discussions (FGD) were held with fathers of children
aged 0-24 months (one in rural area and one urban area).

Data Collection Tools: The research instrument or
interview protocol was developed specifically for this study.
Different approaches were simultaneously used to develop the
items included in this instrument. From the literature, some items
from instruments used in previous studies were also adapted into
questionnaire items, such as those from the Katrina Harwood
(2011) study of intention of expecting fathers on breastfeeding
method, [12] father’s experience in supporting breastfeeding and
survey questionnaire by Family health (2014).
During Data Entry and Data Analysis: Data was coded,
and a master code list was generated. Double data entry and
validation was done in SPSS 19 before it was exported to Stata 12 for
analysis. Data analysis involved running frequencies and statistical
associations. Odd ratios (OR) were used to test for association.
Factors that were significant at bivariate level (P=<0.1) were run
into multivariate analysis. Factor was considered significant at P
=<0.05 at multivariate analysis.
Ethical Considerations: The study protocol and tools were

approved by Makerere University School of Public Health Higher
Degrees and Ethical Committee. Permission was also sought from
Amuru Local Government. Informed consent was obtained from
all fathers before interviews. Confidentiality and anonymity were
maintained by; making the questionnaire anonymous (not writing
the father’s name on the questionnaire) and keeping secretly the
information revealed by the participants.
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Results
The average age of respondents was 30.6 (standard deviation
(SD) ±8.4) years with more than half (50.4%) aged between 20-29
years. About 57.5% of fathers had primary education level and only
3.5% had salary employment. Three quarters of the respondents
were earning less than UGX 200,000 per month while 8.6% earned
greater than UGX400, 000 per month. The factors that were
positively associated with father’s support for breastfeeding were:
moderate or high breastfeeding knowledge (AOR 1.05 CI 0.05- 4.46,
AOR 17.5 CI 6.67-95.04), tertiary or university level education
(AOR 1.9 CI 0.54 -6.46), non-peasant maternal occupation (AOR =
54.42 CI 2.61 -113.34) and acceptance of breastfeeding in public
places (AOR 14.3 CI 0.67 -30.32). The factors that were negatively
(barriers) with father’s support for infant and young breastfeeding
practices in household were: father’s age between 20-29 years
(AOR =0.3 CI 0.11- 12.72), spending 7-14 days away from home
(AOR 0.19 CI 0.04-0.87), income between 100,000-200,000 or
200000-300000 Uganda shilling (AOR =0.08 CI 0.01-0.59, AOR 0.02

CI 0.00 -0.48), child age of 18-24 months (AOR 0.03 CI 00.00-0.71)
and child female sex (AOR 0.032, CI 0.04-0.87), culture briefs ( AOR
0.014, CI 0.01-5.90).

Discussion

In this study, father’s involvement in promotion breastfeeding
practices was influenced by social economic factors, health system/
programmatic factors, paternal knowledge and attitudes. Knowledge
was significantly associated with fathers’ support for breastfeeding.
Knowledge enables fathers to support positive practices, offer
appropriate support especially information and emotional support
to their partners. This is consistent with other studies [13-15].
Which showed that increasing father’s knowledge increased their
support and involvement in promotion of breastfeeding. Education
was found to be significantly associated with father’s support and
involvement in promotion of breastfeeding. Higher education is
associated with more exposure to information and better income
hence father is able to support the breastfeeding. Also, education
exposure enables one to disapprove some negative cultural
practices that may hinder breastfeeding. This finding is consistent
with findings from other studies which found that fathers with
higher education were more supportive than fathers with lower
education [16,17]. Income was significantly associated with fathers’
support for breastfeeding. This is because fathers tend to associate
their roles to financial support. High income also enables fathers to
provide adequate and nutritious diet for the breastfeeding mother.
This finding is consistent with findings from studies and reviews
on fathers’ involvement in child health and nutrition which show
that father’s support increases with increase in income [18-20].
Mother involvement in some off farm or business-related activities
was found to be significantly associated but inversely with father’s
involvement in promotion of breastfeeding. Occupation is a
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reflection of time availability and income. The inverse association
could be due to perception of fathers that since the mother is
working and getting some money, she can support herself during
breastfeeding period. This practice is common among working
couples. This is consistent with findings from another study in
rural Vietnam [21]. The number of days spent away from home was
inversely and significantly associated with father’s involvement in
promotion of breasting. More days away from home reduce on time
available to emotional, information and encouragement support
to breastfeeding mother. This finding is consistent with finding
study from another study which showed that paternal leave was
associated with positive breastfeeding practices [16].

Fathers that would allow mothers to use ARVs if found HIV
positive during breastfeeding were more involved in promotion
of breastfeeding. This could be attributed to higher breastfeeding
knowledge of such fathers as revealed by cross tabulation between
breastfeeding knowledge and acceptance of usage of ARV during
breastfeeding period. It can also be attributed to eMTCT approach
of couple counseling, further high eMTCT knowledge enhances
better breastfeeding practices because of the perceived benefits
of continuous breastfeeding when the mother is still adhering to
her ARVs. This finding is consistent with study in eastern Uganda
where fathers that were more knowledgeable on breastfeeding
HIV in context were more likely to support breastfeeding by HIV+
mother [22]. Age of the child was inversely associated with fathers’
involvement and significant for age between 18-24 months. This
could be due to the fact that at this age the child has mostly shifted
to family diet/ foods and is also seen as having grown compared to
young children. Perceptions, attitude and beliefs were found to be
significantly associated with father’s involvement in promotion of
breastfeeding. The disapproval of public breastfeeding by fathers
could be due to associating breasts with sexuality as revealed from
fathers’ FGDS. This was also observed from other studies where
men (fathers) disapproved breastfeeding in public and regarded it
as embarrassing [23-25].
The belief that twins cannot be adequately breastfed by the
same mother could be due to the perception that a mother cannot
produce enough breast milk for twins as revealed by fathers in FGD.
This perception was also observed in some societies in west Africa
where breastfeeding of twins is prohibited [26]. These perceptions
may increase risk for malnutrition for twins if not addressed.

Health System and Programmatic Factors

Attendances of antenatal clinic (ANC), discussion of
breastfeeding during ANC or presence of breastfeeding information
education and communication (IEC) material were associated with
father’s support and involvement in promotion of breastfeeding
though not significantly. Discussion of breastfeeding issues
during ANC, access to breastfeeding IEC materials by fathers
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increase father’s knowledge on breastfeeding, helps to address
some negative cultural perceptions related to breastfeeding. This
is consistent with findings from other studies which found that
fathers that attend antenatal clinic have better knowledge and
are more involved in maternal and child health and nutrition [27].
However, lack of significance between attendance of ANC and
father’s support could also be due to the ways health care providers
treat fathers during ANC and fathers’ attitude toward ANC clinic.
This was also confirmed from FDGs, where fathers revealed that
their attendance of ANC is because of local government by-law like
mandatory HIV testing during ANC, attending to only women who
come for ANC with their husbands, also these fathers observed that
even breastfeeding issues are being discussed or IEC material given
out, health workers tend to focus on women leaving out the father.
This is also portrayed in other studies where fathers complained
that they “had learnt nothing” or were excluded from early and
exclusive breastfeeding discussion in the clinics [12,13]. Denying
fathers information pertaining to breastfeeding makes them remain

barriers to breastfeeding promotion. WHO (2003) states that if
infant feeding practices are to be improved, then fathers must also
be reached with information regarding infant nutrition including
breastfeeding. Men need to acquire knowledge to enable them to
learn various ways of supporting breastfeeding. Furthermore,
fathers’ participation in nutrition programs was not significantly
associated with their involvement in promotion of breastfeeding in
a household. The lack of significance could that their participation
is for financial gain other than improving practices. This could be
due to poor orientation and planning of program activities where
fathers are involved at last point and not in planning.

Conclusion

Father’s breastfeeding knowledge, income, education, age
of the child and maternal occupation are the determinants of
father’s support and involvement in promotion of breastfeeding.
Also, fathers’ perception, attitude and beliefs greatly influence
their support for breastfeeding. Addressing these could improve
fathers’ involvement in promotion of infant and young children
breastfeeding practices in households in Amuru district.
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