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Abstract

Background: Few studies in low- and middle-income countries have examined the roles of 

couples in infant and young child feeding decision-making and practices, and there is no 

corresponding data in the context of HIV.

Research Aim: To explore mothers’ and fathers’ perceptions of their roles in feeding decision-

making and practices.

Methods: We conducted in-depth interviews with 15 mothers and their male partners recruited 

from the catchment areas of two urban and two rural government clinics in Lilongwe District, 

Malawi. The mothers were ≥ 18 years of age, HIV-positive, and had a child < 24 months of age. 
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Twelve of the 15 fathers were also HIV-positive. The interviews were analyzed using content 

analysis.

Results: Mothers were responsible for child care, including breastfeeding and complementary 

feeding. Fathers provided monetary support for purchasing food and offered verbal support to 

encourage mothers to implement recommended feeding practices. Many fathers found it difficult 

to support adequate complementary feeding because of household food insecurity. Mothers were 

advised on child feeding during prevention of mother-to-child transmission clinic visits. No fathers 

in this study accompanied women to clinic appointments, so they were less well-informed about 

feeding than mothers. Fathers usually deferred to mothers in feeding decision-making. One-third 

of mothers wanted fathers to be more involved in child feeding.

Conclusions: Malawian mothers’ and fathers’ roles in feeding decision-making in the context of 

HIV align with local gender norms. Strategies are needed to improve fathers’ knowledge of and 

involvement in child feeding, as desired by mothers.

Background

The socioecological model is a useful framework for understanding the individual, 

interpersonal, health system, and community factors that influence infant and young child 

feeding (IYCF) behaviors (McLeroy, Bibeau, Steckler, & Glanz, 1988). Individual factors, 

such as a woman’s knowledge and beliefs; interpersonal factors, such as support or 

encouragement from family members and friends; health system factors, such as advice 

from health workers and distance to health facilities; and community factors, such as social 

norms about feeding and beliefs about motherhood, interact to influence how infants and 

young children are fed. In this paper, we focus on individual and interpersonal factors related 

to feeding and through those lenses gain perspectives on social norms.

Previous studies in low- and middle-income countries showed that relatives, including 

fathers and grandmothers, provide support for IYCF and often influence a woman’s IYCF 

decisions and her ability to follow the recommended practices (Aubel, 2012; S. Bilal et al., 

2016; Chinkonde, Hem, & Sundby, 2012; Muluye, Woldeyohannes, Gizachew, & Tiruneh, 

2012; Thet et al., 2016). Many of these studies focus on the influence of grandmothers, and 

little is known about fathers’ perspectives of their roles in IYCF. Research in Uganda, 

Ethiopia, and Myanmar found that fathers see their primary role as providing food and 

monetary support to their families (Bilal et al., 2016; Thet et al., 2016). Fathers said that 

mothers are responsible for preparing the food and physically feeding the child. Other 

studies showed that fathers lack knowledge on optimal IYCF practices, which has a negative 

impact on mothers’ decision making (S. M. Bilal et al., 2016; Jenkins et al., 2012; Mukuria, 

Martin, Egondi, Bingham, & Thuita, 2016).

Given that mothers are often the main child caregivers, but their IYCF practices may be 

influenced by family members, it is important to understand mothers’, fathers’, and 

grandmothers’ perceptions of their roles in IYCF. In this study, we intended to interview 

mothers and ask them for referrals to their husbands and their own mothers, who lived 

within 20 kilometers. However, few of the mothers we interviewed had mothers living 

nearby; therefore, we investigated the roles of fathers and mothers in IYCF.
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We specifically targeted families living with HIV for several reasons. HIV-positive women 

face special challenges to following the recommended feeding practices because they are 

often stigmatized, economically disadvantaged, and may receive conflicting IYCF advice. 

Without interventions, 15-25% of their children will become infected with HIV through 

breast milk (Rollins et al., 2012). As a result, governments have put prevention of mother-to-

child transmission (PMTCT) programs in place to provide antiretroviral therapy (ART) to 

HIV-positive pregnant and breastfeeding women and to offer IYCF counseling. In addition, 

international organizations have issued a series of HIV and infant feeding guidelines using a 

public health approach to prevent postnatal transmission and improve child survival (WHO 

& UNICEF, 2016). At the time of this study, HIV-positive women in low- and middle-

income countries taking ART were advised to exclusively breastfeed during the first six 

months and continue breastfeeding until 12 months to limit child morbidity and mortality 

(WHO, UNICEF, UNFPA, & UNAIDS, 2010). The Ministry of Health in Malawi modified 

the recommendations to extend the period of breastfeeding until 24 months (WHO Regional 

Office for Africa, 2014); the same extended breastfeeding period was recently incorporated 

into World Health Organization (WHO) and UNICEF guidance (WHO & UNICEF, 2016). 

Current IYCF counseling for HIV-positive women in Malawi is not tailored to their 

individual situations and aligns with the advice on breastfeeding that is given to women who 

are not HIV-positive. This means that HIV-positive women taking ART are no longer placed 

in the difficult position of trying to wean their children early, as they were by earlier 

guidance (Chinkonde et al., 2012; Maman et al., 2012). However, health workers in Malawi 

continue to emphasize that HIV-positive women should exclusively breastfeed (Flax et al., 

2016), although exclusive breastfeeding is not the norm and requires support to successfully 

achieve. Further, HIV-positive women who stop taking ART continue put their children at 

risk of transmission, especially if they do not exclusively breastfeed, and they need 

additional support for this behavior from family members and others.

Given the special challenges HIV-positive women face in following IYCF recommendations, 

this study fills a gap in the literature by describing and triangulating mothers’ and fathers’ 

perceptions of their roles in and support for IYCF decision-making and practices in the 

context of HIV. The information obtained was used to design a community-based 

intervention to promote recommended IYCF practices among HIV-positive women, 

including social support for IYCF from family members.

Methods

Design

This research was a cross-sectional qualitative sub-study within a larger mixed methods 

study on HIV and IYCF practices, conducted from June 2014-January 2015. Data were 

obtained through in-depth interviews and a short questionnaire on socioeconomic status. We 

selected this design because we wanted to rapidly collect formative data at various levels of 

the socioecological model for planning a pilot intervention (Bentley et al., 2014).

Ethical approval for the study was obtained from the Institutional Review Board at the 

University of North Carolina (#13-3615) and from the Malawi Ministry of Health’s National 
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Health Science Research Committee (NHSRC #1231). Signed informed consent was 

obtained from all study participants.

Setting

This study was conducted in Lilongwe District, Malawi. Lilongwe District differs from other 

districts because it includes both rural areas and the capital, with a population of 

approximately one million, whereas the majority of Malawians (84%) live in rural areas 

(The World Bank, 2016). Malawi is considered a high HIV burden country. HIV prevalence 

among women is 11% nationally, and 8% in Lilongwe District (National Statistical Office 

(NSO) [Malawi] & ICF, 2017). The prevalence in Malawi is in the middle range among sub-

Saharan countries (AVERT, 2017).

IYCF practices in Malawi differ from the optimal feeding guidelines, which include 

exclusive breastfeeding until six months, feeding four or more food groups, feeding with 

adequate frequency, and continued breastfeeding until two years and beyond (WHO, 2016). 

In 2015, 61% of Malawian infants < 6 months of age were exclusively breastfed, 24% were 

fed the minimum dietary diversity, and 31% were fed the minimum meal frequency 

(National Statistical Office (NSO) [Malawi] & ICF, 2017). The median duration of exclusive 

breastfeeding and any breastfeeding was 4.1 and 21.9 months, respectively. Lilongwe 

District had a shorter exclusive breastfeeding duration (about 3 months) and a longer 

breastfeeding duration (24 months) than reported nationally. Exclusive breastfeeding 

prevalence in Malawi is similar to some of its neighbors, including Uganda, Kenya, and 

Tanzania, and higher than in other sub-Saharan countries, such as Mozambique and South 

Africa (UNICEF, 2016). Data on breastfeeding practices of HIV-positive women in Malawi 

is sparse, estimates range from 20% to 75% (Bedell, van Lettow, & Landes, 2014; Flax et 

al., 2016). Some reasons for the wide variation in these estimates are the location and year of 

data collection and the small sample sizes.

We collected data in two urban (Bwaila, Area 18) and two rural (Chileka, Mitundu) 

government clinics. One of the clinics was based at the district hospital and provided 

PMTCT services daily, whereas the other three clinics offered PMTCT services once per 

week. Malawi was the first country to implement PMTCT Option B+ and to recommend that 

HIV-positive women continue breastfeeding until 24 months. Option B+ provides lifelong 

ART to all HIV-infected pregnant and breastfeeding women regardless of their CD4 count or 

disease stage, rather than making ART available based on women’s health or reproductive 

status (WHO, 2013). Government clinics provide a standard package of PMTCT services 

under Option B+, including antenatal care, IYCF group health talks, ART for mothers, and 

cotrimoxazole preventive therapy for mothers and children. Individual IYCF counseling to 

postnatal mothers in PMTCT clinics in Lilongwe District occurs infrequently (Flax et al., 

2016).

Sample

We conducted in-depth interviews with HIV-positive mothers enrolled in Option B+, 

mothers who were lost to follow-up (LTFU) from Option B+, and their husbands or male 

partners. The interviewed mothers and fathers lived within the catchment areas of the four 
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clinics. Mothers were eligible to participate if they were HIV-positive, ≥18 years of age, had 

a child < 24 months of age, and were currently participating in the Option B+ PMTCT 

program or had dropped out of the program > 60 days ago, defined as LTFU.

Four Malawian research assistants approached PMTCT participants during a clinic visit and 

invited them to participate in the interview before leaving the health facility. Health workers 

identified LTFU women from PMTCT patient lists and contacted them by phone or at their 

homes to make appointments for them to be interviewed by a research assistant. Research 

assistants contacted the women’s male partners by phone only if the women gave the study 

team permission to do so.

Our larger study included 64 interviews with mothers in PMTCT or LTFU. The sample size 

for the sub-study was limited by the mothers’ willingness to let us contact their partners and 

our ability to contact the fathers based on the information provided by the mothers. Some 

mothers in the larger study had not disclosed their HIV status and others did not want the 

research team to contact their husbands. For the sub-study, we conducted a total of 30 

interviews – 15 with mothers and 15 with fathers. The mothers included six women 

currently enrolled in the Option B+ PMTCT program and nine LTFU women. Fourteen of 

the fathers in the study were the biological fathers of the children. The other father was the 

mother’s current husband and cohabited with the mother and child, thereby serving in the 

role of father.

The number of interviews required to achieve data saturation in qualitative research is not 

clear cut; however, experts suggest that a minimum of six interviews per sub-group and 12 

overall are need for saturation (Baker & Edwards, 2012). We had at least six interviews per 

sub-group and more than 12 interviews overall and we achieved data saturation with the 

interviews we collected.

Measurement

Food insecurity was measured separately in mothers and fathers by asking whether there are 

times when they do not have food in the household and do not have money to buy food. 

Participants who gave a positive response were then asked how frequently the household is 

without food or without money to buy food.

Data Collection

The Malawian research assistants were experienced interviewers trained for one week on the 

procedures for this study. They conducted the in-depth interviews separately with mothers 

and fathers. The question guides both for the mothers and fathers included sections on HIV 

disclosure, reactions to HIV diagnosis, mothers’ and fathers’ roles in IYCF, IYCF decision-

making, fathers’ support for feeding, problems encountered in feeding, and general 

understanding of the Option B+ PMTCT program (See Supplementary Materials). Question 

guides were developed in English by one of the American investigators, who has worked in 

Malawi for several years, and reviewed by Malawian co-investigators for cultural 

appropriateness. Guides were then translated into Chichewa by an experienced translator, the 

translations were reviewed and revised through a lengthy group discussion during 

interviewer training, and the guides were pilot tested before beginning data collection (Choi, 
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Kushner, Mill, & Lai, 2012). The interviews were digitally recorded, transcribed verbatim in 

Chichewa, and translated into English by the interviewers. Ten percent of the translations 

were checked by a Malawian investigator.

The research assistants interviewed mothers participating in PMTCT in a private location at 

one of the clinics. LTFU mothers and fathers were interviewed either in a private location at 

a clinic or in their homes. When interviews were conducted in homes, the interviewers used 

a cover story if neighbors or relatives were present, and waited until they left before starting 

or continuing with the interview. Interviewers did not record participants’ names on the 

digital recordings and voice recordings were removed from the recorders as soon as data 

were uploaded to a secure computer network.

Data Analysis

The research team for the overall study consisted of University of North Carolina (UNC) 

faculty, UNC Project-Malawi staff and research assistants, and UNC students. Members of 

the research team interacted with study participants during recruitment and interviews. They 

did not provide health services or counseling to the participants.

The analysis was conducted by a faculty member and three students, one of whom took the 

lead on the analysis and drafting the manuscript. We calculated descriptive statistics on the 

socioeconomic characteristics of the participants. For the qualitative analysis, we developed 

a codebook using deductive codes based upon the key domains in the interview guide (Table 

1). We uploaded English transcripts to Dedoose (Version 5.0.11), where we analyzed them 

using content analysis (Schreier, 2013). The analysis team met on a weekly basis to discuss 

the coding process, alter the definitions of codes as needed, and review emerging patterns. 

After coding, we inserted descriptive summaries of the coded data for each interview into a 

data matrix in Microsoft Excel to facilitate analysis (Verdinelli & Scagnoli, 2013).

We did several things to improve the trustworthiness of our findings. Our research team 

included Malawians, who could provide context for the results. We triangulated our sub-

study findings with results from the larger dataset, which included more interviews with 

mothers, observations, and interviews with health workers. The clinics were selected to 

represent rural and urban areas as well as larger and smaller clinics to improve 

transferability of the findings. We improved the dependability of repeating the findings by 

double coding 10% of the interviews and by making sure we achieved data saturation.

Results

On average, mothers and fathers in our sample were 28 and 35 years of age, respectively. 

Their youngest child was 11 months of age, and the mothers had three children. Fourteen out 

of 15 couples in our study were married. Eighty percent of the households experienced food 

insecurity, with 58% of those lacking sufficient food at least one day per week.

Nine of the women learned about their HIV status during antenatal care and six found out 

during other clinic visits. Most of the women, both those in PMTCT and those who were 

LTFU, disclosed their HIV status to their husbands on the same day they were tested, or had 
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told them before they were married. Only one woman hid her status from her husband until 

he found her medicine. Five of the husbands of women in the PMTCT program were HIV-

positive, and one had never been tested. Seven of the husbands of LTFU women were HIV-

positive and two had been tested negative.

We grouped the findings into two main themes and explored mothers’ and fathers’ roles in 

IYCF decision-making and their roles in different aspects of support for IYCF. We compared 

results of mother-father pairs by the woman’s PMTCT participation status, and found only a 

few differences between those in PMTCT and those who were LTFU. These differences are 

highlighted, but elsewhere the data from both groups are combined.

Mothers’ and Fathers’ Roles in IYCF Decision-making

Mothers in PMTCT saw themselves as the primary decision-makers regarding IYCF, as this 

exchange between an interviewer and a mother of an 8-month child (ID#1) indicates:

Interviewer (I): “I would like to know who made the decision pertaining to when to start 

giving the child liquids apart from breast milk, who made this decision?”

Respondent (R): “Me.”

I. “Fine, what about concerning giving the child food, who made that decision?”

R. “It’s me, too.”

I. “And no one else was involved?”

R. “No.”

Four of the LTFU mothers also saw themselves as the primary decision-makers. Three other 

LTFU mothers cited relatives, including the woman’s mother, uncle, or husband, as the 

primary decision-maker, and said that they felt good about the involvement of other 

individuals. One LTFU mother with a 20-month child (ID#52) explained:

I: “Who made the decision on when to wean the child completely?”

R: “My uncle.”

I: “Your uncle. So, how did you feel about his involvement in making this decision?”

R: “I thought he had chosen the right path for me.”

Most of the fathers in this study agreed with the majority of the mothers who stated that 

decisions about feeding the child were the mother’s responsibility.

Mothers’ and Fathers’ Roles in IYCF Support

Within the theme of support for IYCF, we identified several types of support, including 

informational, monetary, verbal, and physical. We describe mothers’ and fathers’ roles in 

each of these as well as limitations to each type of support.
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Monetary Support—All fathers in this study stated that they provided support in buying 

complementary foods for the child and some fathers also purchased food specifically for the 

breastfeeding mother. Some of the common foods that fathers bought for children were 

maheu (a maize-based drink), maize flour, soya flour, yogie (sweetened liquid yogurt), 

cabbage, fruits, infant formula, milk, and groundnuts. For example, one woman with a 23-

month child (ID#49) said, “When [my husband] finds money, he buys soya so that I can 
prepare porridge for the child, and he also buys orange [soda] and bananas.” Nearly all 

fathers and mothers agreed about the financial responsibility of fathers to procure food. One 

father (ID#81) said, “I make sure that when I have money I give [it to my wife] to buy food 
for the child. I buy yogie for him because he loves yogie.” In addition to purchasing food for 

the child, some fathers felt responsible for providing food for their wives so that they would 

be able to breastfeed. One father (ID#68) said, “When I have money I make sure I buy food 
for her so that she can have enough to eat, making it possible for her breasts to produce 
enough milk.” This shows that fathers are aware of the link between dietary intake and 

breast milk production.

As the quotations above demonstrate, many of the fathers began explaining their role in 

IYCF with the phrase “when I have money”, indicating that poverty and food insecurity 

often made it difficult for them to fulfill this role in providing food for their families. Eleven 

out of 15 fathers reported regular household food insecurity or explicitly mentioned that it 

was difficult to provide monetary support for IYCF due to financial struggles. This 

interchange between an interviewer and a father (ID#84) illustrates the frequency of food 

insecurity:

I: “Is there a time that you have no food or no money to buy food?”

R: “Yes. I live in a rented house and the money I earn is not enough to support myself.”

I: “How often does this occur?”

R: “Almost every month.”

I: “How many times in a month?”

R: “The last two weeks of a month.”

Mothers shared the same concern regarding food insecurity for both themselves and their 

children and described their reliance on their husbands to give them money for food or to 

purchase it. Many mothers explained the extent to which food insecurity impacts their daily 

lives. For example, mother (ID#34) said, “To be honest, from the time my child was born 
until today, I have had difficulties in providing food to my child. I find it hard to get food, so 
we don’t get to eat often. We don’t eat regularly.” Food insecurity was a major stressor for 

some mothers because of the expectation in Malawian culture that a good mother will feed 

her child well and because women feel they lack of control over household food security if 

their husbands do not have sufficient income.
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Verbal Support—Nearly all fathers in this study stated that they offered verbal support 

about IYCF to the mothers, including reminders to feed the child and to listen to IYCF 

advice from the clinic. Except for two LTFU women, all mothers said that fathers 

encouraged them to listen to the advice on IYCF provided by health workers and to feed the 

child frequently. An LTFU woman with a 9-month child (ID#47) explained, “[My husband] 
encourages me to breastfeed exclusively, and sometimes when I’m busy he tells me to stop 
whatever I’m doing to breastfeed the child, even when she is not crying.” Mothers 

appreciated this type of advice because it encouraged them to feed the child appropriately 

and made them aware of the father’s concern for the child.

Physical support—Most fathers interviewed did not offer physical help in feeding the 

child. One father (ID#70) explained that feeding the child was the mother’s job.

I: “Do you assist her in taking care of the child?”

R: “Sometimes I bathe the child, but when it comes to feeding, it’s her role.”

A few fathers said that they assisted the mothers with physically feeding the child when she 

was busy with other responsibilities. One father (ID#65) explained, “If my wife is busy, then 
I feed the child, or when the clothes are dirty, I wash them. When she is busy and it’s time to 
feed the child, I prepare the porridge and feed the child.” These were not commonly 

described forms of paternal support for IYCF because most fathers believed child feeding 

and other household chores were the responsibility of the mother.

Informational Support—Most of the women considered health workers as the most 

important source of IYCF advice and information. This conversation between an interviewer 

and a mother in PMTCT with a 2-month child (ID#18) shows why mothers trust IYCF 

advice from nurses:

I: “Of the people who gave you advice on how to feed your child, whose advice was most 

influential?”

R: “The nurse.”

I: “Why?”

R: “Because the nurse knows everything about the human body.”

None of the fathers in this study accompanied mothers to the clinic. Some of them received 

information about IYCF from the women following their return from clinic visits. This 

exchange between an interviewer and a father (ID#73) is illustrative:

I: “Did you accompany your wife when she was receiving advice concerning 

breastfeeding?”

R: “No, I wasn’t there.”

I: “So how did you accept the advice after she explained to you about it?”
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R: “I agreed [with the advice], because she was the one who went to the clinic.”

Because fathers learned about IYCF through mothers, many of them lacked information 

about the specifics of the feeding recommendations. A few of the fathers sought out advice 

on IYCF from sources other than the mothers. One father talked about IYCF with a health 

worker who came to their house and another went to the clinic on his own to receive advice 

regarding child feeding. Another father (ID#66) did not agree with the clinic advice as 

described by the mother and decided to take charge of IYCF decision-making:

I: “Were you in agreement with what she was advised?”

R: “I agreed, but some of the advice was not good.”

I: “Why?”

R: “They told her to breastfeed the child every three hours and this was not good… so my 

sister and I decided to buy milk for the child...I told her to breastfeed the child not only 

when the child is hungry, but most of the time she should breastfeed.”

This quote indicates the strong emphasis in Malawian culture on the importance of frequent 

breastfeeding and the desire by some fathers to ensure that their young children are fed 

often, even if that means adding formula feeds to breastfeeding. Further, it also shows that 

health workers may provide inaccurate or confusing advice or mothers may misinterpret the 

advice they are given and transmit incorrect feeding advice to fathers, prompting them, in 

some cases, to take action.

When we asked mothers who they would want to accompany them to the clinic when they 

were receiving IYCF advice, one-third of them explicitly expressed a desire for the 

children’s fathers to be present. For example, a mother of a 2-month child (ID#51) explained 

that she wanted her husband present “so that he can play a role in finding food for me 
[while] I exclusively breastfeed.” This quote suggests that some mothers are interested in 

fathers’ participation as a way of reinforcing or deepening men’s current roles with respect 

to child feeding.

Discussion

Within the context of HIV, this study found that mother-father pairs in Lilongwe District, 

Malawi generally had similar perceptions of their roles in IYCF decision-making and 

practice and these were aligned with local sociocultural and gender norms. This is consistent 

with one other study in Malawi, conducted among HIV-positive women prior to Option B+, 

which indicated that breastfeeding is central to local conceptions of motherhood (Chinkonde 

et al., 2012). Research in other low-income countries, not conducted in the context of HIV, 

also reported that women are the primary caregivers of infants and young children and 

breastfeeding is considered their duty (S. Bilal et al., 2016; Thet et al., 2016).

Most mothers and fathers in our sample described mothers as primary IYCF decision-

makers, and fathers viewed child feeding as the mothers’ role. This aligns with other 

research documenting the role of women in IYCF decision making in low-income countries 
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(Bedell et al., 2014). We also found that a few fathers or other family members took over the 

role of IYCF decision-making. Several studies in low-income countries document that a 

woman’s decisions about when to introduce complementary foods, whether to provide 

formula, or when to fully wean the child may be strongly influenced or overridden by other 

family members, especially fathers and grandmothers (Aubel, 2012; Chinkonde et al., 2012; 

Kwambai et al., 2013). HIV-positive women, in particular, have found that family members 

may not agree when they try to exclusively breastfeed for six months or wean their babies at 

six months to prevent HIV transmission through breastmilk, as was previously 

recommended, because these practices differ from local IYCF norms (Chinkonde et al., 

2012; Maman et al., 2012).

In this study, mothers and fathers indicated that the primary role of the fathers in IYCF was 

to provide monetary support for food purchases and the secondary role was to offer verbal 

support related to IYCF practices. This is consistent with other studies presenting 

information on male roles in IYCF and parenting (S. Bilal et al., 2016; Cuco et al., 2015; 

Gombachika, Sundby, Chirwa, & Malata, 2014; Thet et al., 2016). Interviews with both 

mothers and fathers in our study revealed that poverty and food insecurity proved to be the 

biggest barrier to fathers’ providing for their families. In 2015, the World Bank ranked 

Malawi as one of the poorest countries in the world (The World Bank, 2015). Chronic and 

seasonal food insecurity are common in Malawi, and tend to be more pronounced in families 

affected by HIV, because of its impact on individual nutritional status and on household 

productive capacity (Anema et al., 2014). The lack of adequate food intake for the mother 

has been associated with early cessation of breastfeeding (Kimani-Murage et al., 2015).

When asked specifically about IYCF, fathers were generally less familiar than mothers with 

IYCF guidelines in the context of HIV or why they were recommended. Fathers’ lack of 

IYCF knowledge is likely because they usually do not accompany mothers to the clinic and 

tend to learn about IYCF based on what the women report hearing from health workers. 

Some mothers stated that they wanted the fathers of their children to be present when they 

were receiving advice from health workers so that they would know more about the IYCF 

recommendations and be able to better support them. Other studies have documented men’s 

reluctance to accompany their wives to PMTCT because the antenatal/PMTCT clinic is a 

space where only women are present (Cuco et al., 2015). Several strategies to increase male 

involvement in PMTCT have been successful, including letters of invitation to fathers 

encouraging them to accompany mothers to the next clinic appointment, the use of male 

nurses at clinics, and weekend clinic hours (Kalembo, Zgambo, Mulaga, Yukai, & Ahmed, 

2013; Morfaw et al., 2013; Osoti et al., 2014; Rosenberg et al., 2015). Community-based 

interventions, through fathers’ groups and road shows, have also increased male knowledge 

of IYCF and support for IYCF practices, and they indicate that men are willing to engage in 

supportive actions when programs are tailored to their needs (Jenkins et al., 2012; Mukuria 

et al., 2016; Sloand, Gebrian, & Astone, 2012).

The main strength of this study was that we conducted separate interviews with mother-

father pairs, so we obtained their individual perspectives on the same situation within their 

households. This contrasts with other research on male roles in IYCF, which frequently 
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included interviews with men only or with men and women, but not from the same 

households (Mukuria et al., 2016; Thet et al., 2016).

Limitations

The main limitation of this study was the number of mothers who were willing to allow us to 

contact their male partners and our ability to contact them with the information we were 

given. As a result, nearly all of our sample for the sub-study was comprised of mothers who 

had disclosed their HIV status and had a reasonably good relationship with their male 

partner. Mothers who had not disclosed or who were in difficult relationships and those 

mothers’ male partners may have different perceptions about their roles in IYCF than our 

study population. This may affect the transferability of the findings to other groups in 

Malawi.

Conclusion

In this study, mothers’ and fathers’ roles in IYCF within the context of HIV followed 

established gender norms, with mothers taking the main responsibility and fathers providing 

financial and verbal support. Mothers expressed interest in having fathers more involved in 

IYCF. This could be achieved through programs to increase male involvement in PMTCT or 

community-based strategies targeting male support for IYCF.
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Refer to Web version on PubMed Central for supplementary material.

Acknowledgements

Special thanks to the research assistants in Malawi (John Chapola, Shadreck Ulaya, Angela Nyirenda, Odala Sande, 
and Madalo Kamanga) and at the University of North Carolina (Samantha Croffut and Ellie Carter).

Funding Acknowledgements

This research was supported by the Eunice Kennedy Shriver National Institute of Child Health & Human 
Development grant 5KHD001441-15 BIRCWH Career Development Program (Flax – Scholar); a developmental 
grant from the UNC Center for AIDS Research (P30 AI50410); the Carolina Population Center (P2C HD050924); 
and RTI International.

References

Anema A, Fielden SJ, Castleman T, Grede N, Heap A, & Bloem M (2014). Food security in the 
context of HIV: towards harmonized definitions and indicators. AIDS & Behavior, 18 Suppl 5, 
S476–S489. [PubMed: 24292252] 

Aubel J (2012). The role and influence of grandmothers on child nutrition: culturally designated 
advisors and caregivers. Maternal & Child nutrition, 8(1), 19–35. [PubMed: 21951995] 

AVERT. (2017). HIV and AIDS in sub-Saharan Africa. Retrieved March 24, 2017, from https://
www.avert.org/professionals/hiv-around-world/sub-saharan-africa

Baker SE, & Edwards R (2012). How many qualitative interviews is enough?: expert voices and early 
career reflections on sampling and cases in qualitative research National Centre for Research 
Methods Review Paper (pp. 42). Southampton, UK: National Centre for Research Methods.

Chintalapudi et al. Page 12

J Hum Lact. Author manuscript; available in PMC 2019 July 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.avert.org/professionals/hiv-around-world/sub-saharan-africa
https://www.avert.org/professionals/hiv-around-world/sub-saharan-africa


Bedell RA, van Lettow M, & Landes M (2014). Women’s choices regarding HIV testing, disclosure 
and partner involvement in infant feeding and care in a rural district of Malawi with high HIV 
prevalence. AIDS care, 26, 483–486. [PubMed: 24090356] 

Bentley ME, Johnson SL, Wasser H, Creed-Kanashiro H, Shroff M, Fernandez-Rao S, & Cunningham 
M (2014). Formative research methods for designing culturally appropriate, integrated child 
nutrition and development interventions: an overview. Annals of the New York Academy of 
Sciences, 1308, 54–67. [PubMed: 24673167] 

Bilal S, Spigt M, Czabanowska K, Mulugeta A, Blanco R, & Dinant G (2016). Fathers’ perceptions, 
practice, and challenges in young child care and feeding in Ethiopia. Food & Nutrition Bulletin, 37, 
329–339. [PubMed: 27352611] 

Bilal SM, Dinant G, Blanco R, Crutzen R, Mulugeta A, & Spigt M (2016). The influence of fathers’ 
child feeding knowledge and practices on children’s dietary diversity: a study in urban and rural 
districts of Northern Ethiopia, 2013. Maternal & Child nutrition, 12, 473–483. [PubMed: 25522228] 

Chinkonde JR, Hem MH, & Sundby J (2012). HIV and infant feeding in Malawi: public health 
simplicity in complex social and cultural contexts. BMC Public Health, 12, 700. [PubMed: 
22925437] 

Choi J, Kushner KE, Mill J, & Lai DWL (2012). Understanding the language, the culture, and the 
experience: translation in cross-cultural research. International Journal of Qualitative Methods, 11, 
652–665.

Cuco RMM, Munguambe K, Osman NB, Degomme O, Temmerman M, & Sidat MM (2015). Male 
partners’ involvement in prevention of mother-to-child HIV transmission in sub-Saharan Africa: a 
systematic review. SAHARA Journal, 12, 87–105. [PubMed: 26726756] 

Flax VL, Hamela G, Mofolo I, Hosseinipour MC, Hoffman I, & Maman S (2016). Infant and young 
child feeding counseling, decision-making, and practices among HIV-infected women in Malawi’s 
Option B+ prevention of mother-to-child transmission program: a mixed methods study. AIDS & 
Behavior, 20, 2612–2623. [PubMed: 27022939] 

Gombachika BC, Sundby J, Chirwa E, & Malata A (2014). Parenting experiences of couples living 
with human immunodeficiency virus: a qualitative study from rural Southern Malawi. SAHARA 
Journal, 11, 10–19. [PubMed: 24814816] 

Jenkins AL, Tavengwa NV, Chasekwa B, Chatora K, Taruberekera N, Mushayi W, Madzima RC, & 
Mbuya MNN (2012). Addressing social barriers and closing the gender knowledge gap: exposure 
to road shows is associated with more knowledge and more positive beliefs, attitudes and social 
norms regarding exclusive breastfeeding in rural Zimbabwe. Maternal & Child Nutrition, 8, 459–
470. [PubMed: 21972843] 

Kalembo FW, Zgambo M, Mulaga AN, Yukai D, & Ahmed NI (2013). Association between male 
partner involvement and the uptake of prevention of mother-to-child transmission of HIV 
(PMTCT) interventions in Mwanza district, Malawi: a retrospective cohort study. PLoS One, 8, 
e66517. [PubMed: 23776683] 

Kimani-Murage EW, Wekesah F, Wanjohi M, Kyobutungi C, Ezeh AC, Musoke RN, Norris SA, 
Madise NJ, & Griffiths P (2015). Factors affecting actualisation of the WHO breastfeeding 
recommendations in urban poor settings in Kenya. Maternal & Child Nutrition, 11, 314–332. 
[PubMed: 25521041] 

Kwambai TK, Dellicour S, Desai M, Ameh CA, Person B, Achieng F, Mason L, Laserson KF, & 
TerKuile FO (2013). Perspectives of men on antenatal and delivery care service utilisation in rural 
western Kenya: a qualitative study. BMC Pregnancy & Childbirth, 134, 134.

Maman S, Cathcart R, Burkhardt G, Omba S, Thompson D, & Behets F (2012). The infant feeding 
choices and experiences of women living with HIV in Kinshasa, Democratic Republic of Congo. 
AIDS Care, 24, 259–265. [PubMed: 21780955] 

McLeroy KR, Bibeau D, Steckler A, & Glanz K (1988). An ecological perspective on health 
promotion programs. Health Education Quarterly, 15, 351–377. [PubMed: 3068205] 

Morfaw F, Mbuagbaw L, Thabane L, Rodrigues C, Wunderlich A-P, Nana P, & Kunda J (2013). Male 
involvement in prevention programs of mother to child transmission of HIV: a systematic review to 
identify barriers and facilitators. Systematic Reviews, 2, 5. [PubMed: 23320454] 

Chintalapudi et al. Page 13

J Hum Lact. Author manuscript; available in PMC 2019 July 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Mukuria AG, Martin SL, Egondi T, Bingham A, & Thuita FM (2016). Role of social support in 
improving infant feeding practices in western Kenya: a quasi-experimental study. Global Health: 
Science and Practice, 4, 55–72.

Muluye D, Woldeyohannes D, Gizachew M, & Tiruneh M (2012). Infant feeding practice and 
associated factors of HIV-positive mothers attending prevention of mother-to-child transmission 
and antiretroviral therapy clinics in Gondar town health institutions, northwest Ethiopia. BMC 
Public Health, 12, 240. [PubMed: 22449092] 

National Statistical Office (NSO) [Malawi], & ICF. (2017). Malawi demographic and health survey 
2015-2016. Zomba, Malawi and Rockville, Maryland, USA.

Osoti AO, John-Stewart G, Kiarie J, Richardson B, Kinuthia J, Krakowiak D, & Farquhar C (2014). 
Home visits during pregnancy enhance male partner HIV counseling and testing in Kenya: a 
randomized clinical trial. AIDS, 28, 95–103. [PubMed: 23942059] 

Rosenberg NE, Mtande TK, Saidi F, Stanley C, Jere E, Paile L, Kumwenda K, I. M, Ng’ambi W, 
Miller WC, Hoffman I, & Hosseinipour M (2015). Recruiting male partners for couple HIV testing 
and counselling in Malawi’s option B+ programme: an unblinded randomised controlled trial. 
Lancet HIV, 2, e483–e491. [PubMed: 26520928] 

Schreier M (2013). Qualitative content analysis In Flick U (Ed.), The Sage Handbook of Qualitative 
Data Analysis (pp. 170–183). Thousand Oaks, California, USA: Sage Publications Inc.

Sloand E, Gebrian B, & Astone NM (2012). Fathers’ beliefs about parenting and fathers’ clubs to 
promote child health in rural Haiti. Qualitative Health Research, 22, 488–498. [PubMed: 
22068043] 

The World Bank. (2015). GDP per capita (current US$). Retrieved August 9, 2016, from http://
data.worldbank.org/indicator/NY.GDP.PCAP.CD?
end=2015&page=6&start=2015&view=bar&year_high_desc=false

The World Bank. (2016). Rural population (% of total population). Retrieved March 24, 2017, from 
http://data.worldbank.org/indicator/SP.RUR.TOTL.ZS

Thet MM, Khaing EE, Diamond-Smith N, Sudhinaraset M, Oo S, & Aung T (2016). Barriers to 
exclusive breastfeeding in the Ayeyarwaddy region of Myanmar: qualitative findings from 
mothers, grandmothers, and husbands. Appetite, 96, 62–69. [PubMed: 26344810] 

UNICEF. (2016). UNICEF data: monitoring the situation of children and women: infant and young 
child feeding database. Retrieved March 23, 2017, from https://data.unicef.org/topic/nutrition/
infant-and-young-child-feeding/

Verdinelli S, & Scagnoli NI (2013). Data displays in qualitative research. International Journal of 
Qualitative Methods, 12, 359–381.

WHO. (2013). Consolidated guidelines on the use of antiretroviral drugs for treating and preventing 
HIV infection: recommendations for a public health approach. Geneva: World Health 
Organization.

WHO. (2016). Infant and young child feeding: fact sheet. Retrieved March 24, 2017, from http://
www.who.int/mediacentre/factsheets/fs342/en/

WHO, & UNICEF. (2016). Guideline updates on HIV and infant feeding: the duration of breastfeeding 
and support from health services to improve feeding practices among mothers living with HIV. 
Geneva, Switzerland: WHO.

WHO, UNICEF, UNFPA, & UNAIDS. (2010). Guidelines on HIV and infant feeding 2010: principles 
and recommendations for infant feeding in the context of HIV and a summary of evidence. 
Geneva: WHO.

WHO Regional Office for Africa. (2014). Implementation of Option B+ for prevention of mother-to-
child transmission: the Malawi experience. Brazzaville, Republic of Congo: WHO.

Chintalapudi et al. Page 14

J Hum Lact. Author manuscript; available in PMC 2019 July 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://data.worldbank.org/indicator/NY.GDP.PCAP.CD?end=2015&page=6&start=2015&view=bar&year_high_desc=false
http://data.worldbank.org/indicator/NY.GDP.PCAP.CD?end=2015&page=6&start=2015&view=bar&year_high_desc=false
http://data.worldbank.org/indicator/NY.GDP.PCAP.CD?end=2015&page=6&start=2015&view=bar&year_high_desc=false
http://data.worldbank.org/indicator/SP.RUR.TOTL.ZS
https://data.unicef.org/topic/nutrition/infant-and-young-child-feeding/
https://data.unicef.org/topic/nutrition/infant-and-young-child-feeding/
http://www.who.int/mediacentre/factsheets/fs342/en/
http://www.who.int/mediacentre/factsheets/fs342/en/


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Chintalapudi et al. Page 15

Ta
b

le
 1

:

C
od

eb
oo

k 
us

ed
 f

or
 a

na
ly

si
s

C
od

e
D

ef
in

it
io

n
E

xa
m

pl
es

M
ot

he
rs

IY
C

F 
de

ci
si

on
 m

ak
er

Pe
op

le
 in

 f
am

ily
 in

vo
lv

ed
 in

 m
ak

in
g 

IY
C

F 
de

ci
si

on
s

“M
y 

hu
sb

an
d 

an
d 

I 
[m

ad
e 

th
e 

de
ci

si
on

].
”

“I
 m

ad
e 

th
es

e 
de

ci
si

on
s 

m
ys

el
f.

”

Fa
th

er
’s

 r
ol

e 
in

 I
Y

C
F

T
he

 r
ol

e 
of

 a
nd

/o
r 

ad
vi

ce
 g

iv
en

 b
y 

th
e 

hu
sb

an
d 

or
 

bo
yf

ri
en

d 
re

ga
rd

in
g 

ho
w

 to
 f

ee
d 

th
e 

ch
ild

“H
e 

en
co

ur
ag

es
 m

e 
to

 b
re

as
tf

ee
d 

ex
cl

us
iv

el
y 

an
d 

so
m

et
im

es
 w

he
n 

I’
m

 b
us

y 
he

 te
lls

 m
e 

to
 

st
op

 ju
st

 w
ha

te
ve

r 
I’

m
 d

oi
ng

 to
 b

re
as

tf
ee

d 
th

e 
ch

ild
, e

ve
n 

w
he

n 
sh

e 
is

 n
ot

 c
ry

in
g.

”

D
es

ir
ed

 f
am

ily
 in

vo
lv

em
en

t i
n 

ex
cl

us
iv

e 
br

ea
st

fe
ed

in
g 

di
sc

us
si

on
s

Fa
m

ily
 m

em
be

r(
s)

 p
ar

tic
ip

an
t w

ou
ld

 w
an

t t
o 

ha
ve

 
pr

es
en

t w
he

n 
di

sc
us

si
ng

 e
xc

lu
si

ve
 b

re
as

tf
ee

di
ng

“M
y 

hu
sb

an
d 

an
d 

m
y 

si
st

er
.”

D
is

ag
re

em
en

ts
 o

n 
IY

C
F

E
xp

er
ie

nc
es

 o
f 

pa
rt

ic
ip

an
t a

nd
 f

at
he

r 
di

sa
gr

ee
in

g 
on

 
ho

w
 to

 f
ee

d 
th

e 
ch

ild
“N

ot
hi

ng
 h

ap
pe

ns
. W

e 
do

n’
t h

av
e 

di
sa

gr
ee

m
en

ts
.”

Fa
th

er
’s

 f
ee

lin
gs

 a
bo

ut
 m

ot
he

r’
s 

A
R

T
H

ow
 f

at
he

r 
fe

el
s 

ab
ou

t p
ar

tic
ip

an
t b

ei
ng

 o
n 

A
R

T
“H

e 
en

co
ur

ag
es

 m
e 

to
 ta

ke
 th

e 
dr

ug
s 

an
d 

re
m

in
ds

 m
e 

ea
ch

 ti
m

e 
I 

se
em

 to
 h

av
e 

fo
rg

ot
te

n 
an

d 
so

m
et

im
es

 h
e 

co
m

es
 w

ith
 m

e 
he

re
 a

t t
he

 h
os

pi
ta

l.”

Ph
ys

ic
al

 o
r 

m
on

et
ar

y 
su

pp
or

t/a
ss

is
ta

nc
e 

fo
r 

IY
C

F
H

el
p 

or
 a

ss
is

ta
nc

e 
fa

th
er

 g
iv

es
 to

 m
ot

he
r 

fo
r 

ca
ri

ng
, 

fe
ed

in
g 

ch
ild

re
n

“I
 b

uy
 y

og
ie

, m
ilk

, c
ab

ba
ge

, r
ic

e 
an

d 
bo

ttl
ed

 m
ilk

. E
ve

ry
 m

or
ni

ng
 a

ro
un

d 
4 

o’
cl

oc
k 

be
fo

re
 

I 
le

av
e 

fo
r 

w
or

k 
I 

m
ak

e 
su

re
 th

at
 m

y 
ch

ild
 h

as
 e

at
en

.”

V
er

ba
l s

up
po

rt
 f

or
 I

Y
C

F
Ty

pe
s 

of
 v

er
ba

l s
up

po
rt

 o
r 

en
co

ur
ag

em
en

t f
or

 I
Y

C
F 

fa
th

er
 g

iv
es

 to
 m

ot
he

r
“I

 e
nc

ou
ra

ge
 h

er
 to

 d
o 

w
ha

te
ve

r 
sh

e 
le

ar
ns

 h
er

e 
[a

t t
he

 c
lin

ic
.]

”

IY
C

F 
de

ci
si

on
 m

ak
er

Pe
op

le
 in

 f
am

ily
 in

vo
lv

ed
 in

 m
ak

in
g 

IY
C

F 
de

ci
si

on
s

“S
he

 [
m

ot
he

r 
of

 c
hi

ld
] 

w
as

 th
e 

on
e 

w
ho

 m
ad

e 
th

e 
de

ci
si

on
 b

ec
au

se
 th

at
 is

 w
he

n 
sh

e 
st

op
pe

d 
br

ea
st

fe
ed

in
g 

th
e 

ch
ild

.”

Pr
ob

le
m

s 
w

ith
 f

ee
di

ng
Ty

pe
s 

of
 p

ro
bl

em
s 

w
ith

 b
re

as
tf

ee
di

ng
 o

r 
fe

ed
in

g 
th

e 
ch

ild
“N

o,
 s

he
 d

id
 n

ot
 f

ac
e 

an
y 

pr
ob

le
m

.”

D
es

ir
ed

 r
ol

e 
in

 f
ee

di
ng

D
es

ir
ed

 r
ol

e 
in

 d
ec

is
io

n 
m

ak
in

g 
re

ga
rd

in
g 

fe
ed

in
g

“I
 w

ou
ld

 li
ke

 to
 b

e 
pr

es
en

t w
he

n 
sh

e 
is

 r
ec

ei
vi

ng
 th

e 
ad

vi
ce

 s
o 

th
at

 s
om

et
im

es
 I

 w
ill

 b
e 

re
m

in
di

ng
 in

 c
as

e 
sh

e 
fo

rg
et

s.
”

D
es

ir
ed

 f
am

ily
 in

vo
lv

em
en

t i
n 

ex
cl

us
iv

e 
br

ea
st

fe
ed

in
g 

di
sc

us
si

on
W

ho
 in

 th
e 

fa
m

ily
 s

ho
ul

d 
be

 in
vo

lv
ed

 in
 e

xc
lu

si
ve

 
br

ea
st

fe
ed

in
g 

di
sc

us
si

on
s

“I
 w

ou
ld

 li
ke

 h
er

 m
ot

he
r 

to
 b

e 
th

er
e,

 a
s 

lif
e 

in
 th

e 
vi

lla
ge

 is
 s

om
et

im
es

 c
ha

lle
ng

in
g.

 
B

ec
au

se
 w

he
n 

so
m

e 
he

ar
 a

bo
ut

 s
om

eo
ne

 e
ls

e’
s 

H
IV

 s
ta

tu
s,

 th
ey

 d
o 

no
t s

ay
 g

oo
d 

th
in

gs
…

he
r 

m
ot

he
r 

al
re

ad
y 

sh
ow

ed
 th

at
 s

he
 is

 c
om

fo
rt

ab
le

 w
ith

 m
y 

w
if

e’
s 

H
IV

 s
ta

tu
s.

”

D
is

ag
re

em
en

ts
 r

eg
ar

di
ng

 f
ee

di
ng

C
on

se
qu

en
ce

s 
an

d 
re

pe
rc

us
si

on
s 

of
 d

is
ag

re
em

en
ts

 
be

tw
ee

n 
fa

th
er

 a
nd

 m
ot

he
r 

re
ga

rd
in

g 
fe

ed
in

g
W

he
n 

I’
m

 n
ot

 o
n 

go
od

 te
rm

s 
w

ith
 m

y 
w

if
e,

 I
 s

til
l a

sk
 h

er
 if

 s
he

 h
as

 g
iv

en
 th

e 
ch

ild
 f

oo
d.

”

Fa
th

er
’s

 p
ar

tic
ip

at
io

n 
in

 c
lin

ic
 v

is
its

Pr
es

en
ce

 o
f 

fa
th

er
 a

t c
lin

ic
 w

he
n 

m
ot

he
r 

w
as

 r
ec

ei
vi

ng
 

fe
ed

in
g 

ad
vi

ce
“N

o,
 I

 w
as

n’
t t

he
re

. I
 w

as
 a

t w
or

k.
”

Fe
el

in
gs

 a
bo

ut
 m

ot
he

r’
s 

di
sc

lo
su

re
Fa

th
er

’s
 f

ee
lin

gs
 a

bo
ut

 m
ot

he
r’

s 
H

IV
 d

is
cl

os
ur

e
“W

he
n 

I 
he

ar
d 

ab
ou

t i
t, 

I 
w

as
 w

or
ri

ed
, b

ut
 b

ec
au

se
 o

f 
th

e 
co

un
se

lin
g 

I 
go

t f
ro

m
 th

e 
ho

sp
ita

l I
 w

as
 e

nc
ou

ra
ge

d 
an

d 
ac

ce
pt

ed
 it

.”

H
IV

, h
um

an
 im

m
un

od
ef

ic
ie

nc
y 

vi
ru

s;
 I

Y
C

F,
 in

fa
nt

 a
nd

 y
ou

ng
 c

hi
ld

 f
ee

di
ng

J Hum Lact. Author manuscript; available in PMC 2019 July 30.


	Abstract
	Background
	Methods
	Design
	Setting
	Sample
	Measurement
	Data Collection
	Data Analysis

	Results
	Mothers’ and Fathers’ Roles in IYCF Decision-making
	Mothers’ and Fathers’ Roles in IYCF Support
	Monetary Support
	Verbal Support
	Physical support
	Informational Support


	Discussion
	Limitations
	Conclusion
	References
	Table 1:

