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Abstract 

 Fathers influence mothers’ decisions to breastfeed and for how long they intend to 

breastfeed. Previous studies have found that positive breastfeeding outcomes are associated with 

fathers providing any type of supportive behavior. Above other types of support, responsive 

behaviours sensitive to the mother’s needs are more likely to increase exclusive breastfeeding 

significantly longer.  

This study tested the feasibility of an intervention that provided a one-time 60-minute 

session to an all-fathers group about the breastfeeding team and the effect of the fathers’ 

satisfaction with the education in terms of fathers’ breastfeeding support behaviours. This study 

was carried out in a maternity hospital in Canada where an average of 1,500 infants are born 

each year. Twenty fathers from a variety of ethnic backgrounds received this learning. The group 

was led by a male facilitator as some research suggests that men prefer to learn from their male 

peers. The facilitator was trained using the Father Breastfeeding Involvement Group: Facilitator 

Manual. The average session lasted approximately 60 minutes with an average group of two 

participants. The fathers discussed ways they could practice responsive behaviours unique to 

their partner and infant as an active member in the breastfeeding team.  

The fathers reported high satisfaction rates of attending the session and that the session 

created a comfortable atmosphere to share their thoughts openly. Second time fathers highly 

enjoyed the session finding it a valuable, informative refresher. The fathers liked the 

convenience of attending a session in hospital before their infant was discharged home. At one 

month, fathers completed the Partner Breastfeeding Influence Scale to determine the amount of 

specific involvement they practiced. There was a positive relationship between fathers’ overall 

satisfaction with the session and reports of greater father breastfeeding support behaviours. 



 

 
 

ii 

One limitation of this study is the small sample size. Data collection was interrupted by 

the COVID-19 pandemic because nonessential research was abruptly stopped within a few 

weeks of the program’s commencement. However, the fathers were interested and enjoyed the 

session, providing evidence that a larger number of participants was feasible. This knowledge 

can be used in planning future father involvement in breastfeeding interventions.   

Keywords: Fathering Intervention; Breastfeeding support; Responsiveness; Breastfeeding 

team; Teamwork 
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Chapter 1: Introduction 
 

The expansion of the father’s role in the family has been a result of societal shifts over 

the last several decades with an overall increase in family time and increase in father 

involvement. (Garfield & Isacco, 2006; Wilson & Prior, 2011). A growing body of evidence 

indicates that fathers play a critical role in their child’s development (Allen & Daly, 2007; 

Cabrera, Shannon, Tamis-LeMonda, 2007; Wilson & Prior, 2011) and their increased 

involvement benefits children in positive socioeconomical, cognitive, developmental and health 

related outcomes (Allen & Daly, 2007). Positive health related outcomes are correlated to infant 

feeding practice. When fathers are involved and supportive of breastfeeding, rates are improved 

(Abbass-Dick, Brown, Jackson, Rempel & Dennis, 2019; Wolfberg, Michels, Shields, O’Campo, 

Bronner & Bienstock, 2004). Paternal support has been shown to have a positive impact on the 

mother’s decision to breastfeed (Bar-Yam & Darby, 1997; Clifford & McIntyre, 2008; Giugliani, 

Bronner, Caiaffa, Vogelhut, Witter & Perman, 1994: Kessler, Gielen, Diener-West, & Paige, 

1995; Pollock, Bustamante-Forest, & Giarratano, 2002; Rempel & Rempel, 2016). Male partners 

who strongly believe in breastfeeding longer than six months often have a partner who 

breastfeeds longer than she initially intended. This provides compelling support that intimate 

partners are an important source of influence on breastfeeding behaviours (Rempel & Rempel, 

2004).  

Longstanding suboptimal breastfeeding rates indicate the importance of novel 

interventions to improve breastfeeding outcomes. One promising type of intervention is to 

increase father involvement in the types of supportive and responsive behaviours that affect 

breastfeeding outcomes, including the increased initiation, duration, and exclusivity of 

breastfeeding. Through the analysis of different kinds of support fathers might give to 
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breastfeeding, Rempel, Rempel, & Moore (2017) found when fathers are knowledgeable, 

present, and responsive, breastfeeding continues longer. Over any other type of generalized 

breastfeeding support, responsive support that respects the mother’s autonomy is the type of 

specific support that will most likely improve breastfeeding rates (Abbass-Dick et al., 2015). 

“Responsiveness is the extent to which individuals believe their relationship partners understand, 

validate, and care for them” (Reis et al., 2004, as cited in Rempel, Rempel, & Moore, 2017, 

p.11). Responsive behaviours demonstrate sensitivity to maternal needs when fathers respond to 

the mother’s concerns and decisions.  

Breastfeeding Support 

Breastfeeding has many benefits for mothers and infants. These include lowering the risk 

of infant mortality, protecting against infections, and preventing chronic disease in mothers and 

infants (Victora et al., 2016). Breastfeeding is important (Kramer & Kakuma, 2002; Stuebe & 

Schwarz, 2010) and the evidence of biological requirements for appropriate nutrition 

(Association of Women’s Health, Obstetric and Neonatal Nurses, 2016), and recommendations 

for exclusive breastfeeding practices have grown progressively over the last few decades (World 

Health Organization [WHO], 2003). The World Health Organization (WHO) (2003) promotes 

and recommends the nutritional standard of exclusive breastfeeding for the first six months from 

birth. Exclusive breastfeeding means the infant receives only breastmilk, no other liquids, 

including water, until six months of age (WHO, 2008; Breastfeeding Committee for Canada 

[BCC], 2012). The exception to the exclusivity concept includes any medications, vitamins, 

minerals, or rehydration fluid given from drops or syrups (BCC, 2012; WHO, 2008).  

A Cochran review by Kramer and Kakuma (2012) assessed the effects of exclusive 

breastfeeding on child health, growth, development, and maternal health for six months 
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compared to exclusive breastfeeding for four months with complimentary feeding combination. 

The meta-analysis found that infants who are exclusively breastfed for six months experience 

less morbidity from gastrointestinal infections than those who are partially breastfed, with 

similar growth protectories in developing and developed countries.  

BY 2025, WHO (2015) has set a global nutrient target to increase the rate for exclusive 

breastfeeding from the time of birth to six months of age by at least 50% (WHO, 2015). Health 

authorities also recommend that breastfeeding continues beyond two years of age (Health 

Canada, 2014; WHO & UNICEF, 2003). Breastfeeding support from fathers may be a key in 

securing the desired increase in breastfeeding rates globally.   

 Britton, McCormick, Renfrew, Wade and King (2007) conducted a Cochrane meta-

analysis, systemically reviewing 34 randomised controlled trials and quasi-randomised 

controlled trials from 14 different countries and found that the rate of breastfeeding duration up 

to six months of age was increased by both lay and professional breastfeeding support. The 

authors concluded that any combination of lay or professional breastfeeding support extends the 

duration of breastfeeding significantly (Britton, et al., 2007). When reviewing literature focused 

on factors that positively influence breastfeeding duration to six months, Shahla et al. (2010) 

identified the importance of developing new strategies to influence the decision to breastfeed and 

sustain breastfeeding practice through interventions involving the woman’s social support 

network.   

Women have more interaction with their social support network than they do with 

professional health workers such as physicians, nurses, and lactation consultants. A woman’s 

mother and her male partner are influential in the decision to breastfeed and its duration (Bar-

Yam & Darby, 1997; Clifford & McIntyre, 2008; Giugliani et al., 1994: Kessler, Gielen, Diener-
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West, & Paige, 1995; Pollock, Bustamante-Forest, & Giarratano, 2002). Abbass-Dick (2013) 

found that mothers rate fathers as the most influential person when making the decision to 

breastfeed; additionally, the study by Rempel and Rempel (2004) has demonstrated that the 

fathers are, in fact, significantly influential. Kessler et al. (1995) reported that the mother’s 

perception of the father’s attitude influences her decision to breastfeed their infant. Therefore, it 

is clear that fathers’ support of breastfeeding is important (Cohen, Lang, & Slusser, 2001; 

Clifford & MacIntyre, 2008; Wolfberg et al., 2004). 

Effect of Partner Support on Initiation, Duration, and Exclusivity   

The initiation and duration of breastfeeding is associated with support from fathers 

(Brown & Davies, 2014; Cohen et al., 2001; Ekstrom, Widstrom & Nissen, 2003; Souza, Souza 

& -Tocantins, 2009). A woman’s feeding attitude is directly related to that of her partner (Scott, 

Shaker & Reid, 2004). A father’s preference about breastfeeding can weigh significantly on his 

partner’s intention to breastfeed their infant (Su & Quyang, 2016) and to breastfeed for longer 

(Garfield & Isacco, 2006; Rempel & Rempel, 2004). When fathers are involved in offering 

breastfeeding support, mothers report feeling more confident and capable of the decision to 

breastfeeding (Mannion, Hobbs, McDonald & Tough, 2013).  

Pisacane et al.’s (2005) study noted that when fathers actively participate in the 

breastfeeding decision, have a positive attitude, and are knowledgeable about the benefits of 

breastfeeding, they can strongly influence the initiation and duration of breastfeeding. The 

father’s attitude and beliefs affect the outcome for breastfeeding (Abbass-Dick, 2015). Mothers 

are more likely to preserve with breastfeeding through difficulties when fathers provide 

emotional support through reassurance, encouragement, and acts of affection and kindness 

promoting the mother’s feelings of acceptance, feeling cared for, admired, and valued (Abbass-
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Dick & Dennis, 2017). Furthermore, women say that they would like encouragement to 

breastfeed as well as acts of affection and kindness from their partner (Tahotoa et al., 2009). 

 A woman is more likely to initiate breastfeeding partially based on the support of the 

infant’s father (Clifford & MacIntyre, 2008; Garfield & Isacco, 2006; Pisacane et al., 2005; 

Wolfberg et al., 2004). In addition the father’s positive involvement increases the chance of 

breastfeeding exclusively (Bich, Hoa, & Malqvist, 2014; Pisacane et al., 2005; Susin & 

Giugliani, 2008 ), and the duration of breastfeeding (Abbass-Dick, Rempel, Rempel, Bich & 

Fisher, 2017; Bich, Hoa, & Malqvist, 2014; Cohen, Lang and Slusser, 2001; Lovera, Sanderson, 

Bogle &Vela Acosta, 2010; Maycock et al., 2013; Piscane, et al., 2005; Su & Ouyang, 2016; 

Susin & Giugliani, 2008; Wolfberg et al., 2004). It is evident that fathers have a role in 

supporting successful breastfeeding initiation, duration, and exclusivity. An important factor to 

increase the rate of initiation may include educating mothers’ support person, in particular, 

fathers (Powell & Baic, 2011). 

 While current intervention studies are largely focused on the mothers’ perception of the 

father’s involvement, the need for an intervention study focused on the father’s perspective of his 

involvement in breastfeeding support exists (Hunter & Cattelona, 2014; Rempel & Rempel, 

2004; Rempel & Rempel, 2011). Sherriff & Hall (2011) suggested that fathers are the missing 

component of breastfeeding success, and innovative and educational interventions should be 

designed to include fathers in the promotion, preparation, and support of breastfeeding. 

Views of Fathers 

Several studies have explored the fathers’ views about their own involvement in 

breastfeeding. Tohotoa, Maycock, Hauch, Howat, Burns and Binns (2009) and Mitchell-Box and 

Braun (2012) found that male partners want to be involved and support their partner with 
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breastfeeding but feel they do not have access to information or health teaching opportunities. 

Fathers want to learn and be involved in breastfeeding (Tohotoa et al., 2009; Sherriff & Hall, 

2011; Sherriff, Hall, & Panton, 2013). Fathers also desire to have their role in the breastfeeding 

experience recognized and valued (Rempel & Rempel, 2011). Fathers want more specific 

information about breastfeeding directed towards their role, and how to support their partner in 

advantageous ways that reflect real-life situations (Brown & Davies, 2014).   

Fathers want to help their partners, and prefer information specifically directed towards 

them that is communicated in ways relevant to fathers, for example, by avoiding the term 

‘parents’ and replacing it with ‘mother’ and ‘father’ (Sherriff & Hall, 2011). Fathers also want 

the knowledge to support breastfeeding including practical issues, overcoming difficulties, and 

how they can better support the mother (Sherriff & Hall, 2011). The breastfeeding dyad is the 

term often used in literature when discussing breastfeeding relationships; yet, dyad refers to, 

“two units linked as a pair”, referring to only mother and infant (Mitchell-Box & Braun, 2012, p. 

41). Fathers are immediately excluded from this description (Pavil, 2002) and have reported 

feeling left out of the breastfeeding process (Fagerskiold, 2008; Tohotoa et al., 2009). Some 

fathers feel, “dismissed by health professionals as if they were not an important part of the 

decision or experience” (Brown & Davies, 2014, p. 516).  

Fathers of breastfed infants have expressed negative feelings of alienation, jealousy and 

having to postpone their relationship with their infant until the weaning of exclusive 

breastfeeding. They have also indicated feeling helpless or like the third wheel in breastfeeding 

situations (Brown & Davies, 2014; Mitchell-Box & Braun, 2012). Fathers want recognition in 

the breastfeeding experience as a parent and a support for breastfeeding (Brown & Davies, 2014; 

Sherriff et al., 2013).  
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An analysis of the views men have on father participation in breastfeeding were explored 

in a qualitative study by Pontes, Osorio, and Alexandrino (2009) where the authors noted men’s 

recognition of their role in helping their breastfeeding partner. One father stated, “…we need to 

share, not only in breastfeeding, but in everything, on a day to day basis, including household 

chores” (p. 201).  

Through analysis of the different kinds of support fathers might give to breastfeeding, 

Rempel, Rempel, & Moore (2017) found when fathers are knowledgeable, present, and 

responsive, breastfeeding continues for longer. In order to increase the father’s role in 

breastfeeding, fathers should be provided with encouragement and informationon the importance 

of bonds between infants and their fathers, and information about how parents can work together 

as a team through each breastfeeding situation and experience (Abbass-Dick & Dennis, 2017). 

Breastfeeding Team 

Creating a new culture for the breastfeeding unit is important to realign focus on the 

breastfeeding family dynamic, thus, Rempel & Rempel, (2011) devised the term breastfeeding 

team. The breastfeeding team concept is described by Rempel, Rempel and Moore (2017) as a 

beach-volleyball team where the two parents act as partners who value each other and are 

adaptable and flexible in each unique breastfeeding situation. Each team member trusts the other, 

has an ongoing awareness, willingness, and verbal and non-verbal communication about ways to 

be involved and supportive. Importantly, both players need to encourage, affirm, and comfort 

each other and do their best to work as a team in each situation and day. “The key to effective 

breastfeeding support is of responsiveness to the mother’s needs and respect for her autonomy” 

(Abbass-Dick et al., 2017, p. 11).  
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Abbass-Dick and Dennis (2017) developed the Breastfeeding Coparenting Framework 

related to fathers’ support and involvement with breastfeeding. The five breastfeeding goals are 

introduced as co-parenting components; joint breast-feeding goal setting, shared breastfeeding 

responsibility, proactive breast-feeding support, father-child interactions, productive 

communication and problem solving. 

In an effective co-parenting relationship, a mutual breastfeeding duration and exclusivity 

goal will result from discussion. Effective co-parents share breastfeeding responsibilities. This is 

accomplished when fathers assist mothers in establishing lactation and overcoming barriers to 

successful breastfeeding as a form of breastfeeding support (Abbass-Dick & Dennis, 2017). One 

way fathers can share breastfeeding responsibility is to monitor the infant’s feeding cues and 

bring the infant to the mother to feed.  

Abbass-Dick and Dennis (2017) suggest that there are four types of proactive breast-

feeding support; informational support, instrumental support, appraisal support, and emotional 

support. These ways of support include fathers having the ability to learn, research and help with 

breastfeeding problems, helping around the house with chores so that breastfeeding can happen 

and fathers praising their partner both verbally and physically to show appreciation for her 

breastfeeding their infant. When fathers provide emotional support through reassurance, 

encouragement, and acts of affection, and kindness promoting the mother’s feelings of 

acceptance, feeling cared for, admired, and valued, mothers persevere with breastfeeding through 

difficulties (Abbass-Dick & Dennis, 2017). Furthermore, women say that they would like 

encouragement to breastfeed as well as acts of affection and kindness (Tohotoa et al., 2009). 

 To support breastfeeding, fathers also need to be able to spend quality time to bond with 

their infant in ways other than feeding them. Gamble and Morse (1992) acknowledged the 
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intimacy of feeding ones’ infant and recognized that fathers can develop compensatory 

behaviours to increase intimacy through other care methods including; changing diapers, 

snuggling, quiet time, and giving baby a bath. 

 The most effective breastfeeding team consist of a mother and father who set 

breastfeeding goals together. They accomplish these goals by actively working together at 

maintaining open verbal and non-verbal communication, adapting to situations as needed, being 

willing to do whatever it takes and knowing when to back off, trusting one another and being 

patient and understanding. The father, in this team, finds ways to be involved with breastfeeding. 

He will attempt to provide forms of support that are sensitive to his partner’s needs.    

Introduction to Study 

Previous research has demonstrated that rates of duration and exclusivity are increased 

when fathers are provided with breastfeeding information (Abbass-Dick, Stern, Nelson, Watson, 

Dennis, 2015; Pisacane et al., 2005). As noted in previous studies, fathers have identified the 

desire to participate in learning about breastfeeding and how to support their partner in practical, 

real-life situations to overcome difficulties, trouble-shoot, and encourage breastfeeding duration 

and exclusivity by knowing how, when, and what to do in each unique situation. Thus, this 

current research aimed to prepare families for better breastfeeding success and increase infant 

breastfeeding duration by testing a group session designed for fathers.  The goal of this session is 

to help fathers become active and effective members of the breastfeeding team. The study 

provided fathers with an opportunity to obtain information to aid fathers in becoming actively 

involved in supporting breastfeeding. This study was a small-scale replication and extension of 

one component of the Bich et al. (2014) and the Saving Brains Vietnam project (Rempel et al., 
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2017) where fathers were taught and encouraged to act as a parenting team through responsive 

support and increased involvement with their partner.  

In the current study, fathers of newborn infants participated in a one-hour small group 

session held in hospital regarding fathers’ involvement with breastfeeding support behaviours 

and activities. A male facilitator led the group of fathers in their discussion about specific ways 

fathers can support breastfeeding and appropriately choose responsive behaviors sensitive to 

their partners needs in each unique breastfeeding situation (Rempel & Rempel, 2011). 

Breastfeeding in Niagara Region 

The study was conducted to determine the feasibility of the father involvement 

intervention and ascertain whether fathers who enjoyed the session would be more likely to 

display sensitive responsive behaviours to support breastfeeding. If this feasibility study is found 

to be successful in encouraging fathers to support breastfeeding, it would in turn influence 

breastfeeding outcomes in the Niagara Region. According to the Baby-Friendly Initiative 

Statistics from Better Outcomes Registry and Network (BORN) (Better Outcomes Registry and 

Network [BORN], 2018), Ontario’s pregnancy, birth, and childhood data management system 

for collecting, interpreting, and sharing birth data, there were 1,444 live births between July 1, 

2017 and December 31st, 2017, at the Niagara Health St. Catharines Site (representing all live 

births in the Niagara Region). Caesarean sections accounted for 317 of these live births. Of those 

births, the rates for breastfeeding initiation were 80.35%, meaning that 1,163 infants received at 

least one breastfeed while in hospital. Infants exclusively breastfed from birth to discharge, fed 

either maternal human milk or donor milk at full term, represent 698 of the live births (48.3%). A 

further analysis revealed that 677 full term infants (>37 weeks gestation) (50.1%), 13 infants 



 

 
 

11 

born between 34 to 36 weeks gestation (17.6%), and eight infants born less than 34 weeks 

gestation (42.1%) (BORN, 2018) were exclusively breastfed from birth to discharge. 

From 2017 to 2018, 75% of infants delivered were exclusively breastfed or given human 

milk from birth to discharge (BORN, 2018). In terms of exclusivity, 106 of the breastfed infants 

received at least one feed other than human milk, medications, or vitamins and mineral drops 

because of a documented reason indicating infant medical issues including: hypoglycemia, 

inborn errors of metabolism, significant weight loss with clinical indications, gestational age at 

time of birth (pre-term <32 weeks), and extreme low birth weight (9.1%) (BORN, 2018). Several 

maternal medical factors were associated with supplementation: maternal herpes on the breast, 

HIV infection, severe maternal illnesses, medical concerns, contraindicated maternal medication, 

and the birth mother not involved in care of infants (i.e.: apprehension or adoption). The hospital 

data indicates that 356 infants received at least one feed other than human milk without any 

documented medical reason while in hospital (30.6%) (BORN, 2018). 

This study has the potential to change policy and procedures for breastfeeding education 

at Niagara Health. Furthermore, the findings from this study can aid in the development of future 

intervention studies to continue increasing the rates of durations and exclusivity of breastfeeding, 

and in turn, infant development, nutrition, and well-being in the Niagara Region.  
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Chapter 2: Literature Review 

Research Questions           

            To prepare for the development of an intervention session, it was critical to review the 

literature about the thoughts and experiences fathers had regarding breastfeeding and previous 

studies that have been shown to increase fathers’ support of breastfeeding. The following 

questions were developed to structure the search for appropriate literature. What do previous 

intervention studies on father involvement in breastfeeding indicate? What are the effects of 

these interventions on breastfeeding initiation, duration, and exclusivity rates? What specific 

types of behaviours of fathers could increase breastfeeding outcomes?  What information do 

fathers want or need in a father involvement intervention about breastfeeding support? What 

methods were used in previous studies that could be incorporated into the proposed intervention? 

Empirical studies regarding father involvement practices in breastfeeding support were 

included in this review. Due to the limited research conducted related to father involvement in 

breastfeeding intervention studies, articles were located using a sampling framework focused on 

intervention studies that addressed fathers’ supportive behaviours that could potentially affect 

breastfeeding outcomes such as; initiation, duration, and exclusivity of breastfeeding from birth 

up to six months of age. Qualitative and descriptive studies were also included in the review to 

explore views of fathers, the effects of partner breastfeeding support on rates of initiation, 

duration, and exclusivity. 

Article inclusion criteria were centered around the following; 1) father involvement in 

breastfeeding or, 2) father breastfeeding intervention, or, 3) breastfeeding father involvement 

intervention, or, 4) father involvement in breast feeding duration, or, 5) father involvement in 
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breastfeeding exclusivity, or, 6) breastfeeding outcomes and/or success, or 7) fathers’ perspective 

about breastfeeding.  

Searching online databases: OVID and CINAHL, identified 122 potentially relevant 

studies on father involvement in breastfeeding. To narrow down the selection, search key terms 

were used such as: father involvement, breastfeeding intervention, breastfeeding duration, and or 

exclusive breastfeeding. Search limits were defined as full text only, and peer reviewed. There 

was no date restriction for the research articles because father involvement in breastfeeding 

changes and implications throughout history were equally important to the development of the 

current research study’s design and implementation, and all literature on the topic had relevance 

for the study. Each article title and abstract were initially scanned to establish significance to the 

focus of this literature review. 

Search results were selected by title to reduce the pool to 68 articles. To determine 

appropriateness of the articles, aims and objectives were reviewed for congruence with the 

questions posed in the literature review. These articles were analysed within this review process 

to provide evidence of the effectiveness of father involvement interventions, identify potential 

gaps in practice, and provide recommendations for educating fathers in breastfeeding support to 

increase the rate of breastfeeding duration and exclusivity. A narrative review was conducted on 

nine intervention studies, and seven qualitative and descriptive studies. A summary of the 

intervention studies can be found in Table 1. 

Intervention Studies 

Of the articles identified as having found significant intervention results on breastfeeding 

outcomes, the following nine studies are the main focus for the beginning of the literature review 

(See Table 1). The nine intervention studies explored consist of four randomised controlled 
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trials, five quasi-experimental. Articles were included from third world countries as well as 

westernized cultures; Vietnam, Canada, United States of America, Europe, Australia, and China.  

One randomised controlled trial aimed to eliminate misconceptions, teach fathers how to 

advocate for breastfeeding, and teach fathers how to make breastfeeding with their partner more 

successful (Wolfberg et al., 2004). Another randomised controlled trial investigated the effects of 

helping fathers recognise their unique role in supporting breastfeeding (Piscane et al., 2005).  

Maycock et al. (2013) investigated the effects of an antenatal education session and postnatal 

support targeted to fathers on initiation and duration of breastfeeding. Susin and Giugliani (2008) 

assessed the impact of paternal inclusion in a breastfeeding education program and Abbass-Dick 

et al. (2015) evaluated effectiveness of a co-parenting intervention.  

A description of these intervention studies will be presented in chronological order. 

The earliest quasi-experimental study was done by Cohen et al. (2001), where the researchers 

explored the effects of an intervention session for fathers designed to focus on issues, concerns, 

and joys that a father may have in relation to breastfeeding. In an evaluation of the effectiveness 

of an educational intervention teaching fathers supportive behaviours to increase breastfeeding 

initiation and exclusivity rates, Su & Quyang (2016) used a quasi-experimental pretest-post-test 

design to measure breastfeeding attitudes and knowledge. Using a quasi-experimental, non-

equivalent control design longitudinal (cohort type) study, Bich et al. (2014) evaluated a 

community-based educational intervention program in Vietnam targeting fathers at antenatal and 

postnatal periods to stimulate their involvement in supporting exclusive breastfeeding practices. 

Using a similar methodology, Rempel, Rempel, Khuc, and Vui (2017) evaluated an intervention 

that taught and encouraged fathers to act as a parenting team by providing responsive support 

sensitive to their partner.  
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Cohen et al. (2002) developed a corporate lactation program that focused on promoting 

breastfeeding with 128 male employees and their partners in the Los Angeles Department of 

Water and Power, a public utility company. They provided two sessions that lasted between 45 

to 60 minutes, with father group classes designed to focus on issues, concerns, and joys that a 

father may have in relation to breastfeeding. A multifaceted strategy was used: photographs of 

men with babies, task-oriented breastfeeding material, an on-site health fair with breast pumps, 

books, and kits placed on the display table, use of gendered dolls and edited male friendly and 

family friendly word choices on print materials (i.e., expectant parent, expectant families, 

opposed to expectant mother). The first group session consisted of mothers and fathers together 

to discuss the advantages of breastfeeding.  

The second group session was divided into fathers-only or mothers-only to discuss 

breastfeeding techniques. Fathers in this sub-group received individual instruction on the 

following information; how to care for and use the piston-run pump, store and handle expressed 

breastmilk, and a breastfeeding book and handout titled, “Breast, Milk Storage and Handling, 

and Sore Nipples”. Additionally, the fathers received a breast pump and kit, and consultation 

with a lactation consultant. Of the infants whose parents were involved in the program, 69% 

were still being breastfed at six months of age, and the average breastfeeding was 8 months 

compared to the national goal breastfeeding rates of 50% and 25% at six and 12 months, 

respectively in 2001 (Li, Zhao, Mokdad, Barker, & Grummer-Strawn, 2003).   

Wolfberg et al. (2004) conducted a randomised controlled trial offering a non-didactic 

peer-led intervention for 59 expectant fathers. The control group participants received education 

focused only on infant care. The intervention group received education on infant care as well as 

breastfeeding promotion education that was interactive and informal. Both the control and 
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intervention groups received an education session with four to twelve participants in each 

session. During the two-hour intervention session, fathers were encouraged and supported to 

share their thoughts and openly discuss breastfeeding concerns. Videos about breastfeeding and 

baby care showing the technical support aspect of breastfeeding were shared, as well as colour 

slides used to note fathers’ points from previous conversations. Role-play conversations were 

also used to teach the fathers how to support and discuss breastfeeding concerns. A questionnaire 

done via telephone was competed at two, four, and eight weeks after delivery of the infant. There 

was an increased incidence of breastfeeding when the father of the infant believed the baby 

should be breastfed (Wolfberg et al., 2004). Breastfeeding was initiated by significantly more 

mothers whose partner attended the intervention class compared to mothers whose partners were 

in the control group (74% vs 41%) (Wolfberg et al., 2004).   

The study conducted by Pisacane et al. (2005) was done to determine if more women 

would breastfeed if fathers recognise their role in successful breastfeeding and if fathers could be 

taught how to prevent and manage common lactation problems associated with breastfeeding 

(fear of milk insufficiency, transitional lactation crisis, return to outside employment, and 

problems such as; breast engorgement, mastitis, sore nipples, and breast refusal). The study took 

place in Napoli, Italy where 280 families met the recruitment criteria and participated. The 

participants were required to be a couple with a healthy, term, normal birth weight infant born 

between October 1, 2002, and January 31, 2003. Participants were excluded if they were 

unmarried, a mother who decided to bottle feed, or parents whose infant was admitted to the 

Neonatal Intensive Care Unit.  

Following their infants’ birth, fathers participated in a male facilitator led intervention 

group (N = 140) face-to-face, and covered material related to infant feeding and the difficulties 
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associated with breastfeeding in a 40-minute group session. Control group (N = 140) fathers 

were offered a 40-minute face-to-face training session about childcare that focused on the health 

benefits of breast milk rather than breastfeeding management. Other topics such as vaccinations, 

and accident prevention were discussed. Both control and intervention groups received leaflets 

with the main points from their session.  

A questionnaire was given to all the mothers on the second day after giving birth. During 

this time, the mothers were provided a leaflet indicating the benefits and management of 

breastfeeding. Mothers interviewed by telephone at six and 12 months after birth using a 

questionnaire recommended by WHO about full (exclusive) and complimentary breastfeeding 

(other fluids and solids) (Pisacane et al., 2005). Mothers whose partners attended the intervention 

group, compared to those in the control group, had significantly higher rates of full breastfeeding 

(exclusive) at six months (25% vs 15%) (Pisacane et al., 2005). Mothers in the intervention 

group (N = 128, 91%) reported to have received more support and relevant help with infant 

feeding from their partners compared to the mothers in the control group (N = 48, 34%) 

(Pisacane et al., 2005). Perceived milk insufficiency was significantly more frequent among the 

mothers in the control group (N = 38, 27%) compared to those who were in the intervention 

group (N = 12, 8.6%) (Pisacane et al., 2005). The number of mothers who stopped breastfeeding 

due to lactation problems was significantly higher in the control group (N = 25, 18%) compared 

to the number of mothers in the intervention group (N = 6, 4%) (Pisacane et al., 2005). These 

results support the value of teaching fathers about preventing and managing lactation problems.  

Susin and Giugliani (2008) designed and piloted a randomised controlled trial, consisting 

of 586 mother and father dyads, to test antenatal classes designed to increase breastfeeding 

initiation rates, and identify the significant influence fathers have on those rates. A comparison 
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of three treatment conditions was created: the control group, mothers only intervention group, 

and mother-father intervention group. The intervention session was developed to teach infant 

care and breastfeeding promotion in a two-hour intervention session. The session consisted of an 

18-minute video discussing the WHO recommendations for breastfeeding, and an opportunity to 

openly discuss an explanatory handout consisting of images of fathers helping with household 

tasks. A focus was placed on the importance of fathers sharing in household and childcare tasks 

while their partners breastfeed to demonstrate breastfeeding support (Susin & Giugliani, 2008). 

An initial questionnaire collected demographic data while participants were in a Southern Brazil 

Maternity hospital.  

A follow-up questionnaire was completed in participants’ homes by medical graduate 

students who were blinded to the group assignment, at one, two, four, and six months of their 

infant’s life or until breastfeeding was interrupted (Susin & Giugliani, 2008). The mothers only 

intervention group reported a higher frequency of breastfeeding at six months of age (N = 192, 

60.3%) compared to the mother-father group (N = 193, 50%) and the control group (N = 201, 

46.4%) (Susin & Giugliani, 2008). The frequency of exclusive breastfeeding for the mother-

father group was greater at four months (N = 193, 16.5%) compared to mother only groups (N = 

192, 11.1%) and the control group (N = 201, 5.7%) (Susin & Giugliani, 2008). This study 

showed that the inclusion of fathers in breastfeeding promotion programs could significantly 

increase rates of exclusive breastfeeding in the first four months of their infants’ life.  

Maycock, et al. (2013) developed an intervention to investigate the effects of an antenatal 

education session and postnatal support targeted to fathers to increase initiation and duration of 

breastfeeding. From eight public maternity hospitals in Perth, Western Australia, 712 men and 

863 women (699 couples) were recruited from antenatal classes. The control group received 
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normal antenatal and postnatal care. The intervention group received normal antenatal and 

postnatal care as well as an antenatal intervention education session, and a social support 

package sent out each week for six weeks postnatal. This package included printed materials and 

promotional materials for each week postpartum regarding benefits of breastfeeding to both 

mother and infant, breastfeeding difficulties and ways encouragement could be offered to the 

mother. The fathers were also sent congratulatory cards at the time of their infant’s birth. A logo 

was created and used on all education material and correspondence with participants: “Smarter, 

stronger: breastfeed longer” (Maycock et al., 2013). At four weeks following the study, fathers 

were sent a beer can holder with the logo of the study on it. 

A questionnaire was competed initially in the antenatal period to collect baseline data, 

then again at six weeks and six months, with the option of the questionnaire being printed or 

done via telephone. The breastfeeding rate for the intervention group was significantly greater at 

six weeks (N = 288, 81.6%) compared to the control group (N = 224, 75.2%). Mothers in the 

intervention group were almost one and a half times more likely to breastfeed than the control 

group (Maycock et al., 2013). Full breastfeeding at six weeks was not significantly different 

between control and intervention groups. This study shows that breastfeeding education provided 

to fathers can significantly increase any amount of breastfeeding at six weeks of life. 

Bich et al. (2014) evaluated a multifaceted community-based educational intervention 

program in Vietnam targeting fathers at antenatal and postnatal periods to stimulate their 

involvement in supporting exclusive breastfeeding practices. The study was designed to compare 

the control group, who received normal health care within the Chi Linh district health system, to 

the intervention group.  
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The intervention group received mass media communication through community 

loudspeakers occurring twice weekly offering promotional breastfeeding messages indicating the 

importance of exclusivity in breastfeeding and how fathers can be supportive. Educational 

pamphlets, posters, and free t-shirts were added methods for promotion. Antenatal group 

counseling sessions for 30 to 45 minutes took place at the commune health center.  

To implement further encouragement, education, and support, four in-home counselling 

sessions were scheduled between the last trimester in pregnancy and up to three and a half 

months postpartum. The fathers had an opportunity to give feedback on what they had learned 

during the private counselling sessions. Bich et al. (2014) also developed a community-based 

contest, titled, “Who loves their wife and child more” to create an environment for fathers to 

receive support from the community focused on their knowledge and support given to their wife. 

There was a significant difference in the percentage of mothers who exclusively breastfed 

from birth to four months of age among those whose partner participated in the intervention 

group (20.6%), compared to the mothers whose partner was in the control group (11.3%) (Bich 

et al., 2014).  

Su & Ouyang (2016) conducted a quasi-experimental pretest-posttest design to evaluate 

an educational intervention involving fathers on breastfeeding initiation and exclusivity. The 

intervention group consisted of the mother and father as a couple who received breastfeeding 

education together. The control group was solely mothers who received breastfeeding education 

alone. The study also took place in hospital for 72 eligible couples who met the inclusion criteria. 

The intervention session lasted 60 to 90 minutes with four to eight participants in each session. 

Several different teaching methods were used including PowerPoint presentations, breast models, 

dolls, and a booklet on breastfeeding.  
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The Iowa Infant Feeding Attitude Scale and Breastfeeding Knowledge Scale were used to 

measure breastfeeding attitudes and knowledge before the intervention took place, therefore the 

post-test was able to identify differences between the two groups. There was no difference 

between the intervention and control group’s initiation of breastfeeding at the time of birth and 

exclusive breastfeeding at one month postpartum. However, fewer parents chose to completely 

formula feed after receiving the intervention compared to the control group at one (5.6% vs. 

23.5%) and six months (20% vs. 44.1%). The intervention fathers’ breastfeeding knowledge and 

attitudes were significantly increased (Su & Ouyang, 2016). At four and six months, the 

intervention group rate of exclusive breastfeeding (51.4% vs. 40%) was significantly higher than 

the control group (26.4% vs. 17.6%). Furthermore, following the intervention, fathers were able 

to support their partners emotionally and physically with breastfeeding (Su & Ouyang, 2016). 

The study conducted by Abbass-Dick, Stern, Nelson, Watson and Dennis (2015) 

evaluated effectiveness of a co-parenting intervention using a randomised controlled trial. The 

multifaceted co-parenting breastfeeding support was provided face to face on the hospital’s 

postpartum unit. Fathers had a 15-minute discussion with the lactation specialist to review an 

information package on how fathers can assist breastfeeding mothers and how to get 

breastfeeding help in the community. Couples were given the option to watch a 12-minute video 

focused on scenarios of couples working as co-parents to achieve their breastfeeding goals in 

hospital or take a copy home.  

A website containing links to information and resources was available to the intervention 

group and emails were sent out at one and three weeks postpartum to assist couples using the 

information package and a reminder to use the package. The findings indicated that significantly 

more mothers in the intervention group continued to breastfeed past 12 weeks compared to those 
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in the control group (96.2% vs 87.6%) (Abbass-Dick at al., 2015).  More mothers in the 

intervention group (N = 76, 71%) indicated they received help from their partners with 

breastfeeding in the first six weeks than the control group (N = 56, 52%) (Abbass-Dick, 2015). 

More mothers in the intervention group (N = 89, 89%) indicated they were satisfied with their 

breastfeeding support received compared to the mothers in the control group (N = 75, 78.1%), 

and stated they were satisfied with their partners’ involvement with breastfeeding (N = 81, 81% 

vs n = 60, 62.5%, respectively) (Abbass-Dick et al., 2015).  

Built on the Bich et al. (2014) study, Rempel, Rempel, Hoa, Vui, and Long (2020) 

created a parenting teamwork infant fathering intervention where fathers were taught and 

encouraged to act as a parenting team by providing responsive support sensitive to their partner 

and increasing their involvement with their partner and infant in a multifaceted intervention 

study (Rempel et al., 2020). The sample consisted of 368 couples and their infants in the 

intervention group, and 403 couples in the control group. Fathers were the target for intervention 

in this quasi-experimental non-equivalent control design (cohort type). The intervention site was 

Kim Thanh district including 13 communes, and the control site was Cam Giang including 12 

communes. 

The intervention group received five main components of a multifaceted program similar 

to most of the components used in the Bich et al. (2014) study. Two messages were delivered via 

the communal speaker broadcasting system to the intervention communes twice weekly over 12 

months. Posters, calendar, flyers, mugs, and t-shirts were given to the fathers. Fathers 

participated in a group antenatal counseling session. A total of 339 fathers accessed group 

counseling in 110 sessions. One hundred-ninety fathers were counselled within the first two days 

after birth by a hospital midwife in a 15-minute face-to-face session to actively involve fathers in 
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learning about their infants. Fathers were offered individual home visit counseling four times; 

one time during the last three antenatal months, and three times during postpartum period. 

Fathers clubs were available in all 13 communes where the fathers met monthly over six months 

for social and educational activities. During these meetings, a fathers’ contest “Who loves their 

wives and children the most” was organized and the fathers developed, “fun and informative 

skits, songs, poems, art, or photo displays that demonstrated how fathers can show their love to 

their wife by learning about and supporting breastfeeding and how fathers can share their love 

for their infant through direct positive, responsive interactions” (Rempel et al., 2020, p.12). The 

contest took place at the Cultural House of the intervention district where 65 fathers participated. 

It was found that the scores of fathers’ knowledge, attitude, and involvement in supporting 

exclusive breastfeeding up to six months of age was significantly higher in the intervention 

group (Rempel et al., 2020). The mothers who reported experiencing more responsiveness 

behaviours from their partner, above all other types of support, were likely to exclusively 

breastfeed significantly longer (Rempel et al., 2020). This study demonstrates that specific types 

of responsive behaviours sensitive to the mothers’ needs resulted in the intervention’s longer 

exclusive breastfeeding duration, as hypothesized.    

Descriptive and Qualitative Studies   

The descriptive and qualitative studies examined consist of exploratory and qualitative 

studies. These studies explored the experiences of father’s involvement with breastfeeding 

support. Rempel and Rempel (2004) noted that fathers are an important influence on 

breastfeeding behaviours. Pontes et al. (2009) explored the opinions of men and women on father 

participation in breastfeeding, whereas Avery and Magnus (2011) looked at male partners 

attitudes towards early infant feeding. Davies and Brown (2014) investigated the attitudes of men 
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towards breastfeeding as well as their experiences and how they think breastfeeding support 

should be promoted. Sherriff and Hall (2011) reviewed intervention content ideas that fathers 

indicated they wanted to learn which could potentially increase breastfeeding exclusivity rates. 

To develop future interventions, Mitchell-Box and Braun (2012) explored partner perceptions of 

breastfeeding with the aim to increase father support on breastfeeding. Ultimately, Rempel et al. 

(2011) devised the term ‘breastfeeding team’ to explain how the breastfeeding family can 

maintain successful breastfeeding outcomes when the partners work together as a team (Rempel 

& Rempel, 2011). A review of the descriptive studies will follow.  

The longitudinal study by Rempel and Rempel (2004) investigated the effect male 

partners have on the decisions about breastfeeding and behaviours of first-time mothers. The 

study results indicate that the influence of intimate partners is important. Men’s prescriptive 

beliefs influence women’s breastfeeding behaviours. Specifically, beliefs men have about 

whether their partner should breastfeed for four months or longer predict the outcome of these 

expectant mother’s intention to breastfeed for that amount of time. Interestingly, these women 

sometimes followed what their partner thought they should do and breastfeed somewhat longer 

than they originally intended (Rempel & Rempel, 2004).  

Understanding the views of fathers and their perspective on their previous, present, or 

potential breastfeeding experiences is imperative to aid in attempting to increase their 

involvement in breastfeeding. Reviewing their thoughts and feelings also strengthens the design 

for teaching this population. Avery and Magnus (2011) investigated the expectant male partners’ 

attitudes towards infant feeding and reviewed pregnant women’s perceptions of their partners 

attitude towards the early infant feeding. In three major United States cities, 121 participants 

were included in the group interviews. The authors used constant comparative analysis 
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techniques to organize the data. Emerging themes were tracked and identified as; men’s attitudes 

towards breastfeeding and influence on feeding decisions, attitudes towards breastfeeding in 

public, and conceptualizing the father’s role. No pregnant woman reported that her husband was 

against breastfeeding—they indicated that their partner was either for it or neutral (Avery & 

Magnus, 2011). Both the women and the men felt uncomfortable with breastfeeding in public. 

During the group discussion, both parents had difficulty explaining what the role of the father 

was expected to be, and the fathers shared their concern of caring for the breastfed infant alone. 

Further, when fathers conceptualized their role, they indicated the concern with bonding with 

their infant. One father recognised that he cannot physically feed his infant and was concerned 

with what he could do to bond with his infant.  

Avery and Magnus (2011) concluded that expectant men are lacking the knowledge for 

how fathers can give real life support to their partners in terms of breastfeeding. The authors 

recommend that future research include ways in which fathers can help mothers as well as how 

to encourage and support breastfeeding until six months of age. 

A qualitative study by Brown and Davies (2014) reviewed 117 father participants 

attitudes towards breastfeeding including their experiences and how fathers think the promotion 

of breastfeeding should be done with an open-ended questionnaire. The questionnaires were 

distributed to mother and baby groups and through local nurseries on paper or through a 

SurveyMonkey link. Data was analyzed using a simple qualitative descriptive approach and 

content analyses performed for each script. Themes and sub-categories were identified, and a 

second independent coder confirmed themes. Four themes were highlighted; attitudes towards 

breastfeeding, experience of breastfeeding education, information and promotion, and ideas for 

future breastfeeding promotion (Brown & Davies, 2014).   
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When fathers described their personal experience with breastfeeding, several components 

were identified as: health, cost, convenience and ease, excluded, conflict, helpless, and 

embarrassed. Fathers mainly focused on breastfeeding as a positive relationship; however, all the 

fathers also reflected on the negative aspect of the relationship to some extent. Fathers admitted 

to feeling jealous of the amount of time their infant and partner are spending together (Brown & 

Davies, 2014).  

Fathers also reported feeling anxious and guilty that they couldn’t help their partner with 

feeding or overcoming difficulties (Brown & Davies, 2014). Many fathers reported that the 

breastfeeding information they received was provided by their partner or repeated to them. The 

fathers wanted specific information that gives practical advice that is clear (Brown & Davies, 

2014). When the fathers received practical information on how to support their partner, they 

recalled a positive experience where they felt more confident about breastfeeding. These findings 

are important to consider in further research and to incorporate the thoughts and feelings of 

fathers into future educational strategies. 

Through in-depth interviews with eight fathers, Sherriff and Hall (2011) identified 

several content ideas for an intervention that could ultimately contribute to increasing 

breastfeeding exclusivity. The identified content includes the benefits of breastfeeding and 

details on how to breastfeed, and the practical issues for supporting their partner. Sheriff and 

Hall suggested that fathers are interested in learning relevant information but require the 

information to be accessible. In the paper, Sherriff and Hall (2011) argued that fathers have a 

vital role in contributing to the development and health of their infant and should be routinely 

participating in their infant’s health care services.  
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Fathers’ expectations that breastfeeding was going to happen naturally surprised them 

and their partner when it did not happen as expected. Fathers stated they want relevant 

information created specifically for fathers, when they were asked what supports they require to 

further support breastfeeding with their partner, (Sherriff & Hall, 2011). Furthermore, many of 

the fathers indicated the desire to know more about the health benefits of breastfeeding for their 

infant and their partner. 

In another study, Mitchell-Box and Braun (2012) used a qualitative grounded theory to 

explore male partner perceptions of breastfeeding to develop future interventions to increase 

father support of breastfeeding. Fourteen male partners were privately interviewed. Male 

partners shared their own experiences and views on breastfeeding based on 12 semi-structured 

questions to determine their attitudes, knowledge, and feelings about breastfeeding. Four core 

themes emerged; making the decision, making it work, feeling left out, and crossing the line 

(Mitchell-Box & Braun, 2012).   

The authors found that fathers receive most of their knowledge on breastfeeding from 

their wives, mothers, and from formula can labels. Fathers were identified as secondary 

participants in the decision-making process, according to eight of the 14 fathers (Mitchell-Box & 

Braun, 2012). Fathers recognised the time and commitment their partner made to breastfeed, yet 

said they feel left out of the breastfeeding dyad. Fathers did not know how to support their 

breastfeeding partner and felt like a third wheel. Interestingly, ten of the fathers felt like 

breastfeeding mothers were ‘crossing the line’ when they breastfed in public and could be 

perceived as risqué. The fathers also noted that they did not want others to see their partners 

breasts and did not want to see any of their friends’ breasts either during feedings.  
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Findings suggest that an intervention for male partner breastfeeding support should 

include multiple components. Fathers require information that develops their knowledge base of 

breastfeeding, a way to feel empowered and more engaged in the decision to breastfeed, real-life 

examples of how they can be involved in the breastfeeding act, and increased comfort with 

breastfeeding in public (Mitchell-Box & Braun, 2012).  

Breastfeeding Team 

Rempel and Rempel’s (2011) qualitative study found that fathers characterised 

themselves as supports of the breastfeeding team. One father explained his role as. “. . . a support 

person…almost like a checking line. She’s doing the big good stuff and I’m just supporting her 

to get that done” (p.117). The ways that fathers described emotional and instrumental ways to 

support their breastfeeding partners included: encouragement to continue breastfeeding, being 

breastfeeding savvy, valuing the breastfeeding mother, providing household support, assistance 

while breastfeeding, and childcare.  

Fathers were able to identify the demand on the breastfeeding woman and were able to 

offer supportive statements when they felt their partner was frustrated (Rempel & Rempel, 

2011). The fathers who paid attention to learning about breastfeeding were able to be savvy, 

resourceful and seek out information to support their partner. This knowledge enabled fathers to 

make suggestions and find possible solutions to feeding issues. In terms of valuing, the decision 

to breastfeed was expressed by positive words of affirmations towards their partner and a 

realistic understanding of the time and energy that breastfeeding demands. Fathers who support 

breastfeeding frequently provide instrumental support with tasks of daily living such as cooking 

or cleaning.  
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Another important way fathers said they support breastfeeding is assisting the mother. 

Assisting the mother includes removing older children from the room, caring for pets, or joining 

the mother while she’s feeding as to not be alone (Rempel & Rempel, 2011). The fathers also 

indicated that providing childcare such as helping burp, diaper, bathe, and calm the baby were 

ways they were supporting breastfeeding. 

To explore the extent to which fathers’ specific behaviours and activities influence 

maternal breastfeeding outcomes, the Partner Breastfeeding Influence Scale (PBIS) was 

developed based on the Rempel & Rempel (2011) findings (See Appendix A). To test the scale, 

251 participants completed the PBIS questionnaire (Rempel, Rempel, & Moore, 2017). The 

findings suggested that the most effective breastfeeding support is delivered using a sensitive, 

coordinated teamwork approach that is responsive to the mother's needs and validates the 

mother’s autonomy. Successful breastfeeding outcomes were predicted when fathers were 

knowledgeable, present, and responsive, but only responsive behaviours sensitive to the mother’s 

needs consistently predicted positive breastfeeding outcomes (Rempel, Rempel, & Moore, 2017).  

Rempel, Rempel, and Moore (2017) adapted the beach volleyball analogy to explain the 

breastfeeding team concept as a two-person team where both players are important and do their 

part to do whatever is needed. For this two-person team to be successful, both players must be 

adaptable and flexible. The partners coordinate what they are doing and trust each other to 

handle tasks. The two team players must maintain ongoing communication. They are required to 

pay attention and observe what the other team member is doing. Each player, then, is ready to 

assist when the other player needs help and knows when to step out of the way when the other 

player has everything under control (Rempel, Rempel, & Moore, 2017)  
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Rempel, Rempel, Hoa, Vui and Long (2020) adapted the analogy to that of a badminton 

team in their research in Vietnam, given that badminton is a more common game in Vietnam. 

Both badminton and volleyball explanations identify two members of a team who are viewed by 

each other as valued, and important with the ability to be flexible and adaptable to each unique 

breastfeeding situation, for example, knowing when to spike, set, or block the birdie or ball 

(Rempel et al., 2020; Rempel et al., 2018; Rempel et al., 2017; Rempel & Rempel, 2011). Each 

player understands when to select an action. For example, helping with breastfeeding might 

include caring for the other child while the mother breastfeeds, making a meal, or folding the 

laundry.  

Communication between the two team members is essential both verbally and non-

verbally, including a discussion of the father’s own unique way to be involved and supportive 

(Bich, Rempel, & Rempel, 2014; Rempel & Rempel, 2011; Rempel et al., 2017; Rempel et al., 

2018). For example, each couple can decide together what activities each person will do to care 

for the infant and how to help the mother who is breastfeeding each day and in each situation. 

Through ongoing awareness, communication, and willingness each player can learn when 

to step up (to spike, set or block the ball or birdie) or when to back off while the other team 

member steps up. Each team member needs to trust the other team member and be careful not to 

duplicate each other’s efforts (both members of the team cannot spike the ball/birdie at the same 

time for success) (Bich, Rempel, & Rempel, 2014; Rempel & Rempel, 2011; Rempel et al., 

2017; Rempel et al., 2018). Coordinated efforts happen when the father directly helps the mother 

with breastfeeding. For example, if the mother is having a difficult time achieving a latch, she 

can ask for help or emotional support through communicating with the father (Bich, Rempel & 

Rempel, 2014).  
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Both participants need to be attentive to each other and sensitive to cues so that they can 

respond appropriately without one team member having to ask the other team member for help 

(Bich, Rempel & Rempel, 2014). Importantly, both players need to encourage, affirm, and 

comfort each other and do their best to work as a team in each situation and day. “The key to 

effective breastfeeding support is of responsiveness to the mother’s needs and respect for her 

autonomy” (Abbass-Dick, Rempel, Rempel, Bich, & Fisher, 2017, p. 11). 

Implications for Intervention 

The specific intervention components considered included: value of a male facilitator, 

teaching and learning experience of the participants, all male group participants, content, 

delivery methods, number of participants in each intervention session, length of intervention 

session, participant handout and resources, and method and timing of outcomes assessment. 

Collectively, previous research supports the decision to have an all-male group facilitated 

by a male peer. In terms of delivering the intervention, previous studies have found that an in-

person group session was successful (Bich et al., 2014; Lovera et al., 2010; Piscane et al., 2005). 

The number of participants per group could potentially affect the learning experience of the 

fathers. From the studies with significant results, group sizes ranged from four to six participants 

(Maycock et al., 2013; Su & Ouyang, 2016). 

Participants in intervention programs experience teaching and learning through their 

interactions with one another and the facilitator. For fathers, interactions with one another may 

be more beneficial in an all-male group than a session directed towards couples together 

(Maycock et al., 2013; Susin & Guigliani, 2008; Pisacane et al., 2005). In a couples group, there 

may be negative effects for women when they participate in an intervention with fathers due to 

social connotation of breastfeeding as sexualized, potentially making the women feel less 
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engaged and/or embarrassed (Henderson et al., 2011). Furthermore, White (2007) identified 

classes aimed solely at fathers as beneficial. Facilitators also impact the intervention group. 

There is some evidence that men like to learn from their male peers and prefer to have a male 

facilitator (Gilmer, Buchan, Letourneau, Bennett, Shanker, Fenwick & Smith-Chant, 2016). Both 

Pisacane et al. (2005) and Wolfberg et al. (2004) used a male peer to lead their intervention 

groups. 

 Literature indicated that the language and words used to educate fathers should be 

positive (Brown & Davies, 2014); words that always reflect support behaviours towards 

breastfeeding teamwork and problem-solving. Thus, the male facilitator held these conscious 

positive breastfeeding values and beliefs and used words that reflected supportive dialogue 

during the session.  

The literature indicates that fathers should be empowered to discuss their decision for 

how to feed their infant (Brown & Davies, 2014; Mitchell-Box & Braun, 2012). Fathers should 

be taught breastfeeding problem-solving behaviours through the use of dialogue and focus that 

consists of positive connotations and experiences of breastfeeding. An intervention facilitator 

should refer to ‘breastfeeding parents’ rather than ‘breastfeeding mother’ to avoid immediately 

excluding the father from the breastfeeding scenario (Sherriff & Hall, 2011). 

Furthermore, an intervention session should be interactive, taught using informal, open 

conversation directed by the facilitator to nurtures open discussion in the group (Wolfberg et al. 

(2004). 

The literature also suggests content for the intervention session. Previous studies support 

teaching fathers the general benefits of breastfeeding (Maycock et al., 2013; Piscane et al., 2005; 

Rempel et al., 2017; Su & Quyang, 2016; Susin & Guilgilani et al., 2008; Wolfberg et al., 2004). 
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They indicate that fathers want to know how to support breastfeeding in real life, useful ways 

(Sherriff & Hall, 2011; Sherriff, Hall, & Panton, 2013; Tohotoa et al., 2009). Fathers should also 

be given a chance to anticipate and manage challenges of feelings of exclusion, jealousy, or envy 

of the mother-infant relationship (Avery & Magnus, 2011; Jordan & Wall, 1990). These 

concerns can be addressed by realigning the focus on the importance of how they can act as a 

breastfeeding team and as members of the parenting team caring for their infant (Rempel, 

Rempel, Khuc & Vui, 2017. 

  Previous studies have also provided evidence that a variety of resources can be useful 

with fathering interventions. Resources that were used in previous studies included: printed 

materials (Abbass-Dick et al., 2015; Cohen et al., 2001; Maycock et al., 2013; Su & Ouyang, 

2016; Wolfberg et al., 2004),  educational breastfeeding videos (Abbass-Dick et al., 2015; Susin 

& Guigliani, 2008; Wolfberg et al., 2004), and website links to information and resources 

(Abbass-Dick et al., 2015).  Print educational materials were the most commonly used resources 

and generally considered of value as a way of reinforcing the learning experience. 

In addition to examples of intervention components, the literature suggests methods and 

time-points for follow-up assessments. Several successful studies used follow-up questionnaires 

that were collected over the telephone (Abbass-Dick, 2015; Lovera et al., 2010; Maycock et al., 

2015; Piscane, et al., 2005; Su & Ouyang, 2016; Susin & Guigliani, 2008; Wolfberg et al., 2004). 

Timepoints for the initial follow-up assessment included two weeks (Wolfberg et al., 2004), one 

month (Su & Ouyang 2016; Susin & Guigliani, 2016), and six weeks (Abbass-Dick, 2016; 

Maycock et al. 2013). These previous studies have noted that one month generally coincides with 

the establishment of breastfeeding. Therefore, understanding the fathers’ behaviours at this one-
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month interval could indicate that the fathers’ behaviours may be linked to the successful 

establishment of breastfeeding. 

In summary, the literature review identified successful fathering interventions and 

provided ideas for the creation of a new intervention promoting father involvement in 

breastfeeding. These successful studies have suggested that fathers prefer to learn in a male only, 

male led learning session that delivers the information in an informal, interactive, open group 

setting, where they are spoken to as valuable team members in the breastfeeding family. Studies 

have indicated that the benefits of breastfeeding and the breastfeeding team concept are valuable 

content. The successful studies have also determined that an intervention session should last 

approximately 60 minutes, and that fathers should be provided with printed materials. The 

appropriate outcome should be assessed when the infant is one month old based on evidence 

learned from prior studies.  

The review of previous intervention studies, descriptive, and qualitative studies provides 

some ideas for how to design an effective father breastfeeding support intervention that may 

encourage fathers to see themselves as part of the breastfeeding team. Thus, the current study 

was designed to test the feasibility of an intervention that aims to increase father support of 

breastfeeding by teaching the breastfeeding team concept. The one time, all male informal 

information session encouraged fathers to discuss ideas for how to uniquely provide 

breastfeeding responsive behaviours towards their partner and infant at home. It was 

hypothesized that: 1) fathers would enjoy the session and find it valuable; and 2) fathers who 

were more satisfied with the one-hour intervention session focused on breastfeeding promotion 

and the breastfeeding team concept, would report being significantly more involved with 

breastfeeding.   



 

 
 

35 

The study also explored whether demographic characteristics of the fathers were 

associated with their overall satisfaction with the intervention session or their breastfeeding 

involvement.  
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Chapter 3: Methods 

Participants 

 Inclusion. Fathers of breastfed infants were recruited into the study, including fathers of 

infants who were combination feeding as well as infants who were fed expressed colostrum or 

breastmilk by syringe, spoon, or cup.   

 Exclusion. Fathers were excluded from the study if their infant was not being breastfed at 

all and who were solely formula fed. Six (11.76%) of the fathers who were approached during 

recruitment were not eligible to participate in the study because their infant was not being 

breastfed. 

 Participant Characteristics. Twenty-one fathers completed the demographic 

questionnaire. The average age of the fathers was 30.52 (SD = 5.37) years old; ages ranged from 

23 to 41 years old. The father’s partner’s average age was 29.48 (SD = 4.91) years old, ranging 

from 23 to 39 years old. All participants cohabited with their partner and mother of their child; 

four of these participants were not married to their partner. Seven of these couples had one child 

together already; six of those children were breastfed. All of the partners of the fathers in the 

study were breastfeeding at the time of recruitment.  

The birth weight of the infants ranged from 1814.37 grams to 4445.21 grams. Eight 

infants were delivered through caesarean sections (38%) and 13 delivered vaginally (62%). 

Seven fathers were unsure when their infant received the first breastfeed following birth (33.3%), 

one father said his infant was breastfed within minutes following birth (4.8%), four reported 20-

30 minutes (19%), one reported 40 minutes (4.8%), two reported 60 minutes (9.6%), one 

reported 90 minutes (4.8%), three reported two-three hours (14.3%), one reported six hours 

(4.8%), and the longest time reported by one father was ten hours (4.8%). Eight fathers reported 
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that their partner received care from the Lactation Consultant (LC) (38%). Four of these 

consultations were offered by the LC (50%), one was requested by the mother (12.5%), and three 

of the fathers did not indicate who initiated the consultation (37.5%). One participant in the study 

was unsure if his wife received any care from the LC (4.8%).  

The 21 participants were from diverse cultural backgrounds: Indian (1), Canadian/Eastern 

European (2), Polish/Ukrainian (1), German/Irish (1), Canadian (2), Lebanese (1), Australian (1), 

Dutch/Canadian (2), Canadian (Native) (3), Chinese (1), Colombian (1), not answered (5). In 

terms of religion, seven participants did not provide an answer to the question. Of the fathers that 

responded, Christianity was the highest-ranking religion (N = 6), followed by two reporting 

Roman Catholic. One father indicated that his religion was Christian/Catholic. One participant 

reported Islam, one First Nations, and three reported to not having a religion.     

Twenty-one participants indicated their annual income. Four participants stated their 

income ranged between $9, 525-$38, 700 (20%), 11 stated their income ranged between $38, 

700-$82,500 (55%), and four indicated their income ranged between $82, 500-$157, 500 (20%). 

When asked what their highest level of completed education was; five fathers indicated high 

school (23.8%), nine reported College (42.9%), five reported University Bachelors (23.8%), and 

two University Graduate (4.5%). All except one of the fathers were employed. Of the 20 

employed fathers, nine reported they are taking parental leave (45%); one is taking a two-week 

paid vacation leave instead. Another father indicated that he will be taking three days off work. 

Of the nine fathers taking parental leave; six are taking a leave for four-six weeks, two are taking 

two-three months, and one is taking seven months.  

The participants were asked to report their partners highest level of completed education. 

One mother completed high school (4.7%), 14 completed College (66.7%), three completed 



 

 
 

38 

University Bachelors (14.3%), and three University Graduate (14.3%). Two of the mothers were 

not employed. Of the 19 employed mothers, two were not taking maternity leave (10.5%).  The 

majority of mothers, 11, were taking 12 months mat-leave (58%). Six mothers were taking 18 

months (31.6%), and one mother is taking three months off (5.3%).  

Sampling Procedures 

The study setting was in a mid-sized hospital in suburban Ontario that accounts for 

approximately 1,500 births annually (BORN, 2018). The study received ethical clearance from 

the Hamilton Integrated Research Ethics Board and the Brock Research Ethics Board.  The 

primary researcher works on the Women and Babies unit but did not care for participant families. 

Fathers of breastfeeding newborn infants were recruited to this study during their stay on the 

Women’s and Babies unit from January to March 2020. Due to COVID-19 restrictions, 

recruitment stopped following the March 12, 2020 intervention session. Posters and recruitment 

flyers were hung on the unit doors that divided the labouring section and the postpartum section 

of the unit, the ice machine/water station door, and the door of the location of the intervention 

session (See Appendix: B and C). The primary nurse of each postpartum family who had given 

birth on the unit was notified by the researcher or research assistant that their patient may be 

eligible to participate in the research study. A one-page form explaining the study was provided 

to all fathers face to face during recruitment (See Appendix: D). During the recruitment process, 

the fathers disclosed their baby’s feeding method to determine eligibility for the study. 

The nurse asked their patient if they were willing to speak with the researcher or research 

assistant. Recruitment took place in the family’s hospital room. Upon receiving consent, each 

father was given a baseline demographic questionnaire to complete by hand. The fathers were 

given as much time or privacy as needed to complete the form. A pen was also provided. The 
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fathers were informed of the two different times available to attend the session. They notified the 

recruiter which time they planned to attend. The intervention session was provided on nine days 

between January and March. Intervention sessions were held in the morning and afternoon at 

10:00 am and 2:00 pm in the family room on the postpartum unit.  

Twenty-one out of 43 eligible fathers agreed to participate in the study (48.83%). Twenty 

fathers attended the intervention session. The one participant who did not attend only completed 

the demographic questionnaire. In order to maintain records of what proportion of fathers were 

eligible to participate in the study, an assignment sheet was used to track uptake of the fathers 

who completed the recruitment process. The list also tracked the reason why each father did not 

participate in the study. Of the 22 fathers who did not participate in the study, the most common 

reason for nonparticipation was because they were not interested (36.36%). The second highest 

reason for nonparticipation was due to the family being discharged home shortly (31.81%). Four 

mothers were the only one in the room, stating their partner was not in hospital for the remainder 

of the day (18.18%). In other cases, the father was busy for undisclosed reasons (9.09%). One 

father was sleeping, left undisturbed by the mother’s choice (4.54%). One participant completed 

the demographic questionnaire and stated he would attend the intervention session; however, did 

not attend. When the facilitator went to his room to remind the participant about the session, the 

father was not available. 

Sample Size and Power 

The target sample size was determined based on the power required to conduct a study 

that included a comparison group. Based on the results of Rempel et al. (2017), the 

responsiveness subscale of the PBIS was expected to be the strongest effect as an intermediate 

outcome of the intervention. In the Vietnam study, the effect size for responsiveness at one 
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month was ƞ2 = .08. A power sample size calculation using alpha .05 and .80 power indicates 

that a similar result was predicted to be found with a sample size of 43 participants per group 

(Jones, Carley & Harrison, 2003). Accordingly, the minimum target sample size for the 

intervention and for a potential control group was 43 participants each. Due to COVID-19 

restrictions, the target sample size could not be met. 

The average number of eligible participants for recruitment each day was estimated based 

on the number of infants born on the unit. Approximately 10 fathers were expected to be 

available each day of recruitment. However, only three to eight fathers were actually eligible to 

participate in the study based on the inclusion criteria. We anticipated a recruitment rate of 

approximately 33% based on the rate reported in the Abbass-Dick et al. (2015) study. Our 

recruitment rate of 49% is higher than expected. One to four fathers were recruited each day out 

of the average of six fathers who were approached for recruitment each day. 

Research Design  

Intervention. The intervention was a one time, one hour, male-led group session for 

fathers regarding the involvement with breastfeeding support behaviours and activities. The 

intervention session setting was chosen to be convenient, easily accessible, and comfortable for 

the participants. The family room on the Postpartum Unit was chosen as the location so that 

fathers who attended were just a few rooms down the hall from their partner and infant. These 

fathers were already in hospital and available to leave their partner for the duration of the 

session. The room had two leather couches, a small table and an entire wall of windows letting in 

light and allowing the participants to see the unit freely.   

The group facilitator was a male masters graduate student who had a Bachelor in Health 

Sciences degree. He was provided with a Facilitator Manual which contained the information 
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necessary for the intervention (See Appendix: E). The manual was designed to cover the benefits 

of father involvement in breastfeeding support and the breastfeeding team model. The manual 

provided general principles for running a small group intervention session and how the facilitator 

was expected to model his behavior and attitude for the group. The facilitator used encouraging 

body language and tone of voice as well as words and was aware of people’s reactions and 

feelings and responded appropriately. The facilitator used language that consisted of positive 

conversation about father’s role in breastfeeding. For example, to demonstrate the fathers’ 

importance in the role of the breastfeeding family the facilitator used the language ‘breastfeeding 

family’ opposed to only using the term ‘breastfeeding mother’.  The facilitator was also advised 

to ask open-ended questions and control his own bias. Example answers were provided in the 

manual for handout questions so the facilitator could be prepared with ideas. The facilitator 

studied the manual, then practiced facilitating the group session in person with the researcher, 

supervisor, and a male researcher. After three practice sessions, it was evident that the facilitator 

could appropriately lead the group sessions based on his confidence with the material, his 

language choice and ability to foster ongoing discussion. 

In the study, the group session required a minimum of one participant and a maximum of 

six per session. The intended session was structured to complete the learning within 60 minutes. 

The session could extend beyond 60 minutes up to 90 minutes when the conversation was still 

active and appropriate. Group members and the facilitator decided the timeline based on the flow 

and participation in the discussion. The intervention session was conducted using informal, open 

conversation directed by the facilitator similar to the style of the intervention by Wolfberg et al. 

(2004). 
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The length of intervention session times was important to consider. In previous studies, 

intervention sessions lasted from 15 minutes (Abbass-Dick et al., 2015) to 120 minutes 

(Maycock et al., 2013; Susin & Giugliani, 2008; Wolfberg et al., 2004; Bich, et al., 2014; Cohen 

et al., 2002; Piscane, et al., 2005; Su & Ouyang, 2016). Positive effects were found with different 

session lengths. Thus, previous studies have not provided clear evidence indicating the required 

length of an effective intervention session but suggest that an average duration of 60 minutes is 

reasonable. 

The session content included a brief discussion of the benefits of breastfeeding. At the 

beginning of the session, fathers were provided with information such as the current 

breastfeeding health and nutrient target for infant developmental recommendations (WHO, 

2008), and other benefits to infant, mother, and household finances.  

         The group discussion led by the facilitator introduced fathers to the idea that they can give 

direct and instrumental support, for example, by waking up at night with their partner to feed 

their infants as well as helping with diapering or changing their infant’s clothes before or 

following feeds. Fathers were introduced to encouraging behaviours to show appreciation and to 

give praise to their partner for breastfeeding, for example by saying to them, ‘I appreciate the 

time and effort you have put into feeding our baby this morning’, or ‘You are doing such a 

wonderful job breastfeeding our baby, he is so lucky to have a great mother like you’. Finally, 

fathers were introduced to specific responsive behaviours that are sensitive to their partners’ 

needs. For example, fathers were asked how they could show their comfort with breastfeeding in 

public and how they could help their partner feel comfortable too. Another example included 

fathers paying attention to how much and to how their partner wants them to participate in 
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breastfeeding (Rempel, & Rempel, 2011). The fathers were encouraged to identify ways in 

which they can specifically show responsiveness at home. 

The use of the volleyball breastfeeding team concept was intended to help fathers 

understand the concept of working together to maintain breastfeeding success. It was 

intentionally taught so that the fathers understood the concept behind communicating and 

knowing when to select an appropriate action that demonstrates trust and results in coordinated 

efforts that are flexible and adaptable to each unique breastfeeding experience.  

Another component of the intervention was a menu of topics that was adapted for the 

intervention based on the literature that explored the views of fathers. This included a discussion 

on concerns with breastfeeding in public, feelings of exclusion, jealousy, or envy of the mother-

infant’s relationship, problem-solving, and overcoming difficulties. Additionally, open 

discussion time was made available following the main content for fathers to share concerns, 

fears, or advice to the group.  

A handout was created for the study based on the content of the session (See Appendix: 

F). The handout consisted of a double-sided sheet with information that defines the breastfeeding 

team concept in point-form. Four questions were written on the handout to help the fathers think 

of real-life ways in which they could practice responsive breastfeeding support behaviours. The 

questions were: What does your partner want or need you to do to help with breastfeeding? What 

would be helpful? When might she not need your help? List what activities you can do to be 

involved in successful breastfeeding. The facilitator introduced the handout to the group at the 

beginning of the session and provided each father with a clipboard and pen. The facilitator 

continued by explaining that each participant could fill in answers to the questions through group 

conversation or comments from the facilitator and then share their answers with the group. The 
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handout also highlighted two links to community recourses printed at the bottom of the back 

page.  

Measures  

Baseline Demographics Variables. All participants completed a baseline demographic 

questionnaire at the time of recruitment. The Demographic Questionnaire included the 

participant’s age, education, occupation, cultural background, relationship status with the 

mother, household income category, number of children in the family, level of education, 

parental leave, and lactation consultant care (See Appendix: G). 

Process Evaluation. Process evaluation was used to determine the degree to which the 

program activities did what was intended to be done and reached the targeted population; fathers 

of breastfed infants (Kuliukas, Hauck, Jorgensen, Kneebone, Burns, Maycock, and Scott (2019).  

A process evaluation questionnaire was developed by the researcher to be completed by 

the fathers following the intervention group session promptly after their completed session (See 

Appendix H) to measure their satisfaction with the session. The process evaluation questionnaire 

determined how much fathers agreed with statements such as, “the session was well organized”, 

and “I believe I will be more involved in breastfeeding support with my partner” based on a 5-

point Likert scale. 

Fidelity and adherence of intervention implementation measures to what extent the 

program was implemented as intended (Breitenstein, Gross, Garvey, Hill, Fogg & Resnick, 

2010). To assess whether each session’s material was as close to the direction of the facilitator 

manual as possible and covered each session similarly to the others, the facilitator completed a 

Facilitator-Group Session Outline (Appendix I) during each session that indicated what was 

‘covered’ and ‘discussed’. The ‘discussed’ option was indicated with a checkmark when more 



 

 
 

45 

than 50% of the group members are actively participating in group discussion on this topic/main 

point. This includes sharing their thoughts, opinions, past experiences, concerns, or any 

comments. This also includes when the participant is asking questions further into the topic to 

cover more depth. No selection indicates that the topic/main point was not covered at all in the 

session. 

Reach is the proportion of the target audience that comes into contact with the 

intervention (CDC, 2011). The number of infants on the unit during the days of recruitment 

compared to how many fathers participated in the intervention (daily measurement) was used to 

determine the proportion of infants whose father received the intervention.   

Partner Breastfeeding Influence Scale 

The PBIS questionnaires were completed over the telephone by fathers one month after 

their infant’s birth. Eleven fathers completed the PBIS follow-up, which represents a 48% loss to 

follow up. The researcher completed the questionnaire with the participant. To avoid or reduce 

outcome assessment bias the researcher did not have a role in recruiting the participants (Moher 

et al., 2010). The researcher was a nurse on the unit, therefore, it was important to avoid the 

potential that fathers may agree to participate in the study to look good for the researcher. The 

Partner Breastfeeding Influence Scale (PBIS) was used to measure breastfeeding involvement. 

The PBIS was developed by Rempel et al. (2017) to measure the behaviours and activities of 

fathers that could potentially influence maternal breastfeeding outcomes. The scale was 

developed from a secondary content analysis of Rempel and Rempel’s (2011) exploratory study 

of 21 involved fathers who were interviewed regarding their fathering experience and roles in the 

breastfeeding family, and how fathers may influence maternal breastfeeding. Several categories 

of behaviours that fathers can use to engage in and support breastfeeding were identified: 
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becoming breastfeeding savvy, directly supporting the mother in the breastfeeding moment, 

providing various forms of instrumental support, and valuing her with direct expression of 

appreciation and affirmation (Rempel et al., 2017). 

The PBIS asks fathers to indicate how often they are engaged in certain behaviours on a 

5-point Likert scale. The scale ranged from 0 = not at all, to 4= very often. Within the PBIS, five 

subcategories, Breastfeeding Savvy, Helping, Appreciation, Breastfeeding Presence, and 

Responsiveness, differentiate specific types of activities for fathers to be involved in 

breastfeeding.  

Each subcategory is represented by specific questions within the PBIS. The Breastfeeding 

savvy (1, 3, 10, 11, 14, 15, 23, 30, and 31) subscale is defined as the fathers learning and sharing 

of breastfeeding knowledge. Two statement examples for fathers to indicate how often they are 

engaging in breastfeeding savvy behaviours included in the PBIS are; “Tell your partner your 

opinion about how long you think that she should breastfeed”, and, “Learn more about 

breastfeeding by reading books or articles on breastfeeding”. Direct and tangible support is 

represented by the Helping (4, 7, 9, 16, 17, 28, and 29) subscale and is represented by statements 

like, “Give something up to make breastfeeding easier”, and, “Help out with breastfeeding at 

night”. The Appreciation (12, 18, 19, 22, 32, and 36) subscale measures valuing and encouraging 

behaviours towards the breastfeeding mother. The following two statements illustrate a 

measurement of appreciation; “Show appreciation that your partner is breastfeeding”, and, 

“Praise your partner for breastfeeding and let her know that what she is doing is a beautiful, 

worthwhile thing”.  

A subscale measuring in which domain fathers provide assistance during breastfeeding is 

devised as Breastfeeding Presence (5, 6, 13, 20, 21, and 24). An example of two indicators for 
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how often fathers are engaging in the behaviours are, “Quietly share time and watch or hold your 

partner during breastfeeding”, and, “Show pleasure and satisfaction when your partner is 

breastfeeding”. The final subscale in the PBIS is the Responsiveness (2, 8, 25, 26) subscale, 

addressing sensitivity to maternal needs and decisions she makes includes questions like, 

“Respond sensitively and positively to sexual issues”, and “Show your comfort with 

breastfeeding in public and help her feel comfortable too”. Rempel, Rempel and Moore (2017) 

found that responsive behaviours such as behaviours sensitive to mother’s needs predicted 

positive breastfeeding outcomes.  

 Rempel et al. (2020) tested and used the PBIS with fathers participating in a research 

study in Vietnam. The scale was found to be reliable and valid. As the intervention in the current 

study is modelled after the group sessions used in the Rempel et al. (2020) project, the PBIS was 

used to maintain continuity of measurement and give sustenance in strengthening the reliability 

and validity of the scale itself.  

Breastfeeding Outcomes 

The breastfeeding outcome measured was breastfeeding status at one month from birth. 

To collect this data, at the one month follow up call, fathers were asked, “Is your baby still being 

breastfed?”.  

Data Analysis 

Data was entered into SPSS (Arkkelin, 2014). Content analysis was conducted on open-

ended questions. Descriptive statistics were calculated for the PBIS and process evaluation 

analysis measures. Pearson correlations were run between the age of father, previous children, 

method of delivery, previous children breastfed, father education, length of parental leave, time 

before first breastfeed and care from a LC between the PBIS subscales. Each comment was read 
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and coded into a pattern of system classification as subjective feedback from the fathers who 

attended the intervention. 
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Chapter 4: Results 

Intervention Fidelity 

 From January to March nine intervention sessions were provided to fathers who met the 

inclusion criteria. Each session consisted of one to three fathers, lasting approximately 60 

minutes. No session lasted up to the 90-minute maximum time allowed.  

The Facilitator-Group Session Outline (See Appendix: I) was completed by the facilitator 

following each intervention session. All key points during every session were checked off as 

‘covered’. Five group sessions included a more thorough conversation within the group, 

identified by selecting the ‘discussed’ option for some topics. The groups who ‘discussed’ 

certain topics more consisted of either two or three participants. Most commonly ‘discussed’ 

topics were the breastfeeding team concept, breastfeeding team responsive behaviours, 

overcoming breastfeeding difficulties, and feelings of exclusion, jealousy or envy. All other 

remaining topics were discussed about the same amount. 

The number of participants in each group session appears to have altered the depth of 

discussion. For groups sizes of three, every session ‘covered’ and ‘discussed’ all key points of 

the intended learning for the session. For groups of one, all areas were ‘covered’ and commonly 

the Breastfeeding Team- Responsive Behaviours section was ‘discussed’ between the facilitator 

and the single participant. The topics and questions in that section are intended to spark 

conversation and encourage brainstorming so that the participant can fill out his ideas on his 

handout. Therefore, it was appropriate that topics were ‘discussed’ together between facilitator 

and participant since there were no other fathers to have a conversation with. The final portion of 

the Facilitator-Group Session Outline was a blank space for open-ended notes. No comments 

were written in the space provided. 

Process Evaluation 
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Immediately following the conclusion of the intervention session, the participants were 

provided with a process evaluation questionnaire. The questionnaire consists of nine questions 

that were measured on a five-point Likert-scale with a score of one, indicating an evaluation of 

‘strongly disagree’ to a score of five, indicating an evaluation of ‘strongly agree’.  

The process evaluation overall average score was ‘strongly agree’ (M = 4.74, SD = 0.46). 

The following summary will indicate an average participant response for each of the nine 

questions in the process evaluation (Refer to Table 2). The average response to the statement, 

‘the group provided a welcoming environment’ was ‘strongly agree’ (M = 4.79, SD = 0.42). The 

average response to the statement, ‘the room was easily accessible and comfortable’, was 

‘strongly agree’ (M = 4.95, SD = 0.23). The average response to the statement, ‘the session was 

well organized’, was ‘strongly agree’ (M = 4.74, SD = 0.56). The average response to the 

statement, ‘I feel safe when providing my opinion in the group’, was ‘strongly agree’ (M = 4.95, 

SD = 0.23). The average response to the statement, ‘the group was relevant to my life as a father 

with a breastfeeding infant’, was ‘strongly agree’ (M = 4.73, SD = 0.45). The average response to 

the statement, ‘I have learned useful information today that I will use at home to support my 

partner breastfeeding’, was between ‘agree’ and ‘strongly agree’ (M = 4.58, SD = 0.69). The 

average response to the statement, ‘I believe I will be more involved in breastfeeding support 

with my partner’, was ‘strongly agree’ (M = 4.68, SD = 0.48). The average response to the 

statement, ‘an on-going father led group that continues to meet after fathers leave hospital would 

benefit fathers being involved in breastfeeding’, was ‘agree’ (M = 4.32, SD = 0.75). The average 

response to the statement, ‘the group leader effectively answered my questions’ was ‘strongly 

agree’ (M = 4.89, SD = 0.32). The process evaluation overall average score was ‘strongly agree’ 

(M = 4.74, SD = 0.46).  
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The questionnaire also included three open-ended questions. When the fathers were 

asked, ‘what did you like most about the group session?’, they identified that they enjoyed 

sharing their opinions and stories. One father stated, “It was great to hear the experience of other 

dads. Good to get a refresher on how to support my partner” (P17). Fathers stated that they felt 

like they could participate freely in the group discussion because it was a, “…good atmosphere” 

(P6), describing it as, “friendly” (P8), and, “very comfortable and welcoming” (P12). with 

“…honest, open responses from other participants” (P11) 

Fathers thought the location of the session being in hospital made it easy to attend. One 

father went on to say in person, “I couldn’t turn the information session down because I knew I 

would learn something to help my family and it was so easy to walk down the hall, only a few 

steps away from my wife and newborn daughter” (P11). Fathers also liked the illustrations 

provided as an icebreaker (See Appendix: J). The fathers particularly liked the picture of the 

infant bench-pressing weights with his father. This picture sparked laughter and nurtured the 

beginning of conversation amongst the group. 

The fathers appreciated the information provided. Another father said that what he liked 

most about the session was the, “Helpful information from the instructor and other fathers in the 

room” (P15). A second time father recognised the new learning he experienced. “Although I felt 

well prepared before this session, I learned valuable information to deal with [mine] and my 

spouses stress and need for happiness” (P17). At one month, this father in particular also 

reported that he ‘very often’ practiced the majority of the breastfeeding behaviours discussed in 

the group session. Another father made a remark about his appreciation for the learning session 

by stating that it was very comfortable, that there was a lot of useful knowledge and that he liked, 

“how fathers can come together, and all share different opinions in a group” (P20). Another 
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father stated that, “Sharing each other’s stories, viewpoints, [and] helpful cues” (P16), was what 

he liked most about the group session.  

When fathers were asked, ‘what did you like the least (about the group session)?’, eight 

participants did not answer. One father responded with the answer, “nothing” (P3), and another 

father stated that he would have liked snacks to be provided for the session. One father felt it was 

challenging to concentrate during the session after not sleeping all night and linked that to one of 

the struggles with having a newborn infant. Another father stated, “Maybe more information 

about what I need to do” (P16). Three fathers indicated they would have liked more participants 

in a group session. These three fathers were all in different sized group sessions. Of those three 

groups; one group had only one participant, one had two participants, and one had three 

participants. The average group size was two participants, with the group sessions having a 

minimum of one participant to a maximum of three participants in any given session. One group 

recruited four fathers, yet only three attended. When the facilitator checked on the fourth father, 

it was discovered that he left the hospital for the day. One father who commented that he would 

like a larger group size also indicated that he liked that he was the only participant in his group. 

Furthermore, he indicated that he ‘strongly agreed’ with each process evaluation question and 

even wrote the number six on his page and circled the six to indicate an extreme amount of 

agreeance that the group was relevant to his life as a father with a breastfeeding infant and that 

the group leader had effectively answered his questions. 

The final question asked, ‘how can we improve the program?’ Nine fathers left the 

answer blank. The fathers who answered recommended having more fathers in a group session, 

offering the program before birth, and providing snacks. One father wrote a positive message; 

“Keep doing what you're doing, unique program. Best of luck” (P8). 
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Partner Breastfeeding Influence Scale 

 At one month, the participants were asked if their partner was still breastfeeding their 

infant. Eleven of the infants whose father completed the follow up portion of the study were 

reported to still being breastfed at one month of age (91%). One father indicated that 

breastfeeding was replaced by formula feeding two weeks following birth.  

The PBIS was measured on a five-point Likert-scale from 0 = ‘not at all’ to 4 = very 

often’. Out of all the subscales, Responsiveness had the highest average score (M = 3.45, SD = 

0.45), and Breastfeeding Savvy has the lowest (M = 2.89, SD = 0.63). The findings for the 

remaining subscales were as follows: Helping (M = 3.27, SD = 0.63), Appreciation (M = 3.30, 

SD = 0.49), and Breastfeeding Presence (M = 2.97, SD = 0.67).  

There were significant positive correlations between the PBIS total score and the 

subscales within the PBIS; Breastfeeding Savvy, r(11) = .889, p < .001, Helping, r(11) = .838, p 

< .001, Appreciation, r(11) = .816, p < .002, Presence r(11) = .933, p < .001. There were 

significant positive correlations between Breastfeeding Savvy and Helping, r(11) = .639, p < 

.034, Appreciation, r(11) = .671, p < .024, and Presence, r(11) = .745, p < .008. There were 

significant positive correlations between Helping and Appreciation, r(11) = .664, p < .026 and 

Presence, r(11) = .828, p < .002. There was a significant positive correlation between 

Appreciation and Presence, r(11) = .715, p < .013. Responsiveness was positively, but not 

significantly, correlated to the PBIS. 

There was a significant positive correlation between the PBIS total score and the overall 

process evaluation score, r(11) = .756, p = 007. There was a significant positive correlation 

between the process evaluation average score and Breastfeeding Savvy, r(11) = .664, p < .026, 

Helping, r(11) = .608, p < .047, and Presence, r(11) = .718, p < .013.  
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Correlations Between Study Variables  

            Several relationships were examined to determine if participant characteristics potentially 

affected satisfaction with the session or the PBIS scores. No significant correlations were found 

between overall happiness with the session and the age of father, father education, method of 

delivery, previous children, previous children breastfed, length of parental leave, time before first 

breastfeed and care from a LC. Similarly, there were no significant correlations between the 

PBIS and the age of father, father education, method of delivery, previous children, previous 

children breastfed, length of paternity leave, time before first breastfeed and care from a LC.  
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Chapter 5: Discussion 

This study was designed to test the acceptability of an in-hospital education session for 

fathers regarding the breastfeeding team concept and the effect of satisfaction with the education 

in terms of fathers’ breastfeeding support behaviours. Fathers noted that the session provided 

relevant, useful information that they intended to use at home to become more supportive of 

breastfeeding. Fathers reported that they liked the convenience of the location and the easiness to 

attend the session. They liked the icebreakers and the conversation between the participant and 

facilitator as well as the conversation amongst the group. Fathers also liked the content, which 

was chosen to honor and recognize fathers as valuable team members in breastfeeding decision 

making and the breastfeeding experience with their family. The study found a positive 

relationship between fathers’ overall satisfaction with the intervention and reports of greater 

father breastfeeding support behaviours. 

The Intervention 

 The intervention in this study aimed to encourage fathers to see themselves as part of the 

breastfeeding team. This study also aimed to provide fathers with the learning that previous 

research suggested that fathers wanted. Fathers had revealed that they want to be recognised in 

the breastfeeding equation as a supporter and as a participant in the experience (Brown & 

Davies, 2014; Sherriff et al., 2013). Fathers had reported that they feel like they are not included 

in breastfeeding decisions or experiences by health care professionals (Brown & Davies, 2014). 

Fathers wanted to know how to better support their partner with breastfeeding (Sherriff & Hall, 

2011) in ways that reflect real day to day living situations (Brown & Davies, 2014).   

Thus, during the intervention session it was essential to remind fathers of their 

significance in the breastfeeding team and teach them how to support breastfeeding in ways that 
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are responsive to their partner’s needs. To attempt this, the session was designed to incorporate 

the learning objectives expressed by fathers in prior literature.  

The intervention session was designed to be an open group where fathers could share 

their ideas with other fathers. Fathers worked together or individually to come up with their own 

unique ideas of responsive breastfeeding support behaviours specific to their infant and partner 

in daily living situations. The fathers were provided with a handout at the beginning of the 

session. The breastfeeding team concept was explained in detail to the fathers by the facilitator 

and was also included on their handout, clearly indicating each component of the concept. This 

was intended to be used as a quick reference when at home, and as a learning tool during the 

session. The handout was designed to be used during the session as a worksheet where the 

fathers wrote out their specific ideas. For example, one question stated, “How can you work 

together with your partner if she is having a problem with breastfeeding?” The fathers worked 

together or individually to develop an answer that would work in their family dynamic—a real-

life idea for how to support breastfeeding that they intended to practice. A second time father 

recognised the new learning he experienced and was able to understand that breastfeeding was 

more than the mechanics of the mother, baby and her breast. The father learned that 

breastfeeding was a team effort and that his role impacts the team. 

The intervention session also addressed the fathers’ potential concerns about missing an 

opportunity to bond with the infant that their partner gets when she breastfeeds (de Montigny et 

al., 2016).  Positive language was used and participants brainstormed ideas about alternative 

strategies to bond with their infant, even though they cannot directly feed them. Different ways 

in which fathers can be intimate with their infant without bottle feeding were discussed as a 
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group. This type of group environment offered the opportunity for fathers to openly and honestly 

talk about bonding with their infant. The fathers were able to come up with ideas together.    

The session was designed to accommodate how men prefer to learn. There is some 

evidence that indicates that men like to learn from their male peers and prefer to have a male 

facilitator (Gilmer et al., 2016). Therefore, the fathers were recruited by a male facilitator who 

also led each intervention session. Fathers reported that they felt the atmosphere was comfortable 

and welcoming which made them feel like they could participate in group discussion openly. The 

fathers felt safe and that other participants were providing open and honest answers to the group. 

The fathers appreciated listening to the other fathers’ experiences and discussing ideas together. 

They found it helpful to problem solve together as a group and support each other during the 

discussion. The session provided fathers with the opportunity to learn useful information as first 

time fathers (60%) and as a refresher for those with older children (40%).  

Group Size. The group sizes varied from one (10%) to three (20%) participants. The 

group size likely affected the educational experience. When the session involved only one 

participant, he was conversing solely with the facilitator. That participant will have received the 

intervention differently than participants who had one or two other participants joining them in 

the discussion, plus the facilitator leading them in their discussion. More participants could have 

potentially meant the opportunity for more depth during the discussion, greater quality of 

disclosure of experiences between participants, and more new ideas. However, it was evident 

that fathers enjoyed the session regardless of how many participants were in the group.  A 

participant who was the only father in the session still rated that he highly enjoyed it, although he 

claimed he would have preferred a larger group.  
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The timing of discharges from the unit may have also impacted the number of fathers 

able to attend the session. Several of the fathers who were approached for recruitment indicated 

they could not attend because they were leaving shortly as their infant had just been discharged 

home. The discharge process is unpredictable as it is directed by the paediatrician on call, who is 

also in charge of all infant and childcare for the hospital, therefore, discharges can occur at any 

time of the day and often in groups of patients at one time. 

Another reason for lower participation could have been fathers’ need for nourishment. 

One father indicated that he disliked that there were no snacks provided during the group session. 

Perhaps, providing nourishment or a stipend would have encouraged a higher participation rate.  

 One Time Session vs On-Going Sessions. Fathers liked the in-hospital group session 

and were supportive of an on-going group session. On the process evaluation, this question 

received the lowest score; although most fathers still rated it highly. One potential reason for this 

opinion may be that the fathers enjoyed the learning session and thought they could continue to 

learn more ways to continue being supportive  

If an ongoing session is created, some barriers to recruiting and engaging fathers in to 

fathering programs are important to consider. Previous studies have identified that fathers have 

negative perceptions about fathering programs which leads them to often perceive programs as 

intrusive, not relevant or too demanding on their time (Axford, Lehtonen, Kaoukji, Tobin, & 

Berry, 2012). Flynn-Bowman (2019) struggled to recruit fathers into a father involvement 

intervention. One participant in the Flynn-Bowman study noted that fathers may have the 

impression that only fathers who were lacking in their involvement needed to participate in the 

extra learning opportunity. This suggests that it is possible that some of the fathers in the current 

study who were less interested in participating may have viewed themselves as supporters of 
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breastfeeding already and that the information provided in the session would be irrelevant or not 

beneficial to their life.  

Whittaker and Cowley (2012) identified that the benefits to the fathers of a father 

involvement program must be clearly presented in order to outweigh any costs they perceive of 

engaging in the program. Therefore, it is likely that the fathers who decided to attend the 

intervention session in the current study perceived that the benefit of learning the content 

outweighed the cost of attending. This could also potentially mean that fathers view 

breastfeeding education sessions beneficial due to the cost of time it takes to attend. 

Comparison to Previous PBIS Research. The PBIS was used to explore the extent to 

which fathers’ specific behaviours influenced maternal breastfeeding outcomes based on the 

scale created by Rempel & Rempel (2011). Thus, it is useful to compare the findings of this 

current study to previous research that has explicitly used the PBIS. 

Rempel, Rempel, and Moore’s (2017) paper consisted of two studies where father 

participants from southern Ontario who had an infant within the previous 12 months completed 

the PBIS questionnaire. A comparison of the PBIS subscale means of the two studies in Rempel 

et al.’s (2017) paper to the means of the current study found that the two previous studies’ 

subscale means are consistently lower than the subscale means found in the current study (See 

Table 3). The pattern of the means in the current study is most similar to the means in Rempel et 

al.’s (2017) study two, with Savvy as the lowest rated subscale and Responsiveness as the 

highest. In this current study, it was found that the Responsiveness subscale had such a high 

average score that it could potentially mean that the study offered an intervention that may have, 

in fact, taught fathers responsive breastfeeding supportive behaviours that they then practiced 

within the first month of their infant’s life. It was also found that fathers who were more satisfied 
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with the intervention session practiced more supportive behaviours from all the subscales, 

although the Responsiveness correlation was not significant. One posible reason for this may be 

that the standard deviation for the Responsiveness mean is relatively small, potentially reducing 

the size of the correlation between satisfaction with the session and reported Responsiveness.  

Still, these findings may represent the impact for changed behavior as the fathers actually learned 

what was intended to be taught in the session.    

 The sizes of the intercorrelations between the subscales in the current study are also very 

similar to those found in the Rempel et al. (2017) paper, especially study two. There were 

significant correlations between PBIS subscales in the current study: Savvy and Helping, Savvy 

and Appreciation, Savvy and Breastfeeding Presence, Helping and Appreciation, Helping and 

Breastfeeding Presence, and Appreciation and Breastfeeding Presence.  

Similar to study two, the Responsiveness subscale for the current study has a moderate 

correlation with the PBIS. The sample size is small, resulting in the lack of statistical 

significance for these correlations. Still, the size of the correlations between Responsiveness and 

other subscales in this study are similar to those in the Rempel et al. (2017) study two (N = 82) 

and would have been statistically significant if the sample size was larger. 

In the paper by Rempel et al. (2017), Responsiveness was found to be the most frequently 

demonstrated behaviour that consistently influenced positive breastfeeding outcomes and 

Responsiveness was uniquely predictive of breastfeed satisfaction and duration. In the Saving 

Brains Vietnam intervention study (J. Rempel et al., 2020) it was found that every type of 

support behaviour made a difference, but Responsiveness had an additional influence over and 

above everything else. Importantly, all support behaviours made a difference when done in a 

responsive way. Responsiveness uniquely predicted the intervention effect of longer exclusive 
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breastfeeding. Furthermore, it was demonstrated in the Saving Brains study that greater 

Responsiveness was also uniquely associated with increases in relationship satisfaction following 

the breastfeeding team intervention (Rempel et al., 2020). Stronger, happier, and healthier 

relationships result when fathers communicate effectively and work together with their partner. 

In both studies, Vietnam and Canada, fathers need to provide responsive behaviours sensitive to 

maternal needs.   

Limitations 

 There are several real and potential limitations to the study. First, due to COVID-19, the 

recruitment phase ended abruptly, leaving the study with 21 participants who signed consent, and 

20 who attended the intervention. Recruitment commenced as fast as projected and would likely 

have met the recruitment target in the absence of the COVID-19 pandemic response. Due to the 

fact that the fathers were interested in participating in the study and attended the intervention 

sessions, it is highly disappointing for the recruitment to have stopped suddenly.  It appears that 

the intended number of 43 participants for the study was feasible.  

 The total number of participants lost to attrition at four weeks was 48%, more than the 

loss to noncompliance and nonparticipation found in Abbass-Dick et al.’s (2015) study. One 

potential reason for loss to follow up could also be related to the COVID-19 pandemic response. 

The pandemic immediately changed life and work for all Ontarians. Ontarians were encouraged 

to stay home. The purpose, to avoid any setting where people congregate, was to protect 

Ontarians from coming in contact with someone who may have the potentially life-threatening 

virus. Schools, churches, government offices and most workplaces were closed until further 

notice. Many workplaces adjusted the work requirements so that people could work from home. 

This affected fathers work-life balance and financial security. Some fathers even lost their job. 
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These changes may have limited some fathers’ ability or desire to talk on the phone for follow-

up data collection. There is a possibility that fathers did not want to add more into their busy or 

stressful current situation. Two of the participants’ partners answered the phone indicating a 

variety of reasons why they could not come to the phone. Both were related to the participants 

work hours. Even though some women answered the phone, and potentially passed the message 

along, neither father called the researcher back. Fathers were busy; taking the time to talk to the 

researcher was not a priority over their work and family responsibilities. 

Another potential reason for high attrition in this study could be the follow up method. In 

this current study, follow up phone calls that were more persistent over a longer period of time 

than 24 hours with only one voicemail left on the first phone call may have decreased the 

number of participants lost to attrition. Perhaps if the researcher had called every other day for 

one week, leaving voice mails each time, there may have been greater follow up success.  

Another limitation to the study was the omission of a breastfeeding exclusivity outcome 

measure. Because breastfeeding exclusivity was not measured in the current study, relationships 

between breastfeeding support and breastfeeding outcomes that have been found to be significant 

in previous intervention studies could not be examined. In the Saving Brains Vietnam study, the 

authors found that Responsiveness was uniquely indicative of exclusivity (Rempel et al., 2020). 

The fathers in the current study reported highly responsive behaviours but the study was not able 

to determine whether those behaviours improved breastfeeding exclusivity. Thus, a measure of 

exclusivity would be valuable to add into future intervention studies. 

Future Direction 

 It would be beneficial to conduct this study again when COVID-19 pandemic response 

restrictions have ended. The rate of recruitment was promising. There is great potential to recruit 
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as many fathers as necessary to have a large sample size with more power for the study. In terms 

of follow-up in future studies, it would be valuable to have data collected at one, four and six 

months after birth, since the target for infant nutrition is to be exclusively breastfed until six 

months of age (WHO, 2003).  

This feasibility study did not have a control group. However, future studies would benefit 

from having a control group. A control group could have enabled testing to determine if the 

content taught to the intervention group fathers actually increased the frequency of their reported 

breastfeeding support behaviour and, in turn, supported breastfeeding duration and exclusivity. 

  There are some potential practice implications for the study. Consideration for testing the 

feasibility of an intervention that is an ongoing, one-time group session for fathers at the hospital 

may be beneficial. Fathers enjoyed the session, and at minimum, started having conversations 

about the importance of their role in the breastfeeding team. At a minimum, fathers could be 

given a hand-out similar to the hand-out provided in the study about breastfeeding supportive 

behaviours and the breastfeeding team at the time of admission to hospital. Fathers currently do 

not have any literature specific to them or their learning at the hospital. If literature is provided, a 

father could review it while his partner is labouring or following delivery. 

Changes could be made by health care professionals to include fathers in breastfeeding 

education at the bedside. To encourage and support nurses to include fathers while still in 

hospital, a potential area for change could be updating the nursing charting system. The charting 

system at the hospital could be updated to include fathers in nursing checklists regarding 

breastfeeding education, moving beyond the focus on just mother and infant as a dyad and into 

the breastfeeding team concept.  
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There also is potential to include new charting options regarding father breastfeeding 

health teaching in nursing postpartum care charting on the ItelliSpace Perinatal Information 

System (ISP). ISP is an obstetrical information management program designed to capture all 

obstetrical care provided through antepartum visits, delivery, and postpartum period in a venue 

designed for interdisciplinary documentation on a comprehensive clinical record for mother and 

infant together (Phillips, 2018). The charting is often used as a check mark system, selecting 

items as you complete them. If father breastfeeding education was added to this list, it would 

result in an hourly reminder to make sure the father of the infant was involved in the 

breastfeeding process. New charting options would alert the nurse to indicate his/her interactions 

with the fathers and what types of breastfeeding health teaching they provided to their patient. 

Specifically, the nurse could select the box with her mouse that states, ‘father was present at time 

of breastfeed’, ‘father was included in education about breastfeeding’, and ‘father actively 

assisted with infants breastfeed’. There is also an option to write out full sentence charting for 

any occasion that requires more detail than simply selecting a box option.   

Physicians and LC’s also use this charting system, therefore enabling interprofessional 

charting communication. Education provided by nurses, LC’s, and physicians into usual care 

should, ideally, always include the fathers in the breastfeeding learning at the bedside from birth 

until discharge. Once discharged from the hospital, fathers often attend LC appointments with 

their partner, especially if their infant is having breastfeeding difficulties. If their infant must 

return to the hospital for bilirubin testing in the Bilirubin Clinic on site, continued support and 

education for effective breastfeeding team work could be provided to fathers at those 

appointments. The fathers could be included as a valuable team member from the beginning of 
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their infant’s life throughout all hospital or physician-related encounters, and this teaching could 

be captured through charting during each experience. 

Conclusion 

  Fathers want to learn how to support their partners better in ways that reflect real life 

situations. When fathers attended the one-hour group session led by a male peer and learned the 

breastfeeding team concept, they indicated that they enjoyed the session and practiced 

responsive behaviours to support breastfeeding. An effective method to reach the global nutrient 

target of exclusive breastfeeding for six months and increase breastfeeding outcomes is to teach 

fathers how to support mothers in ways that are sensitive and responsive to her needs.  

Moreover, if this intervention was provided more widely, it could have many other 

benefits. One benefit may mean happier and healthier family life. When the fathers are 

introduced to healthier more supportive ways of communicating and working together with their 

partner, stronger and happier relationships may transpire. The breastfeeding team dynamic 

teaches fathers to work in coordinated efforts and be ready to do whatever is needed. To be 

successful at working together as a team, the couple must pay attention to one another, 

communicate openly and be adaptable to all situations. At the very least, the introduction to the 

breastfeeding team commences a conversation about breastfeeding and working together in all 

areas of parenting.  

It is important to include fathers in the teaching about breastfeeding so that mothers 

ultimately feel supported and exclusively breastfeed for longer which is optimal for infant health 

worldwide. This feasibility study contributes to the expanding knowledge regarding ways to 

provide education to fathers by showing that fathers like the idea of being offered a one-time 
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learning session in a hospital setting while still inpatients on the birthing unit following their 

infants’ birth.  
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Table 1: Summary of Intervention Studies 

Authors Study 
Design 

Type of Intervention Tested Outcomes (including if 
statistically significant) 

Types of 
Behaviours 

Bich & Hoa, 
Malqvist 
(2014) 

Quasi-
experimental  

Multifaceted: 
• Mass media communication through 

community loudspeaker (twice 
weekly) 

• Educational pamphlets 
• Posters 
• Free t-shirt 
• 4 in home counselling sessions 
• “Who Loves Their Wife and Child 

More” contest 

Mothers remained 
exclusively breastfeeding 
from birth to four months 
whose partner participated 
in the intervention (20.6% 
vs 11.3%). 

No statistically 
significant 
behaviours noted in 
this study 

 
Maycock, 
Binns, 
Dhaliwal, 
Tohotoa, 
aHauck, 
Burns, & 
Howat 
(2013) 

 
Quasi-
experimental 

 
Control: Received normal antenatal and 
postnatal care 
Intervention:  

• Normal care as well as education 
session 

• Social support package for 6 weeks 
postnatally with printed breastfeeding 
promotional materials for each week 
regarding; benefits of breastfeeding 
for infant and mother, breastfeeding 
difficulties, and ways fathers can give. 
encouragement to the mother 

• Fathers received congratulatory cards 
at birth. 

• Logo “Smarter, stronger: breastfeed 
longer” was given on a beer can 
holder and all other printed materials. 

 
Breastfeeding rate at 6 
weeks was significantly 
higher in the intervention 
group compared to the 
control group (81.6% vs 
75.2%). 
 
Mothers in the 
intervention group were 
almost 1.5 times 
significantly more likely to 
do any breastfeeding than 
the control group. 

 
No statistically 
significant 
behaviours noted in 
this study. 
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Table 1 (continued) 

Authors Study 
Design 

Type of Intervention Tested Outcomes (including if 
statistically significant) 

Types of 
Behaviours 

Susin & 
Giugliani, 
2008) 

Randomised 
Controlled 
Trial 
 
586 mother 
and father 
dyads 

2-hour triad design: control, mothers only, 
mother and father group. 
 
Intervention: 

• Learning infant care and breastfeeding 
promotion. 

• 18-minute video discussing WHO 
recommendations for breastfeeding. 

• Openly discussing the explanatory 
handout with images of fathers 
helping with household chores 
(showing a father who is present and 
sharing the responsibilities for raising 
children). 

 

 No statistically 
significant 
behaviours noted in 
this study. 

Cohen, Lang 
and Slusser 
(2001) 

Quasi-
experimental 
 
128 male 
employees 

Multifaceted: 
2 sessions, 45-60 minutes. 
Focused on issues, concerns and joys that a 
father may have in relations to breastfeeding: 

• Photos of men with babies 
• Task oriented breastfeeding materials 
• Onsite health fair with breast pump 

books 
• Breast pump kits on display 
• Dolls 
• Word choice focused on addressing 

both parents like ‘expectant parents’ 

Following the 
intervention, 69% of 
infants continue to be 
breastfed. 
 
The average age for 
breastfeeding is 8 months. 

No statistically 
significant 
behaviours noted in 
this study. 
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Table 1 (continued) 

Authors Study 
Design 

Type of Intervention Tested Outcomes (including if 
statistically significant) 

Types of 
Behaviours 

Su, Quyang 
(2016) 

Quasi-
experimental 
pretest post-
test (attitudes 
and 
knowledge 
were 
measured as 
pretest to 
identify 
differences 
between the 2 
groups) 
 
72 couples 
 
60-90 
minutes 
 
4-8 
participants 
in each 
session 

Control: Solely mothers who received 
breastfeeding education alone. 
 
Intervention: Mothers and fathers together: 

• PowerPoint presentation 
• Breast model 
• Dolls 
• Booklet on breastfeeding 

 Breastfeeding 
knowledge and 
attitude were 
significantly 
increased following 
the intervention. 
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Table 1 (continued) 

Authors Study 
Design 

Type of Intervention Tested Outcomes (including if 
statistically significant) 

Types of 
Behaviours 

Abbass-Dick, 
Stern, 
Nelson, 
Watson and 
Dennis 
(2015) 

Randomised 
Controlled 
Trial 

Multifaceted: face to face in hospital on 
postpartum unit 
Intervention: 

• 15-minute discussion with Lactation 
Consultant to review information 
package on how fathers can assist the 
breastfeeding mother and how to get 
breastfeeding help in the community  

• 12-minute video focused on scenarios 
of couples working as co-parents to 
achieve the breastfeeding goals (watch 
video in home or in hospital-option) 

• Website links to information and 
resources 

• Emails sent out at 1, and 3 weeks 
postpartum to assist couples using the 
information package and reminder to 
use the package 

Significantly more 
mothers in the intervention 
group continued to 
breastfeed past 12 weeks 
compared to the control 
group (96.2% vs 87.6%). 
 
More mothers in the 
intervention group 
indicated they received 
help from their partner 
within the first 6 weeks 
compared to those in the 
control group (71% vs 
52%). 
 
More mothers in the 
intervention group (89%) 
indicated they were 
satisfied with the 
breastfeeding support they 
received from their partner 
compared to mothers in 
the control group (78.1%) 
and stated they were 
satisfied with their 
partners involvement with 
breastfeeding (81% and 
62.5%). 

No statistically 
significant 
behaviours noted in 
this study. 
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Table 1 (continued) 

Authors Study 
Design 

Type of Intervention Tested Outcomes (including if 
statistically significant) 

Types of 
Behaviours 

Piscane, 
Continisio, 
Aldinucci, 
D’Amora, & 
Continisio, 
(2005) 

Randomised 
Controlled 
Trial 
 
140 
participants 
in each group 
 
40-mintues 

Male-led intervention: face to face  
Control: 
Session about childcare focused on health 
benefits of breast milk- vaccinations and 
accident prevention also discussed 

• Leaflet with main teaching points 
from the session 

Intervention: 
• Teaching fathers how to prevent and 

manage common lactation problems 
(fear of milk insufficiency, transitional 
lactation crisis, returning to outside 
employment, breast engorgement, 
mastitis, sore nipples, and breast 
refusal). 

• Leaflet with main teaching points 
from the session. 
 

Full breastfeeding at 6 
months was 25% in the 
intervention group and 
(15%) in the control 
group. 
 
Mother reported they 
received more support 
from their partners who 
attended the intervention 
compared to control group 
(91% vs 34%). 
 
Mothers who gave up 
breastfeeding because of 
problems with lactation 
were significantly higher 
in the control group 
compared to those in the 
intervention group (18% 
vs 4%). 

No statistically 
significant 
behaviours noted in 
this study. 
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Table 1 (continued) 

Authors Study 
Design 

Type of Intervention Tested Outcomes (including if 
statistically significant) 

Types of 
Behaviours 

Rempel, 
Rempel, Hoa, 
Vui, and 
Long (2017) 

Quasi-
experimental, 
non-
equivalent 
control 
design 
(cohort type) 
 
368 couples 
in 
intervention 
403 couples 
in control 
group 

Multifaceted: fathers were taught and 
encouraged to act as a parenting team by 
providing sensitive, responsive support to 
their partner. 
 
Intervention: 5 components 

• Two messages delivered via 
communal loudspeaker broadcasting 
system to the intervention communes 
twice weekly over 12 months, 
resulting in approximately 132 air 
times 

• Posters, Calendar, Flyers, Mugs, Free 
t-shirt 

• Group antenatal counseling session 
(339 fathers accessed group 
counseling in 110 sessions) 

• Midwife counselling within 2 days of 
infant’s birth in 15-minute face-to-
face session to actively involve fathers 
in learning about their infants 

• Four in home counselling sessions; 
once the last trimester, and three times 
during postpartum period 

• Fathers clubs met monthly over six 
months for social and educational 
activities 

• “Who loves their wives and children 
the most” contest 

 Fathers knowledge, 
attitude and 
involvement in 
supporting 
exclusive 
breastfeeding up to 
6 months was 
significantly higher 
in the intervention 
group. 
 
The mothers who 
reported 
experiencing more 
responsive 
behaviours from 
their partner were 
significantly more 
likely to 
exclusively 
breastfeed for 
longer. 
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Table 2: Process Evaluation Averages and Standard Deviation 

Process Evaluation Statements M (SD) 

The group provided a welcoming environment 4.79 (0.42) 

The room was easily accessible and comfortable 4.95 (0.23) 

the session was well organized 4.74 (0.56) 

I feel safe when providing my opinion in the group 4.95 (0.23) 

The group was relevant to my life as a father with a breastfeeding infant 4.73 (0.45) 

I have learned useful information today that I will use at home to support my 

partner breastfeeding 

4.58 (0.69) 

I believe I will be more involved in breastfeeding support with my partner 4.68 (0.48) 

An on-going father led group that continues to meet after fathers leave hospital 

would benefit fathers being involved in breastfeeding 

4.32 (0.75) 

The group leader effectively answered my questions 4.89 (0.32) 
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Table 3: PBIS Subscale Intercorrelations  

*p  < .05. ** p  < .01. *** p < .001.    

 

 

 

 

PBIS Subscale  Savvy Helping Appreciation Breastfeeding 

Presence 

Responsiveness 

Savvy      

Helping .639 *     

Appreciation .671 *  .664 *    

Breastfeeding 

Presence 

.745 

** 

.828 ** .715 **   

Responsiveness .396  .347  .506  .414  
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Table 4: Comparison of Rempel, Rempel, and Moore’s Study with Current Study  

 Study 1 Study 2 Current 

Study 

Study 1 

(N = 43) 

Study 2  

(N = 65) 

Current 

Study  

(N = 11) 

 M (SD) M (SD) M (SD)    

Savvy 2.13 (0.84) 2.28 (0.88) 2.89 (0.63)    

Helping 2.73 (0.67) 2.96 (0.67) 3.27 (0.53)    

Appreciation 2.63 (0.81) 2.98 (0.88) 3.3 (0.49)    

Breastfeeding 

Presence 

2.33 (0.93) 2.58 (0.95) 2.97 (0.67)    

Responsiveness 2.94 (0.79) 3.10 (0.74) 3.45 (0.45)    

Savvy and 

Helping 

   0.60*** 0.63*** 0.64* 

Savvy and 

Appreciation 

   0.87*** 0.67*** 0.67* 

Savvy and 

Breastfeeding 

Presence 

   0.87*** 0.73*** 0.75** 

Savvy and 

Responsiveness 

   0.74*** 0.38*** 0.37 

Helping and 

Appreciation 

   0.55*** 0.71*** 0.67* 

Helping and 

Breastfeeding 

Presence 

   0.73*** 0.77*** 0.83** 

Helping and 

Responsiveness 

   0.58*** 0.47*** 0.35 

Appreciation 

and 

Breastfeeding 

Presence 

   0.82*** 0.67*** 0.72* 

Appreciation 

and 

Responsiveness 

   0.69*** 0.39** 0.51 

Breastfeeding 

Presence and 

Responsiveness 

   0.73*** 0.35** 0.41 

 

Note. Study 1 and Study 2 are the studies from Rempel, Rempel and Moore (2017)   
*p  < .05. ** p  < .01. *** p < .001.    



 

 

 
95 

Appendix A: Partner Breastfeeding Influence Scale (PBIS) 

Partner Breastfeeding Influence Scale 

Is your baby still being breastfed?  

Please use the following scale to indicate how often you did each of the following activities by 

writing your answer in the space beside each activity. If your partner is still breastfeeding your 

child, please use the scale to indicate how often you did the activity during the past month. If 

your partner has stopped breastfeeding, please use the scale to indicate how often you did the 

activity during the time that your partner was breastfeeding. 

 

0 = not at all 1 = rarely 2 = sometimes 4 = often 4 = very often 

 

____  1. discuss or negotiate with your partner about how long to continue breastfeeding 

____  2. make it easy for your partner to breastfeed while entertaining company or visiting others 

(for example, by entertaining company while your partner breastfeeds or by joining your 

partner in a private place at a social event) 

____  3. discuss with your partner ideas for trying to solve breastfeeding problems or make 

suggestions for creative or different ways to make breastfeeding work better 

____  4.  help out with or take care of other childcare tasks with the baby (for example, rocking, 

soothing, responding to the baby’s cries, change diapers) 

____  5. try to improve the breastfeeding experience by getting equipment or supplies ready for 

breastfeeding (for example, preparing a breastfeeding pump, get things such as a pillow that 

will make your partner comfortable) 

____  6. act attentively towards your partner during breastfeeding (for example, bring your 

partner food or drink, a book, or massage your partner’s shoulders or back) 

____  7. give something up in order to make breastfeeding easier (for example, be willing to set 

aside hobbies or preferred activities, take time off work, stop on a car trip) 

____  8. respond sensitively and positively to sexual issues (for example, understand your 

partner’s feelings about not having sexual relations more than she wants, understand 

her feelings about touching her breasts, be flexible in sleeping arrangements and allow 

the baby to sleep in your bed) 

____  9. help out with other household tasks and responsibilities to free up your partner’s time 

and energy.  

____  10. learn more about breastfeeding by reading books or articles on breastfeeding. 

____  11. tell your partner your opinion about how long you think that she should breastfeed. 
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____  12. encourage your partner to do her best when it comes to breastfeeding and let her know 

that she is not less of a mother if she feels like quitting 

____  13. quietly share time and watch or hold your partner during breastfeeding 

____  14. speak up in support of your partner or defend breastfeeding when someone makes a negative    

breastfeeding comment  

____  15. help your partner get assistance from others for solving breastfeeding problems or 

improving breastfeeding (for example, by asking others for advice, getting professional 

help, or going along to get help) 

____  16. help out with breastfeeding at night (for example, bring the baby, put the baby back to 

bed) 

____  17. care for your baby during and after breastfeeding is done (for example, burp the baby, 

change the diaper) 

____  18. praise your partner for breastfeeding and let her know that what she is doing is a 

beautiful, worthwhile thing 

____  19. let your partner know that breastfeeding is natural and/or give her the message that she 

is breastfeeding because (that is who she is)? she wants the best for her baby?  

____  20. physically help with breastfeeding related activities (for example, check the baby’s 

latch or position, breast massage, hold a breast pump, help with breastfeeding aids) 

____  21. help create a quiet, pleasant environment for breastfeeding  

____  22. listen to and encourage your partner when she is feeling frustrated or discouraged 

about breastfeeding 

____  23. remind your partner of the benefits that breastfeeding has for her or for your baby (for 

example, it saves money, it is easier than bottle feeding) 

____  24. show pleasure and satisfaction while your partner is breastfeeding (for example, watch, 

smile)  

____  25. be patient and understanding of the time it takes to breastfeed and don’t get upset if the 

other housework is not done 

____  26. show your comfort with breastfeeding in public (for example, malls, restaurants) and 

help her feel comfortable too  

____  27. pay attention to how much and how your partner wants you to participate in 

breastfeeding 

____  28. try to improve your partner’s health and nutrition (for example, cook nutritious meals, help 

avoid foods as agreed) 

____  29. give your partner a break from the baby (for example, encourage personal time away, 

take care of the baby so that she can have time to herself) 

____  30. show patience and a willingness to wait for your opportunity to feed the baby. 

____  31. support your partner’s attendance at a breastfeeding support group 
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____  32. show appreciation that your partner is breastfeeding (for example, bring her flowers, 

take her out for dinner) 

____  33. notice and show dislike or take offense at formula advertisements or marketing 

practices 

____  34. encourage your partner to breastfeed as a way to calm the baby  

____  35. discourage or disagree with your partner’s desire to stop breastfeeding 

____  36. tell your partner that you value and support her mothering decisions and intuitions 

around breastfeeding 

____  37. take care of the older children (if you have older children) 
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Appendix B: Posters 
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FATHER 

BREASTFEEDING 
INVOLVEMENT 

GROUP 
Meeting here at 
10 am or 2 pm  
ASK YOUR NURSE 

 
 
This study is being conducted by Amanda Hansen, a Masters of Applied Health Sciences (Nursing) student, under the 

supervision of Dr. Lynn Rempel, faculty member in the Nursing Department at Brock University.  
Email: Amanda Hansen (ah15la@brocku.ca) 

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HiREB). The HiREB is responsible for 
ensuring that participants are informed of the risks associated with the research, and that participants are free to 
decide if participation is right for them. If you have any questions about your rights as a research participant, please 
call the Office of the Chair, HiREB, at 905.521.2100 x 42013. This study has also been reviewed by the Brock 
Research Ethics Board. 
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FATHER 

BREASTFEEDING 
INVOLVEMENT 

GROUP 
10 AM OR 2 PM 

ASK YOUR NURSE 
 

 
 
 
This study is being conducted by Amanda Hansen, a Masters of Applied Health Sciences (Nursing) student, under the 

supervision of Dr. Lynn Rempel, faculty member in the Nursing Department at Brock University.  
Email: Amanda Hansen (ah15la@brocku.ca) 

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HiREB). The HiREB is responsible for 
ensuring that participants are informed of the risks associated with the research, and that participants are free to 
decide if participation is right for them. If you have any questions about your rights as a research participant, please 
call the Office of the Chair, HiREB, at 905.521.2100 x 42013. This study has also been reviewed by the Brock 
Research Ethics Board. 
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Appendix C: Recruitment Flyers 
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FATHERS! 
IS YOUR NEW BABY BREASTFEEDING? 

WHAT CAN YOU DO? 
We want you to be part of a study about father 

involvement in breastfeeding.  

Help us learn about how 
fathers can act as a supportive  
breastfeeding team member. 

 
Will you let one of our research 

team talk to you about this study? 
 

Please tell your nurse if you are 
willing to find out more. 

 

THANK YOU FOR THINKING ABOUT TAKING PART IN THIS STUDY!  

This study is being conducted by Amanda Hansen, a Masters of Applied Health Sciences (Nursing) student, under the 
supervision of Dr. Lynn Rempel, faculty member in the Nursing Department at Brock University.  

Amanda Hansen ah15la@brocku.ca - OR - Lynn Rempel lrempel@brocku.ca 

This study has been reviewed by the Hamilton Integrated Research Ethics Board (HiREB). The HiREB is responsible for 
ensuring that participants are informed of the risks associated with the research, and that participants are free to 
decide if participation is right for them. If you have any questions about your rights as a research participant, please 
call the Office of the Chair, HiREB, at 905.521.2100 x 42013. This study has also been reviewed by the Brock 
Research Ethics Board. 
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Appendix D: Recruitment Flyer for Father Participants 

PROMOTING Father Involvement in Breastfeeding 

Number of participants: 2-6 fathers in each group session 

Location: Family Room at Care Station ‘C’  

Length of Session: 60 minutes 

You are invited to participate in a research study (“Promoting Father Involvement in 

Breastfeeding”). This study is being conducted by Amanda Hansen (ah15la@brocku.ca), a 

Masters of Applied Health Science specializing in Nursing student, under the supervision of 

Lynn Rempel (lrempel@brocku.ca), faculty member in the Nursing Department at Brock 

University (St. Catharines, Ontario, Canada). This study has been approved by the Research 

Ethics Board at **** (REB #***). 

The purpose of this study is to increase the rates of breastfeeding duration and exclusivity 

through the involvement and support of fathers. You will be asked to attend a one-hour male led 

fathers group session regarding involvement with breastfeeding support behaviours and activities 

for fathers. The session will take approximately 60 minutes today. 

Participants need to be the father of a breastfeeding infant and live with their partner and infant. 

You will also be asked to complete a questionnaire today before the group session, and then 

again at one and four months over the phone. The primary researcher will call you on the 

appropriate dates.   

All information you provide will be treated as strictly confidential. To protect your 

confidentiality, any personal identifiers will be removed from the questionnaire; however, your 

phone number will be linked to your questionnaire for follow-up at one and four months of your 

infants’ birth. All documents and your contact number will be protected and safe in a locked 

briefcase that only the researchers have access to. 

 

THANK YOU FOR YOUR CONSIDERATION 
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Appendix E: Facilitator Manual 

 

 

 

  

Brock	University	

FATHER	
BREASTFEEDING	
INVOLVEMENT	
GROUP:	
FACILITATOR	
MANUAL	
						

Hansen, A. Promoting father involvement in breastfeeding. Thesis 
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Introduction  

 

The purpose of the intervention is to increase the rates of breastfeeding duration and 

exclusivity through the involvement and support of fathers. Fathers will attend a one-hour male 

led fathers only group session on how to practice responsive breastfeeding support behaviours in 

real life situations. The breastfeeding team schematic will be used as the foundation for 

successful breastfeeding outcomes, where the fathers will learn how to act as a team player and 

apply the concept with their partner in each unique breastfeeding situation. Fathers will learn that 

a sensitive, coordinated teamwork approach that is responsive to their partners needs is the most 

effective breastfeeding support.  

 

Part 1: Father Involvement in Breastfeeding Support 

The Benefits of Father Involvement in Breastfeeding Support 

1. Positive health related outcomes are correlated with infant feeding practice. When fathers 

are involved, and supportive, breastfeeding rates are improved.  

2. Paternal support has been shown to have a positive impact on the woman’s decision to 

breastfeed (Rempel, Rempel & Moore, 2017). Male partners who strongly believe in 

breastfeeding longer than six months often have a partner who breastfeeds longer than 

she initially intended, showing compelling support that intimate partners are an important 

source of influence on breastfeeding behaviours (Rempel & Rempel, 2004).  

3. Previous research studies indicated that initiation and duration of breastfeeding is 

associated with support from fathers (Brown & Davies, 2014; Cohen et al., 2001; 

Ekstrom, Widstrom & Nissen, 2003).  

4. A woman’s feeding attitude is directly related to that of her partner (Scott, Shaker & 

Reid, 2004). 

5. Fathers’ preference about breastfeeding can weigh significantly on the mother’s intention 

to breastfeed their infant (Su & Quyang, 2016) and to breastfeed for longer (Garfield & 

Isacco, 2006; Rempel & Rempel, 2004).  

6. When fathers are involved in offering breastfeeding support, mothers report feeling more 

confident and capable of the breastfeeding decision (Mannion, Hobbs, McDonald & 

Tough, 2013).  
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7. When fathers actively participate in the breastfeeding decision, have a positive attitude, 

and are knowledgeable about the benefits of breastfeeding, they can strongly influence 

the initiation and duration of breastfeeding (Pisacane et al., 2005).   

Partially based on the support of the infant’s father, a woman will be more likely to: 

• initiate breastfeeding  

• breastfeed exclusively  

• and continue to breastfeed longer   

Therefore, fathers have a role in supporting successful breastfeeding initiation and duration, and 

exclusivity. 

8. The responsive support that respects the mother’ autonomy, is the type of support that 

will most likely improve breastfeeding rates over generalized support (Rempel, Rempel, 

& Moore, 2017). 

9. Responsive behaviours demonstrate sensitivity to maternal needs when fathers respond to 

mothers’ concerns and decisions. 

10. Not all forms of support are equally effective. All forms of support can be positive, if they 

are responsive to the mother’s needs (Rempel, Rempel, & Moore, 2017). 

a. Responsiveness requires awareness of and willingness to actively address the 

others needs wants and concerns (Reis, Clark, & Holmes, 2004).  

 

A. The Teamwork Model 

• Fathers and mothers can do the best job of caring for their infant if they work as a team. Even 

breastfeeding, which a mother must do, works better if the father and mother work as a team 

to make sure the mother can breastfeed successfully. 

• Being a breastfeeding team is sort of like being a two-person beach volley ball team. 

§ A father/mother team, like a beach volley ball team has only two people, so each person 

is important, and each must do his or her part.  

§ Both players must be flexible and able to adapt to whatever the situation requires. 

Fathers cannot directly feed their infant, but when they are flexible and willing to do any 

other task around the home and with the infant, the mother has more time and energy to 

breastfeed as often and as much as the baby needs.  
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§ A team is much more effective if players do not try to duplicate each other’s efforts 

(e.g. both do not try to take the shot at the same time). Helping with breastfeeding might 

include making a meal, bringing a drink and a snack, or caring for an older child so that 

the mother can breastfeed. Every father will have his own unique way to give that help. 

Fathers can have a special infant care task that they always do, such as passing the baby 

to mother or changing the baby’s diaper before he or she is breastfed.  

§ Team members need to communicate with each other, both verbally and non-verbally. 

It is very important for mothers and fathers to talk to each other about what they are 

thinking and what they want and need. Each couple should talk about possible ways that 

the father could help the mother who is breastfeeding. They should also discuss what the 

father will do to care for and interact with the baby. Each couple and each father will 

make their own unique decisions. Making decisions together is more likely to make both 

the mother and the father feel happy. Watching facial expressions and body postures for 

signs of agreement or disagreement, happiness or sadness, comfort or discomfort is also 

very important. 

§ On a beach volley ball team, the players need to coordinate their efforts. In the same 

way, when the mother needs direct help from the father (e.g., she is having a problem 

with breastfeeding positioning or latch or she is making a decision about whether to give 

formula milk before 6 months), the father needs to communicate with the mother and 

work together with her to give her the help that she wants and needs.  

§ Players need to be attentive to each other and sensitive to cues so that they can respond 

to changes (e.g. when the player in front leaves the shot for the person at the back). 

Mothers appreciate when they get the support they need without even asking. When a 

father is sensitive to the mother and pays attention to what she is doing, he learns how 

much and what kind of help she wants. Every mother is different.  

§ When there are two players working together, each player must trust the other to do the 

job that is required and each must give the other the space they need – however, they 

also need to be ready to step in and assist if something does not go according to plan 

(e.g. if the other player has slipped the other player needs to take the shot), but only do so 

when necessary.  
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§ Players encourage each other and affirm and comfort each other when there is a 

challenge to overcome. Fathers need to encourage, affirm and comfort the mother 

through troubleshooting (e.g., she is having difficulty with low breastmilk supply or sore 

nipples). Fathers also need to realize that they might not always provide the kind of help 

the mother needs. If the mother seems unhappy, the father should gently find out what he 

could do differently so that he can feel encouraged by the mother to continue his 

important roles in the breastfeeding team. 

Basic Principles 

In order for breastfeeding to be successful, fathers: 

a) use a sensitive, coordinated teamwork approach that is responsive to the mother's needs  

b) value their partner and are adaptable and flexible in each unique breastfeeding situation 

c)   have an ongoing awareness, willingness, and verbal and non-verbal communication about 

ways to be involved and supportive unique to the two of them  

d) are attentive and sensitive to what his partner needs and responds in ways that are best for 

mother and child 

If fathers can learn and use these principles breastfeeding duration and exclusivity rates will 

increase. 

Part II: Facilitation Skills for Small Group Session 

Objectives:   

1. Understand the importance of facilitating for small group in improving knowledge for 

fathers to act as a breastfeeding team player. 

2. Organise and prepare for small group session discussion.  

Principles: 

1.1. Definition of facilitating for small group: A form of providing information to a target group 

(2-6 people), which is commonly used in communication, education and health. This is the 

process of exchanging and sharing information, knowledge in order to change attitudes and 

behaviors of individuals, groups of people and communities and thus create activities, and 

practice for improving health for those individuals, groups and communities.  

1.2. Facilitators model behavior and attitudes for the group. 

• The facilitator will respect all group members equally, demonstrate what it means to be a 

learner (by admitting when they don’t know something or by suggesting ways to find 
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something out), ask questions based on statements, listening carefully, supporting their 

answers with fact and logic, acceding when someone makes a good point, and being 

inclusive and culturally sensitive. The facilitator will show respect and use gestures which 

indicate that you are listening: using the expressions “really?”, “Oh”, “tell me more 

about…,”, etc. Explain all questions clearly. With difficult questions, that you cannot 

answer immediately, promise to follow up that day with an answer, do not give wrong 

answers.  

1.3. Facilitator uses encouraging body language and tone of voice as well as words. 

• Body Language: Gesture, appearance, facial expression of the healthcare workers would 

show how they respect and pay attention to what the fathers say. The facilitators body 

language will be open and approachable, for examples by leaning forward when someone 

is talking, smiling when appropriate, and attending carefully to everyone equally. Use eye 

contact and nod your head and smile while listening. Do not show that you are in a rush or 

have a lack of time. The use of simple language is important as fathers will understand the 

information easier in the forms of casual language, not jargon. Have fathers summarize 

what has been discussed and what they plan to do (when filling out the handout). This will 

check their understanding and reinforce learning. In summary, emphasize main contents 

for themes to remember. 

1.4 Facilitator will give positive feedback for joining the group discussion. 

• The facilitator will show that group members’ points are valued by thanking them for 

sharing. The facilitator will repeat the main message of what the clients say in their own 

words as it is a useful way to show that you are listening, and thus encourage the fathers to 

talk more. You should use synonyms and not repeat exactly what the fathers say. It is 

possible to just repeat few key words. Facilitator can ask questions to get more information, 

such as “tell me more about your experience?” 

1.5 Facilitator will be aware of people’s reactions and feelings and respond appropriately. 

• When you ask a question, make sure that you wait for fathers to answer and give their 

ideas. If group members are confused, angry or defensive, the facilitator will use sensitivity 

and attempt to get the point across without getting personal. If group members are 

confused, it may be helpful to restate points more clearly. The facilitator will be aware and 

sensitive to the reactions of individuals to avoid any unnecessary emotional situations and 
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misunderstandings. Show sympathy, which indicates that the facilitator understands the 

fathers, their circumstances, and their feelings. 

1.6 Facilitator will ask open-ended questions. 

• The facilitator will ask question that require thought and consideration. The speakers will 

be encouraged to share their opinion, and context and reasons for their decision. Use open 

questions: use “how”, “when”, “who”, “what”, “why”, etc., which are capable of retrieving 

much information while making the conversation easier. In contrast, closed-ended 

questions with “yes” or “no” answers are usually used to confirm information.  

1.7 Facilitator will control their own bias. 

• The facilitator will not impose their views on the group. The facilitator will point out errors 

or ideas that are inaccurate or disrespectful of others. The fathers will have a position or 

agree with certain ideas that make the most sense to themselves regardless if they agree 

with the facilitators or not. The facilitator will remain objective - avoid judgmental phrases 

such as “right”, “wrong”, “good”, “not good enough” 

1.8. Preparation for small group session.  

• Review the learning objectives, script, and organizational order of contents to be presented 

in the group session: this helps the facilitator prepare the contents of the group discussion 

and have the knowledge to facilitate with fact and logic.  

I. Teaching Plan for Father Involvement Session 

• Facilitator: Male 

• Participants: Male partners with a breastfeeding infant (2 – 6 persons) 

• Group session time: either 1000hrs or 1400hrs on days of intervention recruitment 

(approximately 4/month) 

• Session contents: Breastfeeding is important. Breastfeeding Teamwork Model.  

 

o Note: When providing a small group session for fathers, the facilitator must fill in the 

attendance sheet. There should be a minimum of 2 fathers with a maximum of 6 in each 

group session (See Appendix A). 

II.  Contents for Father Involvement in Breastfeeding Group Session  

Begin by sharing the welcoming (5 minutes):  
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• Welcoming statement: Hi my name is ____________I want to start by congratulating you 

on the birth of your baby. This is an exciting and busy time in your life, thank you for 

coming today.  

• Humorous Icebreaker: I’d like to share with you a few things you need to remember 

about your baby. Here are a few things you shouldn’t do with your baby. Facilitator show 

the 3 pictures (See Appendix). When it comes to breastfeeding…., facilitator shows the 

fourth picture of baby latched to father. This might not be the best way to support 

breastfeeding. I hope this session gives you some better ideas!   

• Please feel free to make comments and discuss openly, this is a safe place. We need to 

respect each other. Please remember what we say here is confidential. I want to make 

sure everyone feels comfortable sharing. I will give you a handout (See Appendix). I will 

be going through this material and you can fill it as we go through the session. The 

handout gives you the opportunity to identify real-life ways you can support 

breastfeeding with your partner and baby. Following our one-hour group, I will give you 

a group evaluation form (See Appendix) with 11 questions that should take a couple 

minutes to fill out.  

Encourage open discussion with the fathers: 

• Introduction: You’ve come to a session on breastfeeding, why is that important to you? 

What do you know about the benefits of breastfeeding for your baby and your partner?  

Facilitator will have the knowledge and understanding of certain benefits of breastfeeding for 

mother and baby. If fathers do not mention any of the main benefits to breastfeeding, the facilitator 

will lead the discussion in a way that any gaps can be filled. The information provided below can 

be paraphrased by the facilitator. Limit discussion to 5 minutes.   

 

Information the facilitator must cover: 

1. Main benefits of breastmilk: 

o Best food for infants as it has all the necessary nutrients they need 

o Breast milk contains substances to prevent infants from infectious diseases.  

o Breast milk is always fresh, clean, and available.  

o Breastmilk does not take time to prepare.  
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o In the first six months of life, infants do not need any additional food or any other 

liquids, not even water. 

2. Colostrum and mature milk 

o Mothers produce colostrum right after birth and it exists only a few days after birth.  

o A newborn infants’ stomach is only the size of a chick-pea. Your baby requires small 

amounts of colostrum. Colostrum meets both the quantity and appropriate nutrients 

for newborns.  

o Colostrum changes into mature breastmilk when the baby is a few days old, and 

contains the perfect amount of fat, protein, water and nutrients for your baby.  

3. Supply and demand 

o As your baby grows and their needs change, so does the breastmilk.  

o The mothers body knows exactly what her baby needs and prepares the milk for each 

feeding.  

o Since breastfeeding is based on supply and demand, her body has already prepared 

each feeding and the amount needed. 

4. Benefits for mother’s health: 

o It helps mother’s uterus contract better and that reduces the risk of bleeding.  

o Improves bonds between mothers and their babies  

o Mother who breastfeeds have less risk of breast cancer, ovarian cancer, osteoporosis 

than non-breastfeeding mothers.  

5. Breastfeeding saves you money.  

o For example, if you were to exclusively breastfeed for 4 months, and saved all the 

money you would be spending on formula, you would have enough to buy a new 

flat screen TV (Financial costs of not breastfeeding retrieved from 

kellymom.com). 

 

Background information for facilitator, but does not necessarily need to cover if fathers don’t 

mention (La Leche League, 2013): 

Other possible evidence-based benefits that fathers might mention: 

• protective against SIDS 

• significantly decreased risk of ear infection 
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• protection against influenza 

• Better gastrointestinal health 

• Lower incidence of acute diarrheal disease 

• Half as likely to develop bronchitis 

• Protects against wheezing and respiratory tract illnesses 

• Less likelihood of reflux 

• less likelihood of allergies or eczema 

• responds to vaccines better 

• higher IQ and cognitive development 

• Increased protection against Herpes Simplex 

• Seven times less sensitive to second-hand smoke 

• Decreased incidence of multiple sclerosis 

• Increased dental health 

• lower chance of developing diabetes 

• Between 1-9 times less likely to develop cancers later in life 

• Fewer respiratory infections with long-term breastfeeding than with short-term 

 

Benefits to mother: 

• Fast loss of body weight due to the increased number of calories required for breastmilk 

production 

Breastfeeding Teamwork: 

For a lot of couples and fathers, they say, breastfeeding is my partner’s job. That’s actually not 

true, as fathers you have a role to play. There are lots of ways you can support breastfeeding and 

there may be many different ways that work best for your relationship. If you work as a team and 

do your part breastfeeding will go well. 

• You have an important role in making breastfeeding go well.  

• There are lots of ways you can support breastfeeding that may be different for each of 

you in your relationship.  

• It is important for you to work together and do your part so your partner can breastfeed 

well.  
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Reflective Question: 

Have you and your partner talked about how you can work together to make breastfeeding go 

well? 

• Think about what it is like to play on an effective two-person team like badminton, 

double’s tennis, or beach volleyball, tag team wrestling, Euchre, or Bridge. Each person 

is important, and each person must do his or her part. You and your partner have to talk 

to each other. You need to coordinate and work together. Both of you have to know what 

you are going to do and you have to pay attention to each other. Communication can 

happen both verbally through conversation and non-verbally through facial expressions 

and body language. Both of you have to be able to do whatever is needed. You can’t take 

over and tell your partner what to do. If your partner is in trouble and needs help, you 

step in and work with your partner to do whatever you can. If your partner does not want 

or need help, you stay out of the way and let your partner do what is needed. You praise 

and encourage each other when things are done well and you comfort and support each 

other when overcoming difficulties. 

o You need to coordinate your efforts. For example, together each couple can 

decide how the father can help the mother each day and in each breastfeeding 

situation. If the mother is having a difficult time achieving a latch, she can ask for 

help or emotional support by directly communicating with the father.  

o However, team players also need to be attentive to each other and sensitive to 

cues so that they can respond appropriately without one team member having to 

ask the other team member for help. So, if you observe her challenges, you can 

ask how you can help. Or, you could use what you have learned from your nurses 

or midwives and offer ideas and help. 

o Both players need to be trusted to have an ongoing awareness and 

communication, and willingness to step in or step back when appropriate. You 

need to be aware of when to step up (like if you are going to spike, set or block 

the ball or birdie) but you might also need to back off when your team member is 

breastfeeding effectively. If your partner does not want or need your help, that is 

OK. Each player needs to trust their team member and give them space when its 
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needed. Remember that both members of the team cannot spike the ball/birdie at 

the same time for success.  

o Importantly, both players need to encourage, affirm, and comfort each other and 

do their best to work as a team in each situation and day. 

• All these things are important when you and your partner are working together as a 

breastfeeding team.  

I would like for you to reflect on how you can apply these teamwork ideas to your unique 

relationships with your partner and infant. I have given you a worksheet that you can use to jot 

down your ideas as we are talking (See Appendix). If you are comfortable, I would like you to 

share your thoughts with each other. Often, we get more ideas from hearing what other people 

are thinking.  

 

How do you tell what your partner might want or need to do something? 

o Paying attention to non-verbal cues 

§ How can you tell?  

§ How do you know when she is feeling uncomfortable?  

o Talking about wants and needs is crucial 

§ What questions would you ask her? 

Have you already done something to help your partner with breastfeeding? Can you tell me 

about it (e.g.: passing baby to mom so she can breastfeed, assisting with the latch, passing her 

pillows or anything she needs while breastfeeding, reading any material on breastfeeding today 

or earlier, changing the baby’s diaper before a feed or making sure baby is hydrated, identifying 

feeding cues [e.g., baby’s hands at his/her face, smacking lips, rooting for a nipple]).  

 At this point, we are now going to look at more specific ideas about what you may be 

able to do to help. Always remember that this is something you need to talk about and coordinate 

with your partner. You should never do things she doesn’t want, but you figure it out together. 

It’s like having a play book for how work together to make breastfeeding go well. 

How would you like to be involved in supporting breastfeeding? Have you talked with your 

partner about how you would like to be involved?  

How could you reduce your partner’s stress about things other than breastfeeding so that 

breastfeeding goes well?  
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o Example responses: do household chores, care for other children, prepare meals, 

manage visitors, grocery shopping, bringing older children to their events (e.g. 

school, after school activities, birthday parties) 

o Let her know it is not a problem if other things don’t get done. For example, it is 

possible there will be times your partner will not be able to get things done or it 

will get done less often. Breastfeeding is very time consuming. It is OK if not 

everything is done because you will both be busy. It’s OK to lower your 

expectations.  

o One source of stress is sometimes a couple’s sexual relationship. Breastfeeding is 

time consuming; lowering expectation of your sexual relationship may be 

practical depending on your unique relationship. This does not mean your sex life 

is over. You need to talk about what each of you want and need. 

While your partner breastfeeds, what are some things you could do to make it physically easier 

for her?  

o Example responses: bring her a glass of water when she is breastfeeding, help 

arrange pillows, or sitting beside your partner, putting on a movie or a show 

(putting the TV remote close to her).   

o How might you help with breastfeeding at night? Talk with your partner about 

work out a plan to work together so that your partner will breastfeed at night, but 

you can assist her. This can mean getting up and sitting with her while she feeds, 

burping the baby so that your partner can go back to sleep.  

i. Avoid giving a bottle at night (even with breastmilk), it is important that 

the mother and baby have an actual night feeding so that milk production 

is not affected.  

Mothers sometimes have breastfeeding problems, like trouble getting a good latch, sore nipples, 

problems making enough milk, mastitis (a breast infection), etc. How can you work together 

with her if she is having a problem with breastfeeding? 

o Example responses: help her to contact a health professional for help; read 

information in the Breastfeeding Matters book; listen to the information and 

advice she is given about breastfeeding and help her remember it. 

o Don’t be afraid to reach out and get help 
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o If not mentioned, inform fathers of resources: 

• Niagara Region Public Health Website and toll-free phone number 

• Breastfeeding Matters Handbook (given in Hospital) 

• Communication with nurse, midwife or lactation consultant   

What things can you do to offer emotional support? What kinds of things does your partner 

appreciate?  

o Example responses: comfort her if she is feeling frustrated, sit with her, give her a 

hug 

o Breastfeeding in Public:  

i. Sitting with your partner when she breastfeeds in public, talking 

nonchalantly.  

ii. Helping her with a blanket if she chooses to be covered.  

iii. Planning together about what you both want—communicating with each 

other. You may have to defend or feel you need to defend your partner in 

public. What would you want to say?  

How do you show your partner you value her for breastfeeding?  

o Example responses: tell your partner she is doing a great job and you appreciate 

her: offer positive breastfeeding affirmations, such as “trust your body to make 

the milk our baby needs”, “by breastfeeding you are providing our baby with an 

abundance of love and care” 

o Bringing her favorite food or snack. Bringing her flowers or something she 

appreciates/likes. This may be different depending on your unique relationship. 

Sometimes fathers feel like they miss out on bonding with their baby because of breastfeeding. 

One way you can support exclusive breastfeeding is to find your own ways to bond with your 

baby without feeding him/her. What things do you think you might do to bond with your baby? 

o Example responses: preparing baby for their feed by changing the diaper, 

changing their clothing, passing baby to mom, burping baby, swaddling and 

cuddling baby after feed, doing skin-to-skin after the feed.  

Concluding the Group Session: 

• Ending statement: Thank you for attending our father involvement in breastfeeding 

group.  
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o Can you each tell me one thing you learned?  

o Can you each tell me one thing you will try this week?  

§ Check to see if the fathers filled out their handout. If not, encourage them 

to fill it out now.   

• Follow-up reminder: You will be contacted by our researchers at one and four months 

from the date of your infant’s birth. Participants may change their contact information at 

this time, if required. Inform the fathers that it will take approximately 30 minutes to 

complete the questionnaire over the phone. 

• Process Evaluation: Have the participants complete the program evaluation 

questionnaire Process Evaluation Questionnaire (See Appendix), please provide it for 

them and a pen. Please make sure to include the participant number on each questionnaire 

as well as the date and time of the session. Collect each evaluation and place into 

participants file folder identified by their participant number. 

III. Documents used in facilitating a small group 

- Attendance Sheet  

- Facilitator Group Session Outline 

- Ice Breaker 

- Handout 

- Process Evaluation Questionnaire 
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 Attendance Sheet 
 

Group Date: _____________________________________________ 

 

Group Time: ____________________________________________ 

 

List of Participants: 

           

                 Stayed      Left 

 

1._______________________________________________________ 

 

 

2._______________________________________________________ 

 

 

3. _______________________________________________________ 

 

 

4. _______________________________________________________ 

 

 

5. _______________________________________________________ 
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6. _______________________________________________________ 

 

 

 

Please indicate why participant left before the session was over (include their participation 

number/name): 

 

 

 

 

 

 

 

 

 

 

Comments/Concerns/ Memos: 
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Facilitator Group Session Outline 

Facilitator-Group Session Outline 

Date: ___________________________________________ 

Number of Participants: ____________________________ 

Start time: __________________________   Finished time: _____________________________ 

Question Covered Discussed 
Introduction:   
Why is coming to a breastfeeding session important to you?   
What do you know about the benefits of breastfeeding for your baby 

and your partner? 

  

Breastfeeding Team:                           
Breastfeeding team concept   
Have you and your partner talked about how you can work together to 

make breastfeeding go well?          

  

Breastfeeding Team- Responsive Behaviours:   

How do you tell what your partner might want or need to do 

something? 

  

Pay attention to non-verbal cues. How do you know when she is 

feeling uncomfortable?  

  

Talking about wants and needs is crucial. What questions would you 

ask her? 

  

Have you already done something to help your partner with 

breastfeeding? 

  

How would you like to be involved in supporting breastfeeding?   
Have you talked with your partner about how you would like to be 

involved?  

  

How could you reduce your partner’s stress about things other than 

breastfeeding so that breastfeeding goes well?  

  

While your partner breastfeeds, what are some things you could do to 

make it physically easier for her?  

  

How might you help with breastfeeding at night?   
How can you work together with her if she is having a problem with 

breastfeeding? 

  

What things can you do to offer emotional support?   
What kinds of things does your partner appreciate?    

Breastfeeding in Public. You may have to defend or feel you need to 

defend your partner in public. What would you want to say? 
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How do you show your partner you value her for breastfeeding?    

What things do you think you might do to bond with your baby?   

What do you do that makes you feel helpful within your family?   
Other:   
Feelings of exclusion, jealousy, or envy of the mother-infant’s 

relationship 

  

Problem-solving, and overcoming breastfeeding difficulties 

(savviness) 

  

Comments/Concerns/Open: Covered  Discussed 
Fears/Concerns/Open comments from fathers   

 

Notes: 
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Ice-Breaker Pictures 
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Handout 

Fathers Supporting Breastfeeding 

The Breastfeeding Team is:  

• A father/mother two player team like badminton, double’s tennis, or beach volleyball 

• Each player is important 

• Each player must do his or her part 

• Team players praise and encourage each other when things are done well and comfort 

and support each other when overcoming difficulties. 

o Team players need to coordinate their efforts.   

o Team players also need to be attentive to each other and sensitive to cues so that 

they can respond appropriately without one team member having to ask the other 

team member for help.  

o Team members can offer ideas and help. 

o Team players need to be trusted to have an ongoing awareness and 

communication, and willingness to step in or step back when appropriate. You 

need to be aware of when to step up (like if you are going to spike, set or block 

the ball or birdie) but you might also need to back off when your team member is 

breastfeeding effectively.  

o If your partner does not want or need your help, that is OK. Each player needs to 

trust their team member and give them space when its needed. Both members of 

the team cannot spike the ball/birdie at the same time for success.  

o Importantly, both players need to encourage, affirm, and comfort each other 

and do their best to work as a team in each situation and day. 

 

Discussion Questions: 

How do you tell what your partner might want or need to do something?  

 

 

Have you already done something to help your partner with breastfeeding?   

 

 

How could you reduce your partner’s stress about things other than breastfeeding so that 

breastfeeding goes well? 



 

 

 
128 

While your partner breastfeeds, what are some things you could do to make it physically easier 

for her?  

  

 

How can you work together with your partner if she is having a problem with breastfeeding?   

 

 

 

What things can you do to offer emotional support? 

 

 

 

How can you show your partner you value her for breastfeeding? 

  

 

 

 

What things do you think you might do to bond with your baby?  

 

 

Resources for help  

Niagara Region Public Health 

Tel: 1-800-263-7215 (toll free) – Website:  http://www.niagararegion.ca     

Breastfeeding Matters Handbook (given to you in Hospital by your nurse) 
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Process Evaluation 

Process Evaluation Questions 

Father Involvement in Breastfeeding Group 

Please indicate how much you agree with the following statements by circling one option 

1= Strongly Disagree                   3=Neutral                    5= Strongly Agree 

 Question Strongly 
Disagree 

 Neutral  Strongly 
Agree 

1 The group provided a welcoming 

environment 

1 2 3 4 5 

2 The room was easily accessible and 

comfortable 

1 2 3 4 5 

3 The session was well organized 1 2 3 4 5 

4 I feel safe when providing my 

opinion in the group 
1 2 3 4 5 

5 The group was relevant to my life 

as a father with a breastfeeding 

infant 

1 

 

2 3 4 5 

6 I have learned useful information 

today that I will use at home to 

support my partner breastfeeding 

1 2 3 4 5 

7 I believe I will be more involved in 

breastfeeding support with my 

partner 

1 2 3 4 5 

 

8 An on-going father led group that 

continues to meet after fathers leave 

hospital would benefit fathers being 

involved in breastfeeding 

1 2 3 4 5 

9 The group leader effectively 

answered my question 

1 2 3 4 5 

 

What did you like the most about the group session? 

 

 

 

 

What did you like the least?  
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How can we improve the program? 

 

 

 

 

 

 

THANK YOU FOR YOUR TIME AND COLABORATION 
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Appendix F: Handout 

Fathers Supporting Breastfeeding 

The Breastfeeding Team is:  

• A father/mother two player team like badminton, double’s tennis, or beach volleyball 

• Each player is important 

• Each player must do his or her part 

• Team players praise and encourage each other when things are done well and comfort 

and support each other when overcoming difficulties. 

o Team players need to coordinate their efforts.   

o Team players also need to be attentive to each other and sensitive to cues so that 

they can respond appropriately without one team member having to ask the other 

team member for help.  

o Team members can offer ideas and help. 

o Team players need to be trusted to have an ongoing awareness and 

communication, and willingness to step in or step back when appropriate. You 

need to be aware of when to step up (like if you are going to spike, set or block 

the ball or birdie) but you might also need to back off when your team member is 

breastfeeding effectively.  

o If your partner does not want or need your help, that is OK. Each player needs to 

trust their team member and give them space when its needed. Both members of 

the team cannot spike the ball/birdie at the same time for success.  

o Importantly, both players need to encourage, affirm, and comfort each other 

and do their best to work as a team in each situation and day. 

 

Discussion Questions: 

How do you tell what your partner might want or need to do something?  

 

 

Have you already done something to help your partner with breastfeeding?   

 

 

How could you reduce your partner’s stress about things other than breastfeeding so that 

breastfeeding goes well? 
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While your partner breastfeeds, what are some things you could do to make it physically easier 

for her?  

  

 

How can you work together with your partner if she is having a problem with breastfeeding?   

 

 

 

What things can you do to offer emotional support? 

 

 

 

How can you show your partner you value her for breastfeeding? 

  

 

 

 

What things do you think you might do to bond with your baby?  

 

 

Resources for help  

Niagara Region Public Health 

Tel: 1-800-263-7215 (toll free) – Website:  http://www.niagararegion.ca     

Breastfeeding Matters Handbook (given to you in Hospital by your nurse) 
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Appendix G: Demographic Questionnaire 

Questionnaire for Fathers 

Please complete form below: 

Date: 

1. Participant number _________________________________ 

 

2. How old are you? ________ How old is your baby’s mother? __________  

 

3. How many children do you have in addition to your newborn? ________  

 

4. What is your newborns date of birth? 

 

5. How was your newborn delivered? (Vaginal / Cesarean section / Other) 

 

6. How much did your newborn weigh at birth? ______pounds or _______grams 

 

7. How many of your previous children have been breastfed? 

_______________________________________________________________________  

 

8. What is your cultural background? ___________________________________________ 

 

9. What religion, if any, do you practice? 

_________________________________________ 

 

10. Your current relationship status with the mother of your baby? Married / Not Married  

 

11. Do you live with the mother of your baby? YES / NO  

 

12. What is your income? $0-9,525 / $9,525-38-700 / $38,700-82-500 / $82,500-157,500 /       

$157,500-200,000 / $200,000-500,000 / $500,000 and up 

 

13. What is your highest level of completed education? Elementary / High School / College / 

University Bachelors / University Graduate 

 

14. What is the mother of your baby’s highest completed level of education? Elementary / 

High School / College / University Bachelors / University Graduate / Do not know 

 

15. Are you currently employed? YES / NO   

 

16. Is the mother of your baby currently employed? YES / NO 

 



 

 

 
134 

17. Will mom be taking parental leave? YES / NO   

18. If she is, for how long? ___________________  

 

19. Will you be taking paternity leave? YES / NO 

20. If so, for how long? ___________________ 

 

21. How many minutes or hours old was your newborn before their first time to breast? 

 

22. Did you or your partner receive care from the Lactation Consultant during your hospital 

stay? YES / NO  

      If yes, did you request, your partner request, or lactation consultant offer ___________________ 

 

 

 

THANK YOU FOR YOUR TIME AND COLABORATION 
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Appendix H: Process Evaluation Questionnaire 

Process Evaluation Questions 

Father Involvement in Breastfeeding Group 

Please indicate how much you agree with the following statements by circling one option 

1= Strongly Disagree                   3=Neutral                    7= Strongly Agree 

 Question Strongly 
Disagree 

 Neutral  Strongly 
Agree 

1 The group provided a welcoming 
environment 

1 2 3 4 5 

2 The room was easily accessible and 
comfortable 

1 2 3 4 5 

3 The session was well organized 1 2 3 4 5 
4 I feel safe when providing my opinion 

in the group 
1 2 3 4 5 

5 The group was relevant to my life as a 
father with a breastfeeding infant 

1 
 

2 3 4 5 

6 I have learned useful information today 
that I will use at home to support my 
partner breastfeeding 

1 2 3 4 5 

7 I believe I will be more involved in 
breastfeeding support with my partner 

1 2 3 4 5 
 

8 An on-going father led group that 
continues to meet after fathers leave 
hospital would benefit fathers being 
involved in breastfeeding 

1 2 3 4 5 

9 The group leader effectively answered 
my question 

1 2 3 4 5 

 

What did you like the most about the group session? 

 
 

What did you like the least?  

 
 

How can we improve the program? 

 

 

THANK YOU FOR YOUR TIME AND COLABORATION 
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Appendix I: Facilitator Group Session Outline 

Facilitator-Group Session Outline 

Date: ___________________________________________ 

Number of Participants: ____________________________ 

Start time: __________________________   Finished time: _____________________________ 

Question Covered Discussed 
Introduction:   
Why is coming to a breastfeeding session important to you?   
What do you know about the benefits of breastfeeding for your baby 

and your partner? 

  

Breastfeeding Team:                           
Breastfeeding team concept   
Have you and your partner talked about how you can work together to 

make breastfeeding go well?          

  

Breastfeeding Team- Responsive Behaviours:   

How do you tell what your partner might want or need to do 

something? 

  

Pay attention to non-verbal cues. How do you know when she is 

feeling uncomfortable?  

  

Talking about wants and needs is crucial. What questions would you 

ask her? 

  

Have you already done something to help your partner with 

breastfeeding? 

  

How would you like to be involved in supporting breastfeeding?   
Have you talked with your partner about how you would like to be 

involved?  

  

How could you reduce your partner’s stress about things other than 

breastfeeding so that breastfeeding goes well?  

  

While your partner breastfeeds, what are some things you could do to 

make it physically easier for her?  

  

How might you help with breastfeeding at night?   
How can you work together with her if she is having a problem with 

breastfeeding? 

  

What things can you do to offer emotional support?   
What kinds of things does your partner appreciate?    

Breastfeeding in Public. You may have to defend or feel you need to 

defend your partner in public. What would you want to say? 
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How do you show your partner you value her for breastfeeding?    

What things do you think you might do to bond with your baby?   

What do you do that makes you feel helpful within your family?   
Other:   
Feelings of exclusion, jealousy, or envy of the mother-infant’s 

relationship 

  

Problem-solving, and overcoming breastfeeding difficulties 

(savviness) 

  

Comments/Concerns/Open: Covered  Discussed 
Fears/Concerns/Open comments from fathers   

 

Notes: 
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Appendix J: Ice-Breaker Pictures 
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