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Abstract  1 
 2 

Background: Exclusive breastfeeding (EBF) is the optimal way to feed young infants. 3 

Guidelines recommend that women living with HIV on antiretroviral therapy (ART) should EBF 4 

for six months and continue breastfeeding for up to 24 months or longer. Parents may face social 5 

or logistical barriers creating challenges to EBF.  6 

Purpose: To explore barriers, facilitators and community norms influencing EBF practices in 7 

Kenya.  8 

Methods: This qualitative research was nested within a longitudinal study of intensive maternal 9 

counseling to increase EBF among HIV-positive mothers. HIV-negative and HIV-positive 10 

mothers were recruited from four public clinics in Nairobi. Women participated in focus group 11 

discussions (FGDs) that explored beliefs about and experiences with infant feeding. 12 

Conventional content analysis was used to describe and compare barriers and facilitators 13 

influencing HIV-positive and HIV-negative women’s EBF experiences. 14 

Results: We conducted 17 FGDs with 80 HIV-positive and 53 HIV-negative women between 15 

2009- 2012. Overall, women agreed that breastmilk is good for infants. However, early mixed 16 

feeding was a common cultural practice. HIV-positive women perceived that infant feeding 17 

methods and durations were their decision. In contrast, HIV-negative women reported less 18 

autonomy and more mixed feeding, citing peer pressure and lack of HIV transmission concerns. 19 

Autonomy in decision-making was facilitated by receiving EBF counseling and family support, 20 

especially from male partners. Low milk production was a barrier to EBF, regardless of HIV 21 

status, and perceived to represent poor maternal nutrition.  22 

Conclusions: Despite challenges, counseling empowered women living with HIV to advocate 23 

for EBF with spouses and family.  24 
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Significance Statement 27 

What is known on this subject? In an HIV prevalent setting, women face specific barriers to EBF 28 
and studies have reported that HIV-positive women lack autonomy. 29 

What this study adds? Study participants reported that they were in charge of the infant feeding 30 
decision. However HIV-positive women who received the intervention appeared to have greater 31 

conviction and adherence to EBF. Partner involvement played an important role in EBF. Women 32 
whose partner provided emotional support or shared household duties appeared to facilitate EBF. 33 
Interventions should involve partners so women can be successful in achieving their 34 
breastfeeding goals. 35 

  36 
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Introduction 37 

The World Health Organization (WHO) recommends that women living with HIV breastfeed for 38 

up to 24 months or longer while receiving support to adhere to antiretroviral treatment (ART) 39 

(WHO 2016). Exclusive breastfeeding (EBF) is associated with a lower HIV transmission risk 40 

than mixed feeding and protects infants from morbidity and mortality (Mwau et al. 2017). The 41 

potential mechanisms for reduced HIV-1 transmission associated with exclusive breastfeeding 42 

include promotion of beneficial intestinal microbiota that may modulate infant’s immune 43 

responses and increase resistance to infection, reduction in enteric pathogens and dietary 44 

antigens that may maintain intestinal mucosal barrier integrity, limiting inflammatory response 45 

to the gut mucosa (Goldman et al. 2000). Similar to the general population, EBF is 46 

recommended for the first six months of life among women living with HIV; studies have found 47 

that continued breastfeeding after six months can prevent infant mortality (Ngoma et al. 2015). 48 

 49 

According to the Kenya Demographic and Health Survey, 99% of children in Kenya are ever 50 

breastfed (KDHS 2014); however, the rates for EBF for the first six months of life are 51 

considerably lower. While about 60% of Kenyan children under 6 months are exclusively 52 

breastfed, the percentage of exclusively breastfed infants varies by age, ranging from 84% of 53 

infants ages 0-1 month to 42% of infants ages 4-5 months (KDHS 2014). In addition, in fine-54 

scale geospatial description of EBF rates, Kenya has lower EBF rates than neighboring 55 

countries.(Bhattacharjee et al. 2019).  Factors that influence breastfeeding practice include food 56 

insecurity and hunger, depressive symptoms, sociocultural factors such as fear of the “evil eye” 57 

while breastfeeding in public or fear breastfeeding will cause sagging of the breasts, and 58 

perceived milk insufficiency (Tuthill et al. 2020; Miller et al. 2019; Wanjohi et al. 2016). Other 59 
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reasons for early mixed feeding included the belief that the infant was old enough to start eating 60 

other foods, no privacy for breastfeeding, and pressure from relatives and spouses. Factors that 61 

affect EBF rates are setting-specific and vary due to cultural and local circumstances, which 62 

reflects the importance of understanding these factors in order to tailor interventions.  63 

 64 

Peer counseling and partner support are useful to support women to feel empowered to decide to 65 

exclusively breastfeed (Odeny et al. 2016). Different strategies for increasing EBF rates, such as 66 

contact with health personnel in the early postpartum period and multiple home visits with 67 

counseling by peer counselors have been successful at increasing EBF rates (Ara et al. 2019; 68 

Bosire et al. 2016). However, in resource constrained settings, many of these strategies are 69 

limited in feasibility or practicality and have therefore not been implemented on a wide scale. 70 

Furthermore, few studies have investigated the impact of interventions on breastfeeding practice 71 

among HIV-positive women, in whom increased EBF could influence infant HIV acquisition.  72 

Understanding the setting specific factors that influence women’s infant feeding decisions and 73 

their strategies for dealing with barriers can inform the implementation of appropriately targeted 74 

interventions.  75 

 76 

Methods 77 

Study Design and Population 78 

The purpose of this qualitative study was to explore barriers, facilitators and community norms 79 

influencing EBF practices. This study was nested within a longitudinal study that sought to 80 

determine whether intensive breastfeeding counseling for HIV-positive women would reduce 81 

mother-to-child transmission of HIV (MTCT) and decrease occurrence of breast pathology 82 
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(Bosire et al. 2016). The study also included a qualitative component that evaluated the impact of 83 

breastfeeding counseling on breastfeeding practices. Data for this study were collected at four 84 

clinics in Nairobi, Kenya. These clinics were selected because they served large numbers of 85 

pregnant women of low socio-economic status. HIV-positive women received an intensive 86 

counseling intervention antenatally and postpartum that included messages about importance of 87 

early initiation of breastfeeding, dangers of pre-lacteal feeds, and benefits for infant and mother. 88 

Pre-lacteal feeds are given to newborns before breastfeeding is established, and expose newborns 89 

to increased risk of infection and make it difficult to establish breastfeeding (Ogundele et al. 90 

2019). These women were also provided with tips for successful breastfeeding, prevention and 91 

management of lactation problems such as cracked nipples and mastitis, and breastfeeding 92 

techniques including correct attachment and positioning. Counselors helped women build 93 

confidence in their ability to successfully EBF. 94 

 95 

Sampling and recruitment 96 

Women who participated in FGDs were recruited at the following clinics: Baba Dogo, Dandora, 97 

Kangemi and Riruta, where they received antenatal or postnatal services, using purposive 98 

sampling to capture women with diverse EBF counseling intervention exposure and stratified by 99 

HIV status. This sampling strategy was employed to enhance understanding of community 100 

norms, include perspectives of participants that face different barriers to EBF and possibly 101 

differing life outlooks and choices depending on HIV status. Women enrolled in the study met 102 

the following inclusion criteria: pregnant or postpartum, ≥18 years, fluent in English or 103 

Kiswahili, and willing and able to provide written informed consent and participate in group 104 

discussions.  105 
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 106 

Data collection 107 

A total of 17 FGDs were conducted with 8 to 10 women per group from October 2009 to March 108 

2012. Five FGDs were conducted before the intervention with HIV-positive women, and 12 after 109 

the intervention; six with HIV-positive and six with HIV-negative women. Women were divided 110 

into groups of the same HIV infection status in order to have group homogeneity and to reduce 111 

inhibitions to discuss issues freely. The primary investigator of the parent study (RB) and a 112 

trained social scientist conducted FGDs, and notes were taken during the discussions. A semi-113 

structured guide was used to explore beliefs about and experiences with infant feeding practices, 114 

including barriers and facilitators that women face when they intend to EBF. FGDs were audio 115 

recorded with participants’ consent and ranged in length from 60 to 120 minutes. All FGDs took 116 

place in the morning hours with the presence of infants. Discussion leaders and note takers 117 

completed notes collaboratively. Experienced transcribers transcribed FGDs verbatim and later 118 

translated them from Kiswahili to English. A sample of FGDs were back translated to Kiswahili 119 

to ensure accuracy. 120 

 121 

ERC/IRB approvals 122 

Ethical approval was obtained from the UW Institutional Review Board (IRB) and from the 123 

Kenya Medical Research Institute Ethical Review Committee, in accordance to the 1964 124 

Declaration of Helsinki and its amendments. All women provided written informed consent to 125 

participate in the study. 126 

 127 

Data analysis 128 
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Transcripts were analyzed using directed content analysis (Hsieh and Shannon 2005) using an 129 

established socio-ecological framework adapted for breastfeeding (Hector et al. 2005; Tiedje et 130 

al. 2002), where factors influencing breastfeeding are divided into individual, group and societal 131 

levels. Two coders developed a preliminary codebook through an iterative process of reviewing 132 

transcripts and discussing the data with the larger team to confirm interpretation. Using a 133 

hierarchical structure, codes and sub-codes were categorized into domains that could be adapted 134 

to the socio-ecological framework for breastfeeding. Prior to independent transcript review, 135 

coders applied the same codebook to a subset of transcripts to ensure consistent understanding 136 

and application of the codebook. Using ATLAST.ti version 8, each coder independently coded 137 

half of the transcripts, then switched and reviewed the other’s code application. Coded 138 

transcripts were exchanged between coders and reviewed to ensure accuracy. All disagreements 139 

in code application were resolved through consensus adjudication. Queries were used to generate 140 

reports by thematic area and summarized into memos that described and compared barriers and 141 

facilitators influencing HIV-positive and HIV-negative women’s experiences with EBF. 142 

 143 

Results: 144 

A total of 133 women participated in 17 FGDs including 80 HIV-positive and 53 HIV-negative 145 

women. Most women were married (75%). Women reported being economically dependent on 146 

their partners (64%), relying on themselves (16%) or their family (9.5%), or had shared 147 

economic responsibility with their partners (9.5%). Almost all women reported some access to 148 

education, with approximately half (40%) reporting receipt of primary level education and the 149 

other half (47%) reporting receipt of secondary level education. Women came from nine 150 

different ethnic groups.  151 
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 152 

Analysis revealed nine main themes as key influences on EBF practices.  Themes were 153 

organized around the conceptual framework from Hector et al (Figure 1) and were compared 154 

across the three populations (HIV-positive with EBF intervention, HIV-positive without EBF 155 

intervention, and HIV negative) to evaluate if these key concepts differentially influenced 156 

women’s decision-making practices or capacity. Quotes from participants are used to 157 

demonstrate relevant findings.    158 

(Figure 1 goes here) 159 

 160 

Individual level 161 

Women’s autonomy was found to be an overarching theme linking to all other identified themes. 162 

Multiple factors contributed to women’s agency in infant feeding decision-making, whether they 163 

had decided to EBF or not, and ultimately led to their success or failure to accomplish their 164 

goals. In general, women described being the ones in charge of deciding what to feed their 165 

infants since they are the ones that spend more time with their infants and are the ones directly 166 

receiving advice from the health providers.  167 

 168 

“At times maybe the baby gets sick when your husband is at work or even when he is at 169 

home, he can’t help you at that time. It will be upon you to look for money to take the 170 

baby to the hospital, so the decision will be upon you as the mother; because as a mother 171 

you are the first parent of the baby, because you will be with him/her most of the time. 172 

Therefore, you must take a stand; you should not be swayed”– HIV-positive woman post-173 

intervention 174 
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 175 

Women’s autonomy was further enhanced for HIV-positive women, especially those who 176 

participated in the intervention. HIV positive women who decided to EBF described feeling 177 

more empowered to follow healthcare workers’ advice more closely even when under pressure 178 

from extended family and neighbors to do otherwise, HIV-positive women post-intervention 179 

were more likely to report their decision was either respected or they would take a stand to have 180 

their decision respected.  181 

 182 

“You should not listen to them; you should stand for your right and know that your child 183 

will be breastfed exclusively, and you should even get stern with them and no one will 184 

interfere with you.” – HIV-positive woman post-intervention 185 

 186 

In contrast, while HIV-negative women perceived EBF as beneficial for the infants’ health, they  187 

decided to follow advice from their partner, family, mother-in-law and neighbors to practice 188 

mixed feeding. Regardless of their HIV status, all women perceived attending the clinic and 189 

getting advice/knowledge from health care workers as a facilitator for intended infant feeding 190 

decision-making.  191 

 192 

Although participants viewed breastfeeding as the best option to feed their infant, and most 193 

women breastfed their infants for prolonged periods of time, some women introduced other food 194 

before their infants turned six months of age. Early introduction of foods was a prevalent feeding 195 

norm expressed by all women. However, HIV-negative women were more likely to follow these 196 

norms. One of the most frequent reasons for introducing foods early was perceived poor 197 
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maternal nutrition, which women believed was a key factor involved in the production of 198 

sufficient and nutritious breastmilk. Perceived inadequate maternal nutrition was presented as a 199 

rationale for needing to supplement their infant’s diet with other foods before reaching six 200 

months of age. 201 

 202 

“I can decide to breastfeed my baby but the economy is tough. It is very expensive, 203 

sometimes you breastfeed the whole night. I have to take porridge to renew my strength 204 

and produce breast milk. If not so, the baby might die hungry.” – HIV-positive woman 205 

post-intervention 206 

 207 

Some women were concerned about the effect of breastfeeding on their physical appearance. In 208 

several FGDs, HIV-negative and some HIV-positive women perceived that breastfeeding could 209 

cause their breasts to lose shape and reported that their male partners reinforced this idea which 210 

pressured women into early introduction of foods.. Women felt the need to feed their infants with 211 

other food or formula in order to avoid this.  212 

 213 

“And there are some husbands who complain that their wives are becoming shapeless 214 

because of breastfeeding, so they just decide to give the baby food…” – HIV-negative 215 

woman 216 

 217 

Community level 218 

We observed contrasting opinions about partner involvement. Partners who were not interested 219 

in getting tested for HIV or attending clinic were less likely to respect women’s decisions to 220 
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EBF. In addition, women in HIV-positive FGD mentioned that their partners were more involved 221 

in the care of the infant, while women in the HIV-negative FGD mentioned partners were in 222 

charge of financial assistance and were not involved in care of the infant.  223 

 224 

“The baby used to cry and she would be told, “Give this baby food”. He is hungry’ the 225 

mother says no, because they were taught to breastfeed for six months. Then the husband 226 

starts quarrelling and gets violent…” – HIV-negative woman 227 

 228 

Despite receiving counseling and having knowledge about the benefits of EBF, women who 229 

chose to EBF reported facing constant pressure from family members, including their mothers-230 

in-law, to introduce food early and had a difficult time adhering to their decision. Women from 231 

the HIV-negative FGDs felt disempowered in infant feeding decision-making compared to 232 

women in the HIV-positive post-intervention FGDs when considering giving in to external 233 

feeding pressures. HIV-positive women were less likely to be deterred by feeding advice from 234 

non-healthcare workers. Regardless of HIV status, women whose infant was their first child or 235 

who lived with their mother-in-law were more likely to rely on their family’s guidance and 236 

decideto introduce other foods early.  237 

 238 

Women were also concerned that EBF limited their ability to make their infant fat, a desired 239 

feature because it represents a healthy infant. Women described comparing their infants to their 240 

neighbors’ or other family members’ infants and choosing to change their feeding practices to 241 

make their infant appear healthier.   242 

 243 
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“Most people despise this system of EBF for six months. You will be instructed by the 244 

doctor but when you enter your neighborhood people will tell you that’s stupid, that you 245 

need to give a child food in order for the child to grow fat and they even compare your 246 

child with others and tell you how they [other children] are healthy because of the other 247 

foods they eat. They believe this idea of EBF for six months is foolishness.” – HIV-248 

negative woman 249 

 250 

Women in the HIV-positive FGD pre-intervention and HIV-negative women perceived 251 

competition among women about infant weight gain as unsupportive interactions that reduced 252 

their sense of autonomy in infant feeding decision-making. In contrast, women in the HIV-253 

positive FGD post-intervention felt that the counseling they received promoted a supportive 254 

environment amongst women. In addition, among the few women who mentioned that they had 255 

support from their community, this support improved their ability to adhere to their infant 256 

feeding decisions. 257 

 258 

Societal level 259 

All groups mentioned that returning to work negatively influenced EBF, but working was 260 

expected and allowed them to contribute to household income. A combination of lack of 261 

maternity leave and lack of knowledge among infant caregivers about the importance of EBF 262 

challenged working women’s ability to maintain EBF for six months. Women who expressed 263 

milk feared that their milk would become contaminated by their infant’s caregiver or would not 264 

be fed to the infant due to fear of it “going bad”.  265 

 266 
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“I tried it once. I expressed the milk and left it with someone. I had not introduced the 267 

idea to them. I just told them that I had expressed some milk for the baby. On the second 268 

day, she told me not to do that. She said that I was just doing something which was 269 

dirty… So, she bought some more milk, boiled it and gave it to the baby. So, I saw that 270 

there was no need of expressing the milk and I decided to buy milk.” – HIV-positive 271 

woman post-intervention 272 

 273 

Women viewed as being able to successfully navigate EBF when going back to work were those 274 

with supportive partners, those given maternity leave, those with access to breast pumps or those 275 

with caregivers willing to feed their infant expressed breast milk. In addition, many community 276 

babysitting facilities had high infant-to-caregiver ratio and preferred to provide uniform care in 277 

the form of formula or milk rather than the personalized care that providing expressed breastmilk 278 

would need. Thus, it required extra determination and autonomy by the woman to find a 279 

babysitting facility that provided personalized care. 280 

 281 

Breastfeeding women described that lack of knowledge about health issues from other mothers, 282 

their partners and families was a barrier that obstructed their decision to EBF. They mentioned a 283 

difference in access to teachings in urban versus non-urban settings. Similarly, women in the 284 

HIV-negative FGDs had misconceptions about family planning and its effect on production of 285 

breast milk.  286 

 287 

Discussion 288 
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This study explored factors that influence EBF practices among women in urban Kenya. Our 289 

findings demonstrate that women who desire to EBF their infant face complex barriers at 290 

different levels. Lack of a healthy diet and strong cultural norms were found to be major 291 

obstacles for women in all FGDs, which is consistent with previous literature (Tuthill et al. 2020; 292 

Miller et al. 2019; Wanjohi et al. 2016). A range of cultural feeding norms was described by the 293 

participants, which reflect the diversity of the ethnic groups living in Nairobi. HIV-positive 294 

women that desired to EBF, who participated in FGDs after receiving the peer-counseling 295 

intervention appeared to feel more empowered to challenge cultural norms around infant feeding, 296 

compared to HIV-negative women and to HIV-positive women who had not yet received the 297 

intervention. Study participants in all FGDs reported that male partner involvement can be a 298 

facilitator or a barrier on their ability to EBF when desired: men who provide financial 299 

assistance, emotional support or share household duties allow women to EBF. In addition, 300 

women in the HIV-positive FGDs reported more frequently that they had partner support 301 

compared to women in HIV-negative FGDs. Their HIV status may have influenced the 302 

relationship dynamics as most of these couples had disclosed to their partner and many were 303 

concordant. The influence of family members and neighbors also played a crucial role in 304 

women’s decision-making about infant feeding practices, which is consistent with previous 305 

studies (Wanjohi et al. 2016). Women felt disempowered when challenged by their family or 306 

neighbors on their decision to EBF, and this feeling was particularly highlighted by HIV-307 

negative women.  308 

 309 

A unique and interesting finding was that women mentioned they were in charge of the infant 310 

feeding decision. Previous literature has reported that decision-making regarding infant feeding 311 
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by women living with HIV is characterized by a lack of autonomy (Nabwera et al. 2017). While 312 

these barriers were present during the discussions, when asked: “Who makes the decision on 313 

how the baby should be fed?” women most often asserted that the decision lay with the mother, 314 

regardless of HIV status. Our data show that the peer counseling intervention which some HIV-315 

positive women received appeared to be helpful for women to increase their self-reported 316 

autonomy in decision making, by increasing their knowledge and feeling of peer support for 317 

EBF. Women need this support  from their community and policies that promote, support and 318 

protect EBF, such as access to maternity leave.  319 

 320 

In the current qualitative data, HIV status appeared to be a facilitator for women to EBF. Being 321 

HIV-positive resulted in two facilitators: it gave women access to extensive health services 322 

including the program intervention in the parent trial (intensive EBF counseling), and it 323 

motivated women to avoid HIV transmission to infants,which was not the case for HIV-positive 324 

women. This has also been seen in other studies conducted in Kenya  and reporting that EBF is 325 

more common among HIV-positive women compared to HIV-negative women (Oiye et al. 2017; 326 

Okanda et al. 2018). Previous studies have reported that male attendance to clinic improves 327 

infant HIV-free survival (Aluisio et al. 2016; Alusio et al. 2011). Furthermore, our data suggest 328 

that HIV status might have a positive effect on partner relationship dynamics, as women in HIV-329 

positive FGD would often mention they have a partner that supported their decision to EBF and 330 

it might be a key factor that supports their decision to EBF. Currently, HIV-negative women 331 

have less support to EBF and it may be disempowering their decisions; which highlights the need 332 

to have a more supportive clinic environment for all pregnant and breastfeeding women who 333 
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intend to EBF regardless of their HIV status, and a more inclusive environment for their male 334 

partners.  335 

This study provides rich information regarding factors that influence EBF among HIV-positive 336 

women in Kenya. The FGDs consisted of women from different ethnic groups which allowed us 337 

to receive multiple cultural perspectives that influence women's infant feeding practices in this 338 

community. However, this qualitative study was conducted in low-income neighborhoods in 339 

urban areas of Nairobi and may not be generalizable to rural Kenyan women or women with 340 

higher family income. A limitation of our study may be social desirability bias, and some 341 

participants might have given responses that they thought the interviewers wanted to hear to echo 342 

the counseling they had received. As is the nature with FGDs, participants with specific or 343 

embarrassing barriers to EBF may not have felt comfortable revealing them in a group setting, 344 

however, as the FGDs were comprised of homogenous populations with similar sociocultural 345 

circumstances and HIV serostatus it was likely minimized. In contrast to the general community, 346 

all HIV-positive women who participated in the FGDs were comfortable revealing their HIV 347 

status in a group setting. Women with higher levels of HIV stigma, and/or women who have not 348 

disclosed their HIV status, might have different attitudes toward and experiences with EBF. 349 

Additionally, women whose infants did not survive the perinatal period were less likely to 350 

participate in this research and may have had different attitudes to infant feeding.  As all of these 351 

distinct sub-populations are key in achieving EBF adherence in HIV high prevalence settings, 352 

further study is warranted to support reduction in MTCT of HIV. 353 

 354 

Conclusion 355 
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We found that women find it difficult to adhere to EBF recommendations, although those who 356 

received intensive counseling appeared to have stronger opinions about infant feeding and 357 

adherence. Barriers to EBF exist at personal, community and societal levels. A peer counseling 358 

intervention for HIV-positive women appeared to increase women’s sense of autonomy in infant 359 

feeding decision-making and created a supportive environment amongst women. However, there 360 

is a need to increase awareness about the benefits of EBF for all women regardless of their HIV 361 

status, and to address barriers to EBF amongst women's partners, family and community 362 

members, and to advocate for workplace policies that support breastfeeding women. 363 

 364 
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Figure 1. Modified Conceptual Framework: factors influencing exclusive breastfeeding 466 


