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Abstract 
Despite the growing recognition of the benefits of fathers’ involvement in health and nutrition, getting fathers to 
participate actively is hindered by varied socio-cultural practices and beliefs especially in northern Ghana. This study 
aimed at assessing the socio-cultural barriers and enablers of fathers’ participation in child health and nutrition. The 
design of the study was a convergent parallel mixed cross-sectional study. The quantitative aspect of the study included 
250 mothers who were randomly selected. For the qualitative component, four (4) focus group discussions (FGDS) and 
twelve (12) key informant interviews were conducted. The involvement of fathers was measured under three 
dimensions: child nutrition decision-making, physical assistance for lactating mothers and provision of financial 
assistance. The study shows that the overall level of father’s involvement in childcare was very low at a prevalence of 
2.8%. However, out of the 250 fathers, only 0.4% were involved in final decision making on EBF, 1.2% were involved in 
decision making in CF, 23.2% were involved in physical support to mothers and 33.2% were involved in financial 
support to mothers. Cultural beliefs, occupation of fathers, stigmatization and poverty were barriers to fathers’ 
involvement in childcare. Father’s recognition of perceived advantages of involvement in childcare and advocacy were 
the main enablers of men’s involvement in childcare. Paternal involvement in childcare was very low. Nutrition and 
health authorities in the district may have to design SBC strategies to demystify cultural beliefs that may hinder paternal 
involvement in childcare. 
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Introduction 
Interventions to improve child nutrition and 

health need to be deliberate because malnutrition 

in all its forms continues to be a global public 

health issue (1) and the impact is great in Sub–

Saharan African families (2). According to recent 

data, undernutrition may be the cause of nearly 

half of all deaths in children under the age of five 

years (3, 4). Undernutrition increases the 

frequency and severity of common infections, 

increases the risk of death from such infections, 

and prolongs convalescence (5–7). Globally, only 

about one-third of all nations are on the right 

trajectory to half the proportion of stunted 

children by 2030, and roughly 25% of nations are 

unable to evaluate their current level of progress 

(8). Moreover, only one in six countries may meet 

the 2030 target of 3% prevalence for overweight 

people. To meet the 2030 global target of 89 

million fewer children suffering from stunting, 

more concerted efforts are needed by nations. 

However, if the current trends continue, 39.6 

million children will fall short of the 2030 target, 

with over 80% of these affected children living in 

Africa (8). Optimal child feeding practices during 

infancy, and particularly in the first 1000 days of 

life are crucial and determine the overall health 

status of the child and the development of non-

communicable diseases later in life (9–11). 

However, only a small proportion of children 

benefit from these optimal practices in sub-  
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Saharan Africa (12). 

In Ghana, especially the northern regions, child 

feeding practices remain suboptimal. For instance, 

in the Kpandai District, 89.5% of children fail to 

meet the minimum dietary diversity (MDD), 60.5% 

do not achieve the minimum meal frequency, and 

91.5% do not receive acceptable diet (13). 

The involvement of men in child health and 

nutrition presents an opportunity for improved 

nutrition outcomes because men often play key 

roles in final decision making (14), particularly 

regarding access to food and spending on health 

care (15).  This is particularly very important in 

sub-Saharan Africa including Ghana where men 

are key decision influencers in households (16). 

While numerous interventions have focused 

predominantly on maternal roles in childcare (17), 

emerging research underscores the pivotal yet 

often overlooked role of fathers in promoting child 

health and well-being (18). In many sub-Saharan 

African contexts, including Ghana, socio-cultural 

norms and gendered expectations significantly 

shape the extent and nature of paternal 

involvement in childcaring practices (19–21).  

The aim of this study is to assess the socio-cultural 

barriers and enablers of fathers’ participation in 

child health and nutrition. In this study, the 

authors hypothesis that, sociocultural factors 

influence the participation of fathers in childcare 

and nutrition. Despite the growing recognition of 

the importance of fathers’ involvement in child 

health and nutrition (22, 23), there is limited 

research on the socio-cultural factors that 

influence this involvement in Ghana. Most public 

health interventions in Ghana focus predominantly 

on mothers, often overlooking the potential 

contributions of fathers (24). The Kpandai District, 

located in Ghana’s Northern Region, presents a 

compelling case for examining the influence of 

socio-cultural factors on fatherhood roles, given its 

diverse ethnic composition and deeply rooted 

traditional values (25). Understanding the specific 

cultural and social determinants that either 

facilitate or hinder fathers’ engagement in child 

health and nutrition is crucial for designing more 

inclusive, gender-sensitive health interventions. 

This will also inform policy and programmatic 

strategies that promote shared responsibility in 

childcare and foster improved health outcomes for 

children in similar rural and culturally complex 

settings. 

Ultimately, the findings of this study will support 

efforts to create more inclusive and effective health 

interventions that recognize the vital 

contributions of both parents in raising healthy 

and thriving children. The findings of this study 

will also guide the development of culturally 

sensitive policies and programs that promote 

equitable parenting practices and improve health 

outcomes for children and families. 
 

Methodology 
Study Area 
The research was carried out in the Kpandai 

district. The district is located in Ghana's Northern 

Region, between latitudes 8 and 9.29 degrees 

north, and longitudes 0.29 degrees east and 1.26 

degrees west. Nanumba South district borders it 

on the north, East Gonja on the west, Krachi West 

district on the south-west, and Nkwanta North 

district on the east (26). 

With a population of 126,213, the district has a 

total land surface area of 1,132.9 km2. The district 

of Kpandai is blessed with three major rivers: the 

Oti, the Dakar, and the White Volta. During the 

rainy season, there are low-lying and swampy 

places that become flooded. Large expanses of 

river banks are created by the water bodies, which 

are ideal for rice farming. 

The district is situated at the crossroads of the 

Northern Savannah and the moist semi-deciduous 

forest. The Guinea Savannah Woodland is the 

district's natural vegetation, which evolved from 

natural climatic circumstances and has been 

significantly influenced by human activity. Semi-

deciduous trees such as oil palms, raffia palms, 

acacia, shea-nut trees, and dawadawa trees make 

up the tree cover. Agriculture is the primary source 

of income in the district. Crop growers, fishers, and 

animal farmers make up this industry (26). Figure 

1 is the map of Ghana, indicating the Kpandai 

district where the study was conducted. 
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Figure 1: Map of Kpandai based on GSS (26) 

 

Study Design and Participants  
The study is a convergent parallel mixed cross-

sectional study that involved both qualitative and 

quantitative approaches. Mothers of children 6-23 

months were the main participants for the 

quantitative component of the study. Fathers, 

mothers, and community health volunteers also 

constituted the focus group discussions (FGDS) 

and key informant interviews (KII). The study is 

guided by the Bronfenbrenner’s social ecological 

framework.   

Sample Size Determination and 

Sampling Procedure 
A multi-stage simple random sampling procedure 

was used to select the mothers. The first stage was 

the selection of two sub-districts from five in the 

Kpandai district. Names of the five sub-districts 

were written on pieces of papers and put in a box. 

From the box, two papers were randomly drawn 

out, one at a time without replacement. The sub-

districts which had their names on the sampled 

papers were used as the study sub-districts. 

The second stage was the selection of two 

communities from each of the selected sub-

districts. The sample frames were two lists of 

communities with a health center in each of the 

sub-districts. From each sample frame, two 

communities were then randomly selected. A total 

of four communities were finally considered for 

the study. 

The third stage of the sampling was done at the 

health centers during child welfare clinic (CWC) 

sessions. By probability proportional to size 

sampling, a representative number of randomly 

selected mothers with 6-23 months old child were 

recruited for the study. Thus, the number of 

mother-child pairs selected from each health 

center in the four communities, was proportional 

to the community population size. During CWC 

sessions at each health center, each mother with 

child 6 – 23 months was made to select from two 

pieces of papers on which ‘Yes’ or ‘No’ was written. 

Only mothers who picked ‘Yes’ and agreed to take 

part in the study were recruited. In all, a total of 

250 mothers were considered for the study. This 

sample size was determined in reference to a 

published protocol (27). 

Purposive sampling was used to select participants 

for FGDS and KII. Four FGDS were conducted after 

saturation was reached. Each FGD consisted of 8-
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12 members involving fathers only, mothers only, 

and fathers and mothers at different times.  

A total of twelve key informant interviews (3 from 

each community) were also conducted, involving 

men, women and community health volunteers. 

The women who were recruited for the KII were 

leaders of mother-to-mother support groups in the 

communities. 

Data Collection 
The participants' quantitative data were collected 

using a pre-tested structured questionnaire. This 

was done using a mobile based platform - 

KoBoCollect version 2021.2.4. The data collected 

comprised the sociodemographic characteristics 

of the mothers and fathers, and the mothers’ 

perspectives of the level of fathers’ involvement in 

childcare.  

The qualitative data was collected using FGD and 

KII guides. The data comprised the personal and 

community experiences of the respondents 

regarding fathers’ involvement in childcare 

including the socio-cultural enablers and barriers 

to their involvement. 

Inclusion and Exclusion Criteria 
Mothers with children 6 - 23 months and living 

with their spouse, key informants who are natives 

of the study communities, and health professionals 

residing in the study communities were qualified 

to be included in the study. Participants that did 

not satisfy these criteria were excluded. 

Data Analysis Plan 
Qualitative Data Analysis: The qualitative 

component of the data was analyzed using 

thematic analysis approach. It involved 

systematically identifying, organizing and offering 

insights into the pattern of meaning of data. It 

helped to observe and make sense of collective 

meanings and experiences. It also focused on 

identifying and explaining the common way of 

understanding an issue (28).  

Data collected was summarized into meaningful 

texts. The texts were then organized into 

manageable and meaningful segments through 

coding. Abstract themes were then extracted from 

the coded texts and later refined into specific texts 

that are discrete but broad enough to cover a set of 

idea. The refined themes were then reorganized, 

presented and interpreted.  

Quantitative Data Analysis: The data was 

analyzed using IBM SPSS Statistics version 26.0 

software. Descriptive statistics were used to 

summarize the data. Fathers' engagement in 

childcare and feeding, including decision making in 

child nutrition, physical assistance for nursing 

mothers, and financial support, were also 

summarized.   

Data Quality: The questionnaires were developed 

in English but were conducted in the local 

languages the participants understood. The few 

participants who could grant the interview in the 

English language did so. 

All the recordings were also done in the language 

the participants could freely express themselves. 

The recordings were then transcribed verbatim in 

English language before analysis.  After the 

interview, all questionnaires were reviewed in the 

field to ensure their completeness. 

The focus group discussions and KII were 

conducted in environments devoid of human 

destruction where the participants were 

comfortable and relax to participate in the study. 

Multiple participant groups were used to increase 

the study's credibility by triangulating viewpoints 

and perspectives, as well as to gain a better 

understanding of fathers in childcare. 

Measurement of Paternal Involvement 
Child Nutrition Decision Making: Fathers who 

made or agreed to the final decision for the child to 

be exclusively breastfed were said to be involved 

in EBF decision making. For CF, fathers’ 

involvement was determined by their involvement 

in 2 or all of the explainable variable: final decision 

on complementary feeding, final decision on what 

food to start with as a complementary food, and 

final decision on meal-time serving order. 

Physical Support: In the study, the physical 

support variables were defined to include: father 

feeding the child at mealtimes, father assisting the 

child’s mother with domestic tasks and farming 

activities, father accompanying the child’s mother 

to child welfare clinics, and father enlisting the 

help of other family members to support the 

woman. Fathers who were involved in more than 

50.0% of the explainable variables were said to be 

involved in the provision of physical support to the 

child’s mother. 

Financial Support: The financial support was 

defined to encompass four variables thus, father 

purchased food for the child, father 

purchased/provided egg(s) for the child, father 

purchased food for the breastfeeding mother, 

father purchased/provided meat or fish for the 
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home, and father provided transportation or 

support with money for transportation for the 

mother and child to clinics. Here, fathers’ who were 

involved in 3 or more of the criteria were said to be 

involved in the provision of financial support.  

To obtain the overall level of men’s involvement in 

childcare by using the above-mentioned 

dimensions, each dimension scored one [1] if 

involved in, and zero [0] if not involved in. A total 

score was calculated by adding the scores of all the 

dimensions. The level of involvement was 

classified as follows: a score of zero to two [0-2] 

was regarded as a low level of involvement, and a 

score of three to four [3-4] as high level of 

involvement. This approach of categorization has 

been applied in a previous study (29). 

Ethical Considerations 
The study protocol was approved by University for 

Development Studies’ Institutional Review Board 

with reference, UDS/RB/043/22. Approval from 

the district health directorate was also sort before 

the study. Before any information was collected, 

participants' informed consent was acquired. 

Participants were given codes and pseudonyms, 

and they were also guaranteed the privacy of their 

answers. Additionally, all study participants were 

made aware that no aspect of the data collection 

process would be unethically or physically 

intrusive. The only use of the data was to provide 

answers to the study questions. All participants 

were made aware that the exercise was optional 

and that they had the option to stop participating 

at any time during the research period. 
 

Results 
Demographic Characteristics of 

Mothers and Children 
The ages of children in the study range from 6 to 

23 months [mean age, M= 14.17; standard 

deviation, SD= 5.446]. One hundred and seventeen 

[117] children, constituting 46.8% were in the age 

bracket of 6 -11 months and 133(52.2%) children 

were in the age bracket of 12-23 months. One 

hundred and forty-three [143 (57.2%)] of the 

children were females and 107 (42.8%) were 

males.  

The mean age of the mothers was 26.26 years [SD= 

4.827]. Most of the mothers were Christians 

constituting about 81%. Few of them [21(8.3%)] 

practiced African Traditional Religion (ATR) and 

25(9.9%) practiced Islam. Also, majority of the 

mothers [177 (70.8%)] belong to the Konkomba 

ethnic group and just about 0.8% of them belong to 

other ethnic groups.  

Assessment of the formal education level of the 

mothers showed that 101(40%) did not have any 

form of formal education. About 70 (28%) had 

primary education and just 5 (2%) had tertiary 

education (Table 1).  

 

Table 1: Socio-demographic Characteristics of Mothers and Children 

Variable Category Frequency Percentage (%) 

Sex of child Female 143 57.20 

Male 107 42.80 

Age group of children 6-11 months 117 46.80 

12-23 months 133 53.20 

Religion of mother ATR 21 8.40 

Christianity 204 81.60 

Islam 25 10.00 

Ethnicity of mother Basari 23 9.20 

Gonja 16 6.40 

Konkomba 177 70.80 

Nawuri 32 12.80 

Others* 2 0.80 

Occupation of mother Agric 171 68.40 

Civil servant 7 2.80 

Trader 72 28.80 

Education of mother None 101 40.40 

Primary 70 28.00 

JHS 61 24.40 
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SHS/Vocational 13 5.20 

Tertiary 5 2.00 
JHS=Junior high school; SHS=senior high school; ATR=African traditional religion, Others*= Kotokoli and Nchumuru 
 

Socio-demographic Characteristics of 

Fathers  
Majority of the fathers in this study (72%) belong 

to the Konkomba ethnic group and 1.2% belong to 

other minority ethnic groups which include the 

Kotokoli and Nchumuru ethnic groups. Most of the 

fathers were within the age bracket of 30-34 

(31.6%). Few of them were below 25 years (20-23) 

and constitute 2% of the total men who took part 

in the study (Table 2). 

Also, majority [204(81.6%)] of the fathers were 

predominantly into agriculture. The remaining few 

fathers were either civil servants or were involved 

in trading activities. Predominantly, the fathers 

who participated in the study were Christians. The 

other fathers were either practicing the ATR or 

Islam. The family type of the fathers was either 

monogamy or polygamy. However, the 

predominant family type was monogamy. And 

assessment of the educational level of fathers 

showed that about 51% of the fathers involved in 

the study had no form of formal education whilst 

about 49% of them had some form of either 

primary, JHS, SHS/Vocational or tertiary education 

(Table 2).  
 

Table 2: Socio-demographic Characteristics of Fathers 
Variable Category Frequency Percentage (%) 

Age of fathers (Years) 20-24 5 2 

25-29 40 16 

30-34 79 31.6 

35-39 72 28.8 

≥40 54 21.6 

Educational level of fathers None 127 50.8 

Primary 26 10.4 

JHS 51 20.4 

SHS/Vocational 25 10 

Tertiary 21 8.4 

Ethnicity of fathers Basari 21 8.4 

Gonja 14 5.6 

Konkomba 180 72 

Nawuri 32 12.8 

Others 3 1.2 

Occupation fathers Agric 204 1.6 

Civil servant 24 9.6 

Trader 22 8.8 

Religion of fathers ATR 27 10.8 

Christianity 196 78.4 

Islam 27 10.8 

Family type Monogamy 210 84 

Polygamy 40 16 

Others= Kotokoli and Nchumuru; ATR=African Traditional Religion 
 

 

 

 

 

 

 

 

 



Kpoh et al.,                                                                                                                                          Vol 7 ǀ Issue 1 

 

180 
 

 Table 3: Prevalence of Paternal Involvement in Child Care and Nutrition 

 

Prevalence of Fathers’ Involvement in 

Child Care and Nutrition 
In this study, the involvement of fathers in 

childcare was assessed under three dimensions 

including: involvement in child nutrition 

(exclusive breastfeeding and complementary 

feeding), involvement in physical support and 

involvement in financial support to the mothers. 

The study revealed that fathers had varied level of 

involvement in childcare. Majority of the fathers 

(97.2%) were not involved in the care processes of 

their children. However, about 33% of them were 

involved in financial support, 23.2% were involved 

in physical support to the women, 0.4% were 

involved in EBF whilst 1.2% were involved in CF 

(Table 3). 

Socio-Cultural Barriers to Paternal 

Involvement in Child Care and 

Nutrition 
Almost all the women and majority of the male 

participants in the study expressed that, men were 

not involved in decisions on the feeding of their 

children. Their responses corroborate what was 

revealed by mothers from the quantitative survey.  

Through focus group discussions and key 

informant interviews, the participants outlined 

varied reasons why men were constrained to 

participate in childcare. The common themes that 

immerged from all the FGDS and corroborated by 

key informants included; socio-cultural beliefs, 

stigmatization of men involved in childcare, 

poverty and occupation. 

Socio-Cultural Beliefs  
Even though efforts are being made by the Ghana 

health service and its partners to get men to 

support childcare and feeding process, some socio-

cultural beliefs were noted as barriers to these 

efforts. Female participants said that some men 

were unable to see the significance of men's 

involvement in childcare and continued to view 

childcare as a woman's responsibility. The 

majority of respondents claimed that conventional 

ideas are still having an impact on males who are 

unable to recognize the value of being involved in 

childcare. According to informants, socio-cultural 

ideas have an impact on women as well, preventing 

them from allowing men to carry out duties that 

are normally associated with women. For example, 

these were what some participants said regarding 

exclusive breast feeding:  

“When it comes to when to start feeding a baby, it’s 

the role of the mother. They know when the child 

needs to eat. But this time we hear them say that 

the doctors say they should give the baby food 

when they are up to 6 months” [Male FGD]. 

“The women are those who take care the children, 

so you the father cannot tell when they should feed 

the child. Sometimes you don't even see when they 

start to give the children food or water” [Male 

FGD]. 

“The man has no business with how the mother 

should breast feed the child. The child is always 

with the mother and she has the breast to feed the 

child. The man is supposed to provide food staff for 

the entire household” [Female FGD]. 

Variable Category Frequency Percentage (%) 

Fathers’ involvement in 

exclusive breastfeeding 

Involved 1 0.4 

Uninvolved 249 99.6 

    

Fathers’ involvement in 

complementary feeding 

Involved 3 1.2 

Uninvolved 247 98.8 

    

Fathers’ involvement in 

Physical support to mothers 

Involved 58 23.2 

Uninvolved 192 76.8 

    

Fathers’ involvement in 

financial support to mothers 

Involved 83 33.2 

Uninvolved 167 66.8 

    

Overall involvement of fathers 

in child care and nutrition 

Involved 7 2.8 

Uninvolved 243 97.2 
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“It’s surprising to believe that most women do not 

feel comfortable when their husbands are helping 

them with house hold chores like washing dishes 

or cooking. According to them, it’s not the role of 

men to do such activities. The community believes 

that any husband who is seen actively participating 

and supporting the wife is under a spell of the wife” 

[Female KI].  

Stigmatization of Men Involved in Child 

Care and Nutrition 
Stigmatization is another barrier but was noted to 

be related to sociocultural beliefs of the 

participants. According to the female participants, 

stigmatization of men who engaged in what they 

perceived as mostly "feminine pursuits" is 

prevalent. The women expressed that, partners 

who got involved in activities like cooking or 

fetching water were often being made fun of or 

derided for doing "women's work". This was 

strongly affirmed by men during FGDS and KIIs.  

These are some excerpts from the FGDS and KIIs  

“Another challenge is that the men feel child 

feeding is the work of the women. If a man is seen 

to be actively involved in activities like cooking 

food or going to fetch water, other men laugh at 

him. Even women in the community begin to think 

that you the woman whose husband is helping you 

is lazy, or you have charmed your husband to be a 

woman” [A mother in Female FGD]. 

“Sometimes men who are seen to be involved in 

childcare, like bathing the child, cooking food, 

sweeping the home or fetching water are given 

names. They are not regarded as true men by their 

colleagues and sometimes given secret female 

names. This is why most of the men will not want 

to support” [A father in Male FGD]. 

“As a man, when you try to help your wife with 

cooking or taking care of the children, people start 

calling you names. They say you are weak or that 

your wife controls you. Some even joke that you 

are no longer a man. So many men avoid doing 

these things just to keep their respect" [Male KI, 

Health Volunteer]. 

"Men who help with childcare or household chores 

are often mocked. People say they are doing ‘a 

woman’s job’ and question their masculinity. Even 

other women sometimes laugh at them, which 

makes it hard for men to support us openly" 

[Female KI, Health Volunteer]. 

"In our community, when a man is seen cooking or 

helping with the children, people laugh at him or 

say he has been bewitched by his wife. They say 

such things are not for real men. This kind of talk 

discourages many men from helping, even if they 

want to" [ Male KI, Community Leader]. 

Poverty  
One other emergent theme that came up through 

the FGDS and informant interviews was poverty. 

Both male and female participants expressed that 

sometimes the men are not able to support the 

women financially because they just don’t have the 

money.  This is what a father said during a FGDS 

which was agreed by all other members in 

different FGDS and corroborated by the key 

informants: 

“We wish we could always give the women money 

to go to market to by fish and meat or to travel to 

the clinics but we are poor. They only thing we do 

to survive is the farming. Sometimes it can take you 

more than one month and you don’t have even GHC 

1.00 in your pocket as a man. So, what do you give 

the woman? You have nothing to give” [A father in 

Male FGD]. 

Another man expressed that: 

“Most of the people here struggle a lot. The people 

are too poor. You need to come back here around 

June-July to see things for yourself. During this 

period of the year, even food to eat becomes a 

problem and we are helpless. That makes it 

difficult for us to support the women how we wish 

to” [A father in Male FGD].  

A key informant also said: 

“Sometimes I don’t blame the men. If you talk to the 

few men who normally follow their wives for CWC 

or antenatal, you will realize that the men wish 

they could support their wives and children to feed 

well, but the ‘there is not there’. The people are 

poor. If you recommend foods like eggs or meat for 

the child or pregnant wife the man is unable to 

provide” [Female KI]. 

Occupation  
As noted, to be the predominant occupation of the 

participants in the study, it was strongly expressed 

during the FGDS that most of the men were 

farmers and usually spend almost all their time in 

the day on their farms. Hence the men did not have 

enough time to offer any none-agricultural support 

to the breastfeeding mother. The men and women 

explained that that was the reason the men left the 

feeding and care for the children to the women. A 

man said: 
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“As a man you are supposed to work on your farm 

to feed your family. Farming is the only work we 

do. So how can you leave the farm work and follow 

the woman to the hospital or be helping to take 

care of the child? Your farm will spoil” [Male FGD]. 

Other excerpts include: 

“The men are so particular about their farm work. 

Before day will break, they are already on their 

farms. They don’t even see the children before 

leaving. So, when the child is sick how will they 

know? No man will agree not to go to his farm to be 

thinking about the child. That is the work of the 

woman” [Female FGD]. 

"From morning until evening, we are on the farm. 

By the time we return, we are too tired to do 

anything else. It's not that we don't want to help 

our wives, but farming is demanding, and it takes 

all our time. That’s why most men just leave the 

childcare to the women" [Male KI, Farmer]. 

"Our husbands go to the farm very early and come 

back late, sometimes after sunset. They are hardly 

around during the day, so everything to do with the 

baby—feeding, bathing, even when the child is 

sick—falls on us. They say they are busy with farm 

work, so we have no choice." [Female KI, Mother 

and Small-Scale Trader]. 

Socio-Cultural Enablers to Paternal 

Involvement in Child Care and 

Nutrition 
Enablers of men's involvement refers to the 

different elements that support men's 

participation in childcare. The enablers of men’s 

involvement that were identified include: men’s 

recognition of the advantages of involvement and 

advocacy.  

Recognition of Advantages of Men’s 

Involvement in Child Care and 

Nutrition 
Men's appreciation of the advantages of their 

involvement in childcare was one of the key factors 

that enabled it. Men themselves expressed that 

they only got involved actively in the care of their 

children because they knew how important that 

was. Community health volunteers who were key 

informants expressed that even though there have 

been lot of sensitizations to bring men on board to 

improve IYCF practices, most fathers will still not 

get involved because they did not see the need to. 

This is what some informants said: 

“I don’t blame the men who do not want to get 

involved in taking good care of their children. They 

still don’t know the essence even though we have 

been speaking to them. Most of them still hold on 

the old belief that childcare is the work of the 

women. Some even say that its God that protects 

children and if a child will do well, it’s not what the 

father will do. Men who have seen the importance 

of supporting their wives are those who you see 

supporting them always” [Male KI, Health 

Volunteer]. 

“Our husbands don’t know that we suffer with the 

children. All they do is to just provide you with the 

yam or maize. You the woman has to provide the 

rest before you can cook. When the child is sick it’s 

you the woman that will have to carry him/her to 

the clinic before if you are lucky your husband will 

follow up. But some men are doing well. I think 

they know the importance of supporting” [female 

KI, MTMSG leader]. 

"I make time to help with feeding and bathing my 

child because I now understand how important it 

is. When I’m involved, I feel more connected to my 

child, and I also see that it reduces the burden on 

my wife. It’s not just her responsibility—it’s ours" 

[Male KI, Father and Farmer]. 

"We’ve done a lot of sensitizations, and some men 

now understand why they should support their 

wives in feeding and caring for the child. But the 

truth is, many still don’t see it as their role. They 

say, 'That is a woman’s duty.' Until they see the 

benefit for themselves, change will be slow" 

[Female KI, Health Volunteer]. 

Advocacy  
Advocacy was another factor that encouraged men 

to take on childcare responsibilities. Community 

members and informants both said that NGO 

advocacy and messaging has helped to encourage 

men to support the women in child health. Women 

mentioned that radio and video messages made 

men understand that they need to play more active 

roles in the home and help their spouses with 

childcare, cleaning, and cooking. A participant in a 

focus group said: 

“Some NGO came to us some time ago. They gave 

the women some ‘susu box’ to be contributing 

money. They even supported them to farm the 

yellow sweet potato which they said is good for the 

children. They encouraged we the men to always 

help our wives to take care of the children. 

Through that some men even now carry their 
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wives and children for weighing” [ A father, Male 

FGD]. 

A woman also said: 

“Some of the men now support their women 

because of the ‘susu box’ people (USAID RING 

Project). They put some men together (Father-to-

father support groups) and they were discussion 

how to properly feed the children. That thing has 

helped to change some men. Some of them now 

bath the children, feed them, buy good food for 

them and some even take them to the clinic when 

they are sick” [A mother, Female FGD]. 

"Before, I used to think taking care of children was 

only for women. But after hearing messages on the 

radio and from the NGO people, I began to see that 

it’s also my duty. Now, I help my wife with feeding 

and sometimes even bathe the baby. It has brought 

more peace to our home" [Male KI, Community 

Leader]. 

"The advocacy has really helped. After those radio 

programs and videos, some men changed. They 

started helping more at home, even with things like 

cooking or cleaning after the children. It’s not all 

men, but at least now they understand it’s not 

shameful to support their wives" [Female KI, 

MTMSG Leader]. 
 

Discussion 
Fathers’ Involvement in Child Care and 

Nutrition 
In the present study, very few fathers (2.8%) were 

observed to be involved in the care processes of 

children. Of the 250 fathers, only 0.4% were 

involved in final decision making on EBF, 1.2% 

were involved in decision making in CF, 23.2% 

were involved in Physical support to mothers and 

33.2% were involved in financial support to 

mothers. 

Relative to a study in Uganda, only 9% of males 

were involved in some physical support and about 

47% were involved in some financial support to 

mothers (30). This is consistent with previous 

studies that suggested that there was minimal 

involvement of men in child caring and feeding 

processes in Asia (31, 32), in South Africa (14) and 

Ethiopia (33). 

Conversely, another study in Ethiopia, showed 

high prevalence (72.4%) of paternal involvement 

in IYCF particularly in BF practices (34). 

Meanwhile in South India, 40.9% of fathers were 

involved in IYCF (35). 

The low prevalence of fathers’ involvement in 

childcare in this present study and the variation of 

involvement from studies in different areas could 

be due to cultural differences and culture-specific 

norms related to gender roles (36, 37). This is 

justified by the results from the FGDS and KII in 

this study that revealed that cultural beliefs, 

occupation, poverty and stigmatization were 

barriers to the involvement of fathers in childcare. 

Studies have shown that child feeding and care 

practices is perceived to be the reserve of mothers 

(30, 38–40). The role of the fathers is usually 

restricted to income generating activities. Fathers 

might be urged to adopt particular steps that 

support better feeding practices, such as 

encouraging exclusive breastfeeding and giving 

young children nutrient-dense complementary 

foods (41). 

Because most households view men as providers 

and resource managers, that could account for the 

appreciable involvement of men in providing 

physical and financial supports. Therefore, their 

positions in the household will have an impact on 

how they participate in feeding the children. These 

findings are in line with studies conducted in 

Kenya (40) and Uganda (30) according to which 

men play a crucial role in providing food for the 

family. 

Making decisions about infant and young child 

feeding was the activity in which men participated 

the least. In particular, they did not take part in 

decisions about when to exclusively breastfeed, 

when to introduce complementary foods, what to 

introduce as a complementary food, or how to 

serve food at meals. This conclusion can be linked 

to the cultural norm that young children spend 

most of their time with their mothers and that it is 

the mother's job to feed the child (42). The study 

also discovered that some males claim that 

working away from home limits their ability to 

help with child-rearing duties. A study evaluating 

men’s participation in infant and young child 

feeding in Kenya agree that men participate less in 

decision-making for child feeding (40, 43). 

Socio-Cultural Barriers and Enablers of 

Paternal Involvement in Child Care and 

Nutrition 
Through focus group discussions and key 

informant interviews the following barriers to 

paternal involvement in childcare were identified: 

socio-cultural beliefs, stigmatization, poverty and 
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occupation. This is consistent with the findings of 

similar studies in Nigeria (42), Kenya (44), Malawi 

(45) and Burkina Faso (46). The barriers to 

paternal involvement in childcare are mainly 

behavioral (47) which are hinged on socio-cultural 

beliefs. As such, efforts to get men involved in 

childcare should target behavior change in the 

context of cultures. 

Again, themes that emerged from the FGDS show 

that men’s recognition of the advantages of 

involvement in childcare and advocacy were the 

main enablers of men’s involvement in childcare. 

This agrees with prior studies in different cultural 

settings (48, 49). When a man realizes the benefits 

of support in childcare against the cost, he is more 

likely to participate in the childcare process (47). 

One key identifiable way to get men to buy into the 

idea of support in childcare is a continuous 

advocacy and sensitization which is in line with a 

recommendation by a previous study (31). 
 

Conclusion 
The prevalence of paternal involvement in 

childcare was generally low. Decisions on 

exclusive breastfeeding and complementary 

feeding were singular decisions of mothers. Socio-

cultural factors including beliefs, occupation of 

fathers and poverty predict fathers’ involvement in 

childcare and feeding practices. These socio-

cultural practices fit into the Bronfenbrenner’s 

social ecological framework.  

Stake holders who matter in promoting maternal 

and child nutrition should consciously target social 

behavior change communication (SBCC) efforts at 

men, taking cognizance of their culture and beliefs, 

to enable them adopt positive attitudes towards 

childcare. There should also be intense advocacy 

and education on the benefits of male involvement 

in child health and nutrition. 

Recommendation for Future Research 
This study is limited by the indicators used in 

determining father’s involvement in child health 

and nutrition. Future research should explore 

broader dimensions beyond what is discussed in 

this study. 
 

Abbreviations  
CWC: Child Welfare Clinic, FGDS: Focus Group 

Discussions, KII: Key Informant Interviews, MDD: 

Minimum Dietary Diversity, NGO: Non-

Governmental Organization, SBCC: Social and 

Behaviour Change Communication, UDS: 

University for Development Studies. 
 

Acknowledgement 
We wish to acknowledge the immense co-

operation and support of the study participants. 
 

Author contributions 
All individuals listed as co-authors significantly 

contributed to the work, and their inclusion is 

based on mutual agreement. 
 

Conflict of Interest 
All authors declare no conflict or potential conflict 

of interest. 
 

Declaration of Artificial Intelligence 

(AI) Assistance  
We declare that we employed generative AI and AI-

assisted tools to aid in the refinement of language, 

structure, and grammar. However, all content, 

ideas, and academic analysis presented in this 

work remain the result of our own intellectual 

effort and original thought.  
 

Ethics Approval 
As part of a larger project, the study received ethics 

approval from the University for Development 

Studies’ Institutional Review Board with reference, 

UDS/RB/043/22. 
 

Funding  
None. 
 

References 
1. Anees M, Rehman A, Ahmad AMR, et al. Persistent 

inadequacies in infant and young child feeding 
practices and their determinants. J Food Nutr Res. 
2020;8(7):347–54. doi:10.12691/jfnr-8-7-6 

2. Riwa FP, Odgers-Jewell K, Jones MA, Mushi AA. The 
Prevalence and Determinants of Undernutrition 
Among Infants and Children Aged 6 Months to 5 
Years in Sub-Saharan African Countries: A 
Systematic Scoping Review. Nutr Rev. 
2025;83(7):e1896-e1966. 
doi/10.1093/nutrit/nuae189/7943446 

3. Tamanna T, Mahmud S, Salma N, Hossain MM, Karim 
MR. Identifying determinants of malnutrition in 
under-five children in Bangladesh: insights from the 
BDHS-2022 cross-sectional study. Sci Rep. 2025 
;15(1):14336. doi.10.1038/s41598-025-99288-y  

4. Wambua J, Ali A, Ukwizabigira JB, Kuodi P. 
Prevalence and risk factors of under-five mortality 
due to severe acute malnutrition in Africa: a 
systematic review and meta-analysis. Syst Rev. 
2025;14(1):29. doi.10.1186/s13643-024-02740-9 

5. de Groot R, Handa S, Ragno LP, Spadafora T. Child 
malnutrition, consumption growth, maternal care 

https://doi.org/10.1186/s13643-024-02740-9


Kpoh et al.,                                                                                                                                          Vol 7 ǀ Issue 1 

 

185 
 

and price shocks: new evidence from Northern 
Ghana. Development Studies Research. 
2020;7(1):18–30. 
doi.10.1080/21665095.2020.1722721 

6. Takhelchangbam ND, Saxena D, Singh NP, Singh A. 
Epidemiology of double burden of malnutrition: 
causes and consequences. Prev Med Res Rev. 
2024;1(6):305–9. doi:10.4103/PMRR.PMRR_55_24 

7. Mallikarjun A, Bharadi HH. Impact of Malnutrition 
Among Children on Child Mortality in Developing 
Countries. IJIRME. 2024;3(1):127–130. 
doi.org/10.58806/ijirme.2024.v3i1n17 

8. UNICEF, WHO, World Bank Group. Levels and trends 
in child malnutrition-Joint Child Malnutrition 
Estimates. 2023. 
https://www.who.int/publications/i/item/978924
0073791 

9. Schwarzenberg SJ, Georgieff MK. Advocacy for 
improving nutrition in the first 1000 days to support 
childhood development and adult health. Pediatrics. 
2018;141(2):e20173716.  
doi:10.1542/peds.2017-3716 

10. Nyarko MJ, van Rooyen D, ten Ham-Baloyi W. 
Preventing malnutrition within the first 1000 days of 
life in under-resourced communities: An integrative 
literature review. J Child Health Care. 
2023;28(4):898-913. 
doi:10.1177/13674935231166427 

11. Draper CE, Yousafzai AK, McCoy DC, et al. The next 
1000 days: building on early investments for the 
health and development of young children. The 
Lancet. 2024;404(10467):2094–2116.  
doi.org/10.1016/ S0140-6736(24)01389-8 

12. Tasnim T, Islam MH, Kurshed AAM, Islam S, Sultana 
S, Karim KMR. Evaluation of infant and young child 
feeding practices in low-income areas of Dhaka, 
Bangladesh: Insights from a cross-sectional study 
using the 2021 WHO/UNICEF guideline. BMJ Open. 
2025;15(3):e093064.  
doi/10.1136/bmjopen-2024-093064 

13. Bimpong KA, Cheyuo EKE, Abdul-Mumin A, Ayanore 
MA, Kubuga CK, Mogre V. Mothers’ knowledge and 
attitudes regarding child feeding recommendations, 
complementary feeding practices and determinants 
of adequate diet. BMC Nutr. 2020;6(1):67. 
doi.org/10.1186/s40795-020-00393-0 

14. Drysdale RE, Slemming W, Makusha T, Richter LM. 
Father involvement, maternal depression and child 
nutritional outcomes in Soweto, South Africa. Matern 
Child Nutr. 2021;17(S1):e13177. 
doi.org/10.1111/mcn.13177 

15. Ochieng J, Afari-Sefa V, Lukumay PJ, Dubois T. 
Determinants of dietary diversity and the potential 
role of men in improving household nutrition in 
Tanzania. PLoS One. 2017;12(12):e0189022. 
doi:10.1371/journal.pone.0189022 

16. Aboagye RG, Essuman MA, Salihu T, et al. Association 
between the Survey-based Women’s Empowerment 
(SWPER) index and barriers to healthcare in sub-
Saharan Africa. Int Health. 2025;17(5):734–44. 
doi:10.1093/inthealth/ihaf023 

17. McIntosh DL, Trofholz A, Tate AD, Berge JM. Child 
health and psychosocial wellness in the context of 
maternal role overload and depression. Fam Relat. 
2024; 74(1):430-445. doi.org/10.1111/fare.13091 

18. Ganfure G, Darega J, Kitila LD. Assessing male 
involvement in childcare and associated factors 
among fathers of below two in Toke Kutaye district, 
Central Ethiopia, 2024: a community-based cross-
sectional study. Front Public Health. 2025; 
13:1527675. doi.org/10.3389/fpubh.2025.1527675 

19. Wood FE, Gage AJ, Mafuta E, Bertrand JT. Involving 
men in pregnancy: a cross-sectional analysis of the 
role of self-efficacy, gender-equitable attitudes, 
relationship dynamics and knowledge among men in 
Kinshasa. BMC Pregnancy Childbirth. 2024; 
24(1):444. doi.org/10.1186/s12884-024-06638-1 

20. Jeong J, Ahun MN, Bliznashka L, Velthausz D, Donco 
R, Yousafzai AK. Barriers and facilitators to father 
involvement in early child health services: A 
qualitative study in rural Mozambique. Soc Sci Med. 
2021; 287:114363. 
doi.org/10.1016/j.socscimed.2021.114363 

21. Cumber SN, Williams A, Elden H, Bogren M. Fathers’ 
involvement in pregnancy and childbirth in Africa: 
an integrative systematic review. Glob Health Action. 
2024; 17(1): 2372906. 
doi.org/10.1080/16549716.2024.2372906 

22. Gaynor M, Wynter K, Hesketh KD, Love P, Laws R. 
Fathers’ perceived role, self-efficacy and support 
needs in promoting positive nutrition and physical 
activity in the first 2000 days of life: a mixed methods 
study. Int J Behav Nutr Phys Act. 2024;21(1):23. 
doi:10.1186/s12966-024-01575-w. 

23. Jeong J, Ahun MN, Gunaratna NS, et al. Effects of 
engaging fathers and bundling parenting and 
nutrition interventions on early child development 
and maternal and paternal parenting in Mara, 
Tanzania: a factorial cluster-randomized controlled 
trial. J Child Psychol Psychiatry. 2024;65(5):694–
709. doi:10.1111/jcpp.13897 

24.      Nabia S, Betron M, Arlotti-Parish E, et al. Strategies 
for men’s engagement and its effectiveness in 
improving child health and immunization-a rapid 
review. Front Public Health. 2025; 13:1539190. 
doi.org/10.3389/fpubh.2025.1539190 

25. Ghana Statistical Service (GSS), ICF. Ghana 
Demographic and Health Survey 2022. Accra, Ghana 
and Rockville, Maryland. USA; 2024. 
https://www.statsghana.gov.gh/gssmain/fileUploa
d/pressrelease/Ghana%20DHS%202022%20FINA
L.pdf 

26. Ghana Statistical Service. Ghana 2021 Population 
and Housing Census: General Report Volume 3A. 
Accra; 
2022.https://statsghana.gov.gh/gssmain/fileUploa
d/pressrelease/2021%20PHC%20General%20Rep
ort%20Vol%203A_Population%20of%20Regions%
20and%20Districts_181121.pdf 

27. Jenkins DG, Quintana-Ascencio PF. A solution to 
minimum sample size for regressions. Han G, editor. 
PloS One. 2020;15(2):e0229345.  
doi: 10.1371/journal.pone.0229345 

28. Crowe M, Inder M, Porter R. Conducting qualitative 
research in mental health: thematic and content 
analyses. Aust N Z J Psychiatry. 2015;49(7):616–23. 
doi:10.1177/0004867415582053 

29.   Gibore NS, Bali TAL, Kibusi SM. Factors influencing 
men’s involvement in antenatal care services: A 
cross-sectional study in a low resource setting, 

https://doi.org/10.1111/mcn.13177
https://doi.org/10.1111/fare.13091
https://doi.org/10.1016/j.socscimed.2021.114363
https://doi.org/10.3389/fpubh.2025.1539190


Kpoh et al.,                                                                                                                                          Vol 7 ǀ Issue 1 

 

186 
 

Central Tanzania. Reprod Health. 2019;16(1):52. 
doi.org/10.1186/s12978-019-0721-x 

30. Kansiime N, Atwine D, Nuwamanya S, Bagenda F. 
Effect of male involvement on the nutritional status 
of children less than 5 years: a cross-sectional study 
in a rural southwestern district of Uganda. J Nutr 
Metab. 2017;2017:3427087. 
doi:10.1155/2017/3427087 

31. Apriyanto H, Pfeiffer J, Thompson S, Mercer MA. 
Involving Men in Infant and Young Child Feeding 
(IYCF) Practices and Decision Making: A Formative 
Community Assessment in Ainaro and Lautem 
Municipalities, Timor-Leste. University of 
Washington. 2020. 
http://hdl.handle.net/1773/45715 

32. Shorey S, Ang L, Goh ECL, Gandhi M. Factors 
influencing paternal involvement during infancy: A 
prospective longitudinal study. J Adv Nurs. 
2019;75(2):357-367. doi.org/10.1111/jan.13848 

33. Bishaw T, Degu G, Bishaw KA. Male involvement in 
infant care and associated factors among infants less 
than one year in Bibugn district of Ethiopia. Sci Rep. 
2024;14(1):24848.  
doi:10.1038/s41598-024-76156-9 

34. Abera M, Abdulahi M, Wakayo T. Fathers’ 
Involvement in Breast Feeding Practices and 
Associated Factors among Households having 
Children Less than Six Months in Southern Ethiopia: 
A Cross-Sectional Study. Pediatrics & Therapeutics. 
2017;07(01):1000306.  
doi: 10.4172/2161-0665.1000306 

35. Mithra P, Unnikrishnan B, Rekha T, Kumar N, Holla R, 
Rathi P. Paternal Involvement in and 
Sociodemographic Correlates of Infant and Young 
Child Feeding in a District in Coastal South India: A 
Cross-Sectional Study. Front Public Health. 
2021;9:661058. 
doi.org/10.3389/fpubh.2021.661058 

36. Wang D, Zhou T, Wang M. Information and 
communication technology (ICT), digital divide and 
urbanization: Evidence from Chinese cities. Technol 
Soc. 2021;64:101516. 
doi.org/10.1016/j.techsoc.2020.101516 

37. Hemsing N, Greaves L. Gender Norms, Roles and 
Relations and Cannabis-Use Patterns: A Scoping 
Review. Int J Environ Res Public Health. 
2020, 17(3):947. doi.org/10.3390/ijerph17030947 

38. Inbaraj LR, Khaja S, George CE, Norman G. Paternal 
involvement in feeding and its association with 
nutritional status of children in an urban slum in a 
low-resource setting: A cross-sectional study. 
Nutrition. 2020;74:110735. 
doi.org/10.1016/j.nut.2020.110735 

39. Erzse A, Goldstein S, Tugendhaft A, Norris SA, Barker 
M, Hofman KJ. The roles of men and women in 

maternal and child nutrition in urban South Africa: A 
qualitative secondary analysis. Matern Child Nutr. 
2021;17(3):e13161.  doi.org/10.1111/mcn.13161 

40. Faith MT, Martin SL, Ndegwa K, Bingham A, Mukuria 
AG. Engaging fathers and grandmothers to improve 
maternal and child dietary practices: planning a 
community-based study in Kenya. Afr J Food Agric 
Nutr Dev. 2015;15(5):10386–405. 
doi:10.18697/ajfand.72.15455 

41. Martín-Rodríguez A, Bustamante-Sánchez Á, 
Martínez-Guardado I, et al. Infancy Dietary Patterns, 
Development, and Health: An Extensive Narrative 
Review. Children 2022;9(7):1072. 
doi.org/10.3390/children9071072 

42. Allotey D, Flax VL, Ipadeola A, et al. Maternal and 
paternal involvement in complementary feeding in 
Kaduna State, Nigeria: The continuum of gender 
roles in urban and rural settings. Matern Child Nutr. 
2022;18(2): e13325. doi.org/10.1111/mcn.13325 

43. Thuita F, Mukuria A, Muhomah T, Locklear K, 
Grounds S, Martin SL. Fathers and grandmothers’ 
experiences participating in nutrition peer dialogue 
groups in Vihiga County, Kenya. Matern Child Nutr. 
2021;17(S1): e13184. doi.org/10.1111/mcn.13184 

44. Muthiru AW, Bukachi SA. Male involvement in 
maternal and child nutrition in low-income informal 
settlements, Nairobi, Kenya. J Health Popul Nutr. 
2024;43:47. doi:10.1186/s41043-023-00476-1 

45. Mkandawire E, Hendriks SL. “The role of the man is 
to look for food”: Lessons from men’s involvement in 
maternal and child health programmes in rural 
Central Malawi. PLoS One. 2019;14(8):e0221623 
doi.10.1371/journal.pone.0221623 

46. Compaoré A, Ouedraogo K, Boua PR, et al. “Men are 
not playing their roles”, maternal and child nutrition 
in Nanoro, Burkina Faso. Public Health Nutr. 
2020;24(12):3780-
3790. doi.org/10.1017/S1368980020003365 

47. Workicho A, Biadgilign S, Kershaw M, et al. Social and 
behaviour change communication to improve child 
feeding practices in Ethiopia. Matern Child Nutr. 
2021;17(4):e13231. doi.org/10.1111/mcn.13231 

48. Mkandawire E, Hendriks SL. A qualitative analysis of 
men’s involvement in maternal and child health as a 
policy intervention in rural Central Malawi. BMC 
Pregnancy Childbirth. 2018;18(1):37. 
doi.org/10.1186/s12884-018-1669-5 

49. Yourkavitch JM, Alvey JL, Prosnitz DM, Thomas JC. 
Engaging men to promote and support exclusive 
breastfeeding: A descriptive review of 28 projects in 
20 low- and middle-income countries from 2003 to 
2013. J Health Popul Nutr. 2017;36:43. 
doi.org/10.1186/s41043-017-0127-8 

  

 

 
How to Cite: Kpoh C, Suara SB, Koblaji FA, Ayeebo JA, Tiimob GL, Dambazau ZB, Danquah CB, Gbene J, 

Adegoke AK, Oluyomi WB, Atanga LA, Ngwu FA. Socio-Cultural Determinants of Fathers’ Involvement in 

Child Health and Nutrition in Northern Ghana: A Mixed-Methods Study. Int Res J Multidiscip Scope. 2026; 

7(1):174-186. DOI: 10.47857/irjms.2026.v07i01.06359 

https://doi.org/10.1111/jan.13848

