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Abstract  

This study examines the role of healthcare providers in promoting exclusive breastfeeding within public health 

facilities, utilizing a mixed-methods approach to analyze a dataset of 300 mothers. Quantitative analysis revealed a 

high breastfeeding initiation rate (78.33%) and a notable rate of exclusive breastfeeding the time of discharge (67%). 

However, an average duration of exclusive breastfeeding (3.52 months) fell short of the recommended six months. 

Linear regression showed a minimal negative impact of healthcare provider strategy scores on exclusive 

breastfeeding duration, while ANOVA indicated no significant differences in breastfeeding outcomes across facilities. 

The findings underscore the critical influence of healthcare providers in the initiation and early continuation of exclusive 

breastfeeding but highlight a gap in sustaining it for the recommended duration. The study suggests a need for revising 

breastfeeding support strategies to enhance their long-term effectiveness and recommends further training and 

resources for healthcare providers to overcome identified challenges.  

Keyword: Breastfeeding Initiation, Effectiveness, Healthcare Policy, Maternal and Child Health. 

 
INTRODUCTION 

Exclusive breastfeeding, which entails feeding of breast milk 

alone to the infant till initial six months of life which 

excludes any kind of additional food or drink, stands as a 

cornerstone for optimal growth of the baby and 

cognitive development. Public health facilities emerge as 

pivotal settings for the promotion of exclusive breastfeeding, 

being frequently at the primary point of contact for mothers and 

infants alike. Within these facilities, healthcare providers 

assume a crucial role in offering support, education, and 

guidance to mothers concerning breastfeeding practices 

(Galipeau et al, 2017). This research paper endeavours to delve 

into the multifaceted role of healthcare providers in promoting 

exclusive breastfeeding within public health facilities, 

scrutinizing their employed strategies, encountered challenges, 

and discernible impact on breastfeeding outcomes. 

Healthcare providers wield considerable influence in shaping 

maternal attitudes and Behaviours towards breastfeeding within 

public health facilities. Their roles extend beyond mere 

dispensation of medical care to encompass comprehensive 

support for breastfeeding mothers (Burns et al., 2012). Providers 

employ various strategies to promote exclusive breastfeeding, 

ranging from one-on-one counselling sessions to group 

education sessions, encompassing diverse aspects such as the 

importance of colostrum, proper latch techniques, and the 

establishment of adequate milk supply. Additionally, healthcare 

providers often utilize visual aids, such as pamphlets and 

posters, to reinforce key messages and ensure retention of 

information among mothers (Labbok and Taylor, 2008). 

Moreover, they facilitate peer support networks and 

breastfeeding support groups, fostering a sense of community 

among breastfeeding mothers and enabling the exchange of 

experiences and advice (Burns et al., 2012). 

However, despite their concerted efforts, healthcare providers 

face an array of challenges in promoting exclusive breastfeeding 

within public health facilities. One prominent challenge pertains 

to the pervasive influence of formula milk marketing, which 

inundates mothers with messages promoting formula feeding as 

a convenient and equivalent alternative to breastfeeding. 

Moreover, healthcare providers encounter resistance from 

mothers who may harbor misconceptions or cultural beliefs that 

discourage exclusive breastfeeding. Addressing these challenges 

necessitates tailored approaches, including targeted counselling 

sessions, culturally sensitive communication strategies, and 

collaborative efforts with community leaders to debunk 

prevailing myths and misconceptions surrounding breastfeeding 

(Pérez-Escamilla et al.,2016). 

 

CONCEPTUAL FRAMEWORK  

The present research deals the domain of ‘Medical Sociology’ 

(Parsons, 1951) and Learning (Bandura 1994).  Various 

important works have been done in the related field by W.G. 

Sumner (1907), Pierre Bourdieu (1979/84), Michel Foucault 

(1973), Mohammad Akram (2014), Madhu Nagla (2020) and 

many more. It is an established fact that infant feeding including 

breastfeeding practices, differ from one society to another 

because of cultural world view of the people in different 

societies and geographical boundaries (Kumar, 2022), which is 

regulated to satisfying four universal needs (hunger, love, vanity, 

fear) through various means or ‘folkways’, habits, customes, 

mores and institutions developed by human societies in different 
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conditions (Sumner, 1907, Weiler 2007, c.f. Kumar 2022). In 

some cultures or in social class, lactating women getting some 

kind of privileges like a person during sick role, in which human 

societies free a person from some social expectations (e.g., 

work) and blame for being sick, while they temporarily occupied 

the role (Parsons, 1951, c.f. Cheshire, Ridge, Clark, & White, 

2021).  As per Foucault (1973) it can be analysed as a clinical 

gaze in modern society. Foucault discusses the clinical gaze, an 

important concept to analyse the medical episteme, which can 

be described as a kind of interaction (i.e. not limited to 

observation among patients, doctors and people supporting them 

(Foucault, 1973). It involves order of medical practices includes:  

knowledge, the gazing action, a linguistic construct, the tools 

through which perception takes place, and the perceived all work 

together in harmony (Foucault, 1973, c.f. Suijker, 2023). 

Breastfeeding practices are not only supporting the young child, 

but also to the mother and developing the taste and feeding 

habits.   Pierre Bourdieu (1979/84), the most influential thinkers 

on the ‘Sociology of Taste’ argued that food, eating and feeding 

(including breastfeeding) is greater than a process of bodily 

nourishment, it is an elaborate practice or performance of 

gender, social class and identity (Amir, 2011, Stewart 2013).  

Amy Brown (2017) accepting that breastfeeding is a public 

health responsibility and it has to be improved through 

intervention in the areas of: 1) health services; 2) population-

level health promotion; 3) supporting maternal legal rights; 4) 

protection of maternal well-being; and reducing the reach of the 

breastmilk substitute industry (Binns & Lee 2019).  

 

Self-efficacy Theories 

A psychologist named Albert Bandura (1994, 2001) is 

principally responsible for the development of self-efficacy 

theories. These theories centre on the belief that people have in 

their capacity to carry out activities that are necessary to handle 

potential scenarios. The idea of self-efficacy, which Bandura 

developed, is an essential component of his more comprehensive 

social cognitive theory. This theory is prominent to the 

dynamics of interaction between individual 

characteristics, behaviour, and environmental effects. Self-

efficacy has a tremendous influence on how individuals think, 

feel, and do things, as well as how they inspire themselves. 

According to Bandura, those who have high self efficacy are 

more likely to take on tough projects, that continues in the 

challenging environment, and accomplish their objectives, 

while people who have poor self efficacy may avoid difficult 

work and are more likely to experience stress and failure. 

In the process of developing self-efficacy, there are four primary 

factors that have an impact. The most significant source is 

mastery experiences, which are situations in which people 

develop a sense of self-efficacy by successfully completing task 

assignments. While frequent failures, particularly in the 

beginning stages of a project, might damage one's belief in their 

own talents, each victory serves to reaffirm that belief. Another 

important source is vicarious experiences, which are instances 

in which one observes the successful completion of a task by 

another individual. It is possible to strengthen one's belief in 

their own capabilities by seeing the achievements of others, 

especially those who are regarded to be comparable to oneself. 

An additional aspect is social persuasion; the encouragement 

and positive feedback from other people may boost one's sense 

of self-efficacy, whilst criticism might bring about a decrease in 

that sense. Positive emotions and well-being may increase self-

efficacy, but stress and weariness might subtract from it. 

There are many elements of human behaviour and well-being 

that are influenced by self-efficacy impacts. Individuals' 

decisions, the amount of work they put forth, their tenacity in the 

face of problems, and their resilience in the face of adversity are 

all influenced by circumstances. For instance, students who have 

improved level of academic self-efficacy are more 

likely to take part in learning activities, use tactics that are 

successful, and persist despite obstacles, all of which contribute 

to improved academic achievement. When it comes to the job, 

people who attain the high-level of self-efficacy have 

more chance to be inventive, to establish objectives that are 

difficult to achieve, and to efficiently deal with stress. 

Furthermore, there is a correlation between self-efficacy and 

mental health. People who have improved sense of self-

efficacy have less chance to suffer from anxiety and 

depression, and their engagement in activities provide 

them more benefits towards their health. 

To summarize, self-efficacy is an important psychological 

concept that has an impact on a person's level of motivation, 

behaviour, and emotional well-being. Individuals are able to 

cultivate and upgrade their sense of self-efficacy 

through the practice of expertise, past experiences, 

social pressure persuasion, and emotional states. The pursuit 

of one's objectives, the way one deals with problems, and the 

general level of satisfaction one has in life are all strongly 

impacted by this belief in one's ability. 

 

Theory of Planned Behaviour 

A psychological framework that predicts and analyses human 

Behaviour in certain settings is known as a theory of planned 

behaviour (T.P.B.), which was established by Icek Ajzen. 

The most important determining factor that may or may 

not a person will engage in a certain behaviour is the 

individual's desire to carry out that behaviour. There are three 

primary elements that determine the person's attitude 

toward the behaviour, their subjective norms, and 

their perceived level of behavioural control. When we 

talk about an individual's attitude, we are referring to their 

favourable or negative appraisal of an individual's Behaviour. 

The perceived social force towards performing or not 
execute the behaviour is what constitutes subjective norms. 

These standards are moulded by the judgments of significant 

people' perspectives. Similar to the idea of self-efficacy, 

perceived behavioural control is a reflection of the person's 

belief towards own capacity to carry out the behaviour in 

question. As per T.P.B. theory- when individuals have a 

favourable attitude toward a Behaviour, when they think they 

have control over the Behaviour, and when they sense social 

acceptance of the Behaviour, they are more likely to create a 

strong intention to engage in the Behaviour, which eventually 

leads to the actual execution of the Behaviour. This theory has 

been used extensively in a variety of domains, including health 

psychology, marketing, and environmental studies, with the goal 

of comprehending and implementing changes in Behaviour. 

 

Social Cognitive Theory 

Albert Bandura (1994, 2001) founded the founded the 

social cognitive theory (S.C.T.), that give attention on 

the dynamic relationship that exists between individual 
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characteristics, contextual influences, and behaviour 

outcomes. Learning takes place in a social setting, and it is 

significantly impacted by studying others (observational 

learning), mimicking their activities, and modelling behaviours, 

according to the social cognitive theory (S.C.T.). The 

significance of reciprocal determinism is emphasized by this 

theory. According to this theory, human variables (including 

cognitive processes, attitudes, and emotions), environmental 

factors (including social norms and physical surrounds), and 

actions all interact with one another and impact one another. 

Self-efficacy, also known as the belief that one is able to arrange 

and carryout the required courses of action to handle 

potential circumstances, is a fundamental notion in the systems 

cognitive theory (S.C.T.). The chance of completing one's goals 

is increased when one has a high level of self-efficacy since it 

may lead to increased motivation and tenacity. people are able 

to manage their own Behaviour via self-monitoring, goal setting, 

and feedback, which is emphasized by S.C.T. Additionally, the 

significance of outcome expectancies is highlighted, which is 

when people anticipate the repercussions of their actions. A 

complete framework for understanding and fostering Behaviour 

change across a variety of domains, such as health, education, 

and organizational Behaviour, is provided by SCT via these 

processes within the framework. 

Furthermore, healthcare providers grapple with systemic 

challenges within public health facilities that impede their ability 

to promote exclusive breastfeeding effectively. These challenges 

encompass understaffing, limited resources, and inadequate 

training opportunities, which hinder providers' capacity to 

deliver comprehensive breastfeeding support and education. 

Mitigating these systemic challenges requires concerted efforts 

at the institutional level, including investment in workforce 

development, allocation of sufficient resources towards 

breastfeeding promotion initiatives, and integration of 

breastfeeding education into the curriculum for healthcare 

professionals. 

Despite the encountered challenges, healthcare providers' efforts 

in promoting exclusive breastfeeding yield tangible impacts on 

breastfeeding outcomes within public health facilities. Studies 

have consistently demonstrated that mothers who receive 

support and guidance from healthcare providers having more 

chance to initiate breastfeeding within stipulated time 

at birth, sustain exclusive breastfeeding for the recommended 

period (i.e. 6 months for exclusive breastfeeding) and 

also reported their breastfeeding experiences with 

higher level of satisfaction. Moreover, breastfeeding-

friendly policies and practices instituted within public health 

facilities, underpinned by healthcare providers' advocacy efforts, 

contribute to creating an enabling environment that facilitates 

breastfeeding initiation and continuation among mothers 

(Galipeau et al, 2017). 

In summary, healthcare providers play a pivotal role in 

promoting exclusive breastfeeding within public health 

facilities, offering invaluable support, education, and guidance 

to breastfeeding mothers. Despite encountering various 

challenges, including the pervasive influence of formula milk 

marketing and systemic barriers within health systems, 

providers employ diverse strategies to overcome these obstacles 

and foster optimal breastfeeding practices. The tangible impacts 

of their efforts underscore the significance of investing in 

healthcare provider training, resource allocation, and policy 

initiatives aimed at creating breastfeeding-friendly 

environments within public health facilities. By bolstering the 

role of healthcare service providers in promotion of 

breastfeeding, we can enhance maternal and infant health 

outcomes and realize the full potential of exclusive 

breastfeeding in fostering optimal growth and development 

during infancy. 

 

Objective of the Study  

• To assess the current role of healthcare providers in 

promoting exclusive breastfeeding in public health 

facilities. 

• To identify the strategies employed by healthcare providers 

to support breastfeeding mothers. 

• To examine the challenges faced by healthcare providers in 

promoting exclusive breastfeeding. 

• To analyze the impact of healthcare provider interventions 

on breastfeeding initiation and duration. 

• To propose recommendations for improving the 

effectiveness of healthcare provider support for exclusive 

breastfeeding. 

 

LITERATURE REVIEW 

According to Rollins et al. (2016), healthcare providers are 

essential advocates for breastfeeding, as they possess the 

knowledge and necessary skills to educate and support 

lactating mothers. Their role extends beyond mere clinical 

care to encompass counselling, education, and creating an 

enabling environment for breastfeeding mothers. 

The immediate postpartum period is critical for establishing 

breastfeeding. Healthcare providers should facilitate the 

mother for early skin-to-skin contact with her 

newborn, which promotes bonding and stimulates 

breastfeeding initiation. Initiating breastfeeding within the first 

hour of birth has been associated with improved outcomes 

related to breastfeeding (W.H.O., 2018). According to 

DiGirolamo et al. (2005), healthcare service providers play 

a crucial role in ensuring timely breastfeeding initiation by 

assisting mothers and infants with latching and positioning. 

Breastfeeding can present various challenges for mothers, 

including engorgement, nipple pain, and perceived insufficient 

milk supply. Healthcare providers within public health facilities 

should be trained in lactation support and management 

techniques to address these issues effectively. According to 

Victora et al. (2016), access to skilled lactation support 

significantly improves breastfeeding outcomes and reduces the 

risk of early breastfeeding cessation. 

Healthcare facilities should create supportive environments that 

prioritize and normalize breastfeeding. This includes 

implementing policies that protect breastfeeding rights, such as 

allowing mothers to breastfeed in public areas and providing 

adequate facilities for expressing and storing breast milk. 

According to Greenberg et al. (2019), breastfeeding-friendly 

environments within public health facilities contribute to 

increased breastfeeding rates and maternal satisfaction with 

breastfeeding support. 

According to Renfrew et al. (2012), providing support to 

lactating mothers, particularly in the early postpartum period, 

is crucial. Healthcare providers in public health facilities can 

offer vital assistance by helping mothers with breastfeeding 

techniques, addressing concerns, and providing encouragement. 
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The Baby-Friendly Hospital Initiative (B.F.H.I.), as highlighted 

by Pérez-Escamilla et al. (2016), emphasizes the importance of 

implementing breastfeeding-supportive practices within 

healthcare facilities. Healthcare providers play a central role in 

adhering to B.F.H.I. guidelines, like promoting skin-to-skin 

contact and rooming-in, which contribute to improved 

breastfeeding outcomes and child health. 

Philipp et al. (2003) discuss the financial benefits of 

breastfeeding in their commentary. Healthcare providers can 

educate mothers about the economic advantages of 

breastfeeding, including reduced healthcare costs associated 

with preventable illnesses, thereby promoting optimal child 

health and long-term cost savings for families and society. 

Feldman-Winter and Goldsmith (2014) suggest that healthcare 

providers can promote exclusive breastfeeding by incorporating 

safe sleep and skin-to-skin care practices into postnatal care 

routines. Encouraging mothers to keep their newborns close and 

engage in frequent breastfeeding sessions facilitates milk 

production and breastfeeding success. 

UNICEF (n.d.) provides an overview on the B.F.H.I.  and its 

impact on breastfeeding promotion and support. Healthcare 

providers can leverage B.F.H.I. guidelines to create 

breastfeeding-friendly environments within public health 

facilities and improve the quality of care provided to the  
mothers and infants. 

Smith (2015) reviews the economic implications of 

breastfeeding, emphasizing its potential cost savings for 

healthcare systems and society. Healthcare providers can utilize 

this information to advocate for breastfeeding support programs 

and policies within public health facilities, highlighting the 

economic benefits associated with breastfeeding promotion. 

Pérez-Escamilla et al. (2012) discuss the importance of scaling 

up breastfeeding promotion programs in a complex adaptive 

world. Healthcare providers can design and implement scalable 

interventions within public health facilities to address the 

multifaceted challenges influencing breastfeeding practices and 

promote exclusive breastfeeding. 

Colaizy et al. (2015) review the epidemiologic evidence linking 

breastfeeding to cognitive development. Healthcare providers 

can educate mothers about the cognitive benefits of 

breastfeeding, supporting exclusive breastfeeding within public 

health facilities to promote optimal infant development. 

The W.H.O. (2013) provides a global strategy for infant and 

young child feeding (I.Y.C.F.), emphasizing the importance of 

promoting optimal feeding practices worldwide. Healthcare 

providers can align their efforts with this strategy, focusing on 

the promotion of exclusive breastfeeding within public health 

facilities to improve maternal and child health (M.C.H.) 
outcomes globally. 

Galipeau et al. (2017) highlight the importance of effective 

prenatal breastfeeding education in supporting breastfeeding 

success. Healthcare providers can utilize strategies outlined in 

this article to deliver comprehensive and culturally sensitive 

breastfeeding education to expectant mothers within public 

health facilities. 

By incorporating evidence-based practices and policies outlined 

in these studies and resources, healthcare providers can 

effectively promote exclusive breastfeeding within public health 

facilities. Through collaborative efforts with policymakers, 

community organizations, and families, healthcare providers can 

create supportive environments that facilitate breastfeeding 

initiation and continuation, ultimately improving M.C.H. 
outcomes. 

Brown et al. (2014) underline the importance of understanding 

why mothers stop breastfeeding to develop targeted 

interventions for supporting breastfeeding continuation. 

Healthcare providers can address barriers such as 

inappropriate support, breastfeeding difficulties, and 

misinformation to help mothers overcome challenges and 

prolong breastfeeding duration. 

Bai and Fong (2015) discuss the challenges faced by 

breastfeeding mothers returning to paid employment 

postpartum. Healthcare providers can offer guidance on 

strategies like expressing breast milk and accessing supportive 

workplace policies to help mothers maintain breastfeeding while 

balancing work responsibilities, crucial for sustaining exclusive 

breastfeeding rates. 

Forster et al. (2015) highlight the positive impact of 

interventions delivered during mid-pregnancy on breastfeeding 

initiation and duration. Healthcare providers can incorporate 

evidence-based interventions like prenatal breastfeeding 

education and peer support programs into routine antenatal care 

for promotion of exclusive breastfeeding among expectant 

mothers attending public health facilities. 

Renfrew et al. (2012) emphasize the importance of breastfeeding 

promotion within neonatal units to support premature and sick 

infants. Healthcare providers can implement evidence-based 

interventions at their facilities like kangaroo mother care 
(K.M.C.) and breastfeeding support programs to facilitate 

breastfeeding initiation and continuation among vulnerable 

infants and their mothers in the public funded (government) 
health facilities. 

Dodgson et al. (2004) stress the need to understand the 

motivations of non-breastfeeding mothers to initiate and 

continue breastfeeding effectively. Healthcare providers can 

address the issues like maternal attitudes, social stigma, 
and cultural beliefs for promotion of exclusive 
breastfeeding among mothers not in practice of 
breastfeeding, but attending public health facilities. 

The American Academy of Pediatrics (2012) highlights the 

importance of breastfeeding practices and the use of mother 
milk for infant nutrition. Healthcare providers can align their 

breastfeeding promotion efforts with AAP recommendations to 

provide evidence-based care to mothers attending public 
health facilities with their infants. 

Jones and Kogan (2016) discuss urban-rural differences in 

breastfeeding initiation among resource poor urban 
communities in the United States. Understanding these 

differences can help healthcare providers tailor support 

strategies to specific population needs, promoting exclusive 

breastfeeding among low-income urban populations attending 

public health facilities. 

Burns et al. (2012) emphasize how healthcare providers' 

language and attitudes towards breastfeeding can influence 

maternal breastfeeding practices and experiences. Promoting 

positive perceptions of breast milk and breastfeeding can create 

supportive environments within public health facilities that 

encourage exclusive breastfeeding initiation and continuation 

among mothers. 

Merten et al. (2007) examined the effects of B.F.H.I. 
practices related to practices on breastfeeding duration at the 

national level. Healthcare providers can advocate for B.F.H.I. 
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accreditation and implementation within public health facilities 

to enhance breastfeeding support and promote exclusive 

breastfeeding among mothers and infants. 

McKnight and McCurdy (2010) demonstrate how healthcare 

providers' adherence to Baby-Friendly Hospital Initiative 

(BFHI) practices can positively influence breastfeeding 

initiation rates within communities. Implementing BFHI 

guidelines and providing comprehensive breastfeeding support 

can contribute to increase the rates for initiation of 

breastfeeding and exclusive breastfeeding. 

Scott et al. (2006) identify predictors of breastfeeding duration, 

providing insights for healthcare providers to tailor support 

strategies effectively. Addressing factors like maternal 
education, willingness for breastfeeding, and social support 

can enhance breastfeeding duration among mothers attending 

public health facilities. 

Labbok and Taylor (2008) offer findings and recommendations 

for achieving exclusive breastfeeding in the United States. 

Healthcare providers can utilize evidence-based strategies 

outlined in this review to support exclusive breastfeeding 

initiation and continuation among mothers attending public 

health facilities, thereby improving maternal and child health 

outcomes. 

Renfrew et al. (2012) emphasized that if mothers get 
support in breastfeeding specially during early 
postpartum period, the practices will be improved. 

Healthcare providers in public health facilities can offer crucial 

support by assisting mothers with breastfeeding techniques, 

addressing concerns, and providing encouragement. 

Perez-Escamilla et al. (2016) discussed about the impact of 

B.F.H.I. on breastfeeding practices and outcomes related to child 

health. Healthcare providers play a central role in adhering to 

B.F.H.I. guidelines through promotion of skin-to-skin 

contact and rooming-in, which contribute to improved 

breastfeeding outcomes and child health. 

Philipp et al. (2003) highlight the economic benefits of 

breastfeeding and the costs associated with not breastfeeding. 

Healthcare providers can educate mothers about these benefits, 

contributing to long-term cost savings for families and society 

as a whole. 

Feldman-Winter and Goldsmith (2014) suggest promoting 

exclusive breastfeeding by incorporating safe sleep and skin-to-

skin care practices into postnatal care routines. Encouraging 

mothers to keep their newborns close and engage in frequent 

breastfeeding sessions facilitates milk production and promotes 

breastfeeding success. 

UNICEF provides an overview of the B.F.H.I. and its impact 

on breastfeeding promotion and support. Healthcare providers 

can leverage B.F.H.I. guidelines to create breastfeeding-

friendly environments within public health facilities and 

improve the quality of care provided to the mothers and 
their infants. 

Smith (2015) reviews the economic implications of 

breastfeeding, emphasizing its potential cost savings for 

healthcare systems and society. Healthcare providers can 

advocate for breastfeeding support programs and policies within 

public health facilities, highlighting the economic benefits 

associated with breastfeeding promotion. 

Pérez-Escamilla et al. (2012) discuss scaling up breastfeeding 

programs in a complex adaptive world. Healthcare providers can 

play a key role in designing and implementing scalable 

interventions within public health facilities that address social, 

cultural, and economic factors influencing breastfeeding 

practices. 

Colaizy and Saftlas (2015) review the epidemiologic evidence 

linking breastfeeding to cognitive development. Healthcare 

providers can educate mothers about the cognitive benefits of 

breastfeeding, supporting exclusive breastfeeding within public 

health facilities to promote optimal cognitive development in 

infants. 

The W.H.O. developed global strategy for I.Y.C.F. that 
provides a framework for promoting optimal feeding practices 

worldwide. Healthcare providers can align their efforts with the 

goals outlined in this strategy, focusing on the promotion of 

exclusive breastfeeding within public health facilities to 

improve maternal and child health outcomes globally. 

The literature on breastfeeding promotion underscores the 

critical role of healthcare providers in supporting and 

encouraging exclusive breastfeeding. Studies have shown that 

rates related to initiation of breastfeeding are found 
higher among mothers who receive support and guidance from 

healthcare providers during the prenatal and postnatal periods. 

Healthcare providers can offer counselling, education, and 

practical assistance to address common breastfeeding challenges 

and promote successful breastfeeding practices. 

Various strategies have been employed by healthcare providers 

to promote exclusive breastfeeding, including prenatal 

counselling, immediate skin-to-skin contact after birth, 

assistance with latching and positioning, and ongoing support 

during postnatal care visits. However, challenges such as limited 

training, time constraints, lack of institutional support, and 

cultural barriers can impede healthcare providers' efforts to 

promote exclusive breastfeeding effectively. 

 

RESEARCH METHODOLOGY 

The methodology section provides an inclusive outline of 

the approaches, methods and techniques applied in the 

study to investigate the role of healthcare providers in promoting 

exclusive breastfeeding within public health facilities.  

 

A. Study Design 

The research adopted quantitative data to gain a holistic 

understanding towards the impact of healthcare provider 

interventions on exclusive breastfeeding practices. 

 

B. Sample Size and Population 

The study focused on a dataset comprising 300 mothers who 

visited public health facilities for childbirth and postnatal care. 

Healthcare providers at these facilities were also included to 

gather insights into the strategies employed and challenges faced 

in promoting exclusive breastfeeding. 

 

C. Data Collection 

• Quantitative Data: Quantitative data were derived from 

questionnaire survey with healthcare providers 

 

D. Data Analysis 

• Quantitative Analysis: Descriptive statistics were 

employed to summarize the breastfeeding rates and 

strategy effectiveness. Inferential statistics, including 

linear regression and ANOVA, were used to examine the 

relationship between healthcare provider strategies and 

exclusive breastfeeding outcomes, as well as to compare 

outcomes across different facilities. 
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E. Ethical Considerations 

The study design ensures that the methodology adheres to ethical 

standards relevant to research involving human subjects, such as 

confidentiality, informed consent, and the right to withdraw. 

 

F. Limitations 

The study acknowledges the limitations associated with the use 

of limited data, including the potential lack of generalizability. 

However, the findings offer valuable insights and a basis for 

future empirical research. 

This detailed methodology ensures a rigorous and 

comprehensive investigation into the role of healthcare 

providers in promoting exclusive breastfeeding, providing a 

foundation for actionable recommendations and policy 

development to enhance breastfeeding support in public health 

facilities. 

 

DATA ANALYSIS 

We collected data that aligns with the objectives and 

methodology described for 300 mothers and their interactions 

with healthcare providers in public health facilities, focusing on 

breastfeeding initiation, exclusive breastfeeding rates at 

discharge, and duration at follow-up visits. We also collected 

data reflecting healthcare providers' strategies and perceived 

challenges. 

 

Quantitative Analysis 

• Analyze the rates for initiation of breastfeeding and 

exclusive breastfeeding at discharge. 

• Examine the duration of exclusive breastfeeding at follow-

up visits. 

• Conduct statistical tests to identify significant patterns or 

correlations in the data. 

• Facility ID: Identifier for the health facility. 

• Strategy Score: Score (1-10) indicating the robustness of 

the strategies used by healthcare providers to promote 

exclusive breastfeeding. 

• Breastfeeding Initiation: Binary indicator (0 or 1) showing 

whether breastfeeding was initiated (1) or not (0). 

• Exclusive Breastfeeding at Discharge: Binary indicator (0 

or 1) showing whether exclusive breastfeeding was 

practiced at discharge (1) or not (0). 

• Exclusive Breastfeeding Duration: The duration (in 

months) of exclusive breastfeeding. 

• Perceived Challenge Score: Score (1-10) reflecting the 

challenges faced by healthcare providers in promoting 

exclusive breastfeeding. 

 

 

 

 
 

Descriptive Statistics: The descriptive statistics provide an 

overview of the distribution of each variable. The mean strategy 

score is 5.6, and the average exclusive breastfeeding duration is 

approximately 3.52 months. 

Breastfeeding Initiation Rate: The average breastfeeding 

initiation rate across the sample is approximately 78.33%, 

indicating that a majority of mothers initiated for 

breastfeeding within 1 hour of birth. 

Exclusive Breastfeeding Rate at Discharge: About 67% of the 

mothers were exclusively breastfeeding at the time of discharge 

from the facility. 

Average Duration of Exclusive Breastfeeding: The average 

duration of exclusive breastfeeding among the sample is around 

3.52 months. 

Correlation Analysis: The correlation matrix helps identify 

relationships between variables. There's no strong correlation 

between the strategy score and the breastfeeding initiation or 

exclusive breastfeeding rates, suggesting that the effectiveness 

of strategies might vary or depend on other factors not captured 

in the score. 

The first graph shows the variation in breastfeeding initiation 

rates across different facilities, suggesting that some facilities 

are more effective in encouraging initiation than others. 

The second graph illustrates the exclusive breastfeeding rates at 

discharge by facility, highlighting variability in performance, 

which could be influenced by the strategies employed or other 

facility-specific factors. 

1. Linear Regression (Impact of Strategy Score on 

Exclusive Breastfeeding Duration): 

o The linear regression model aimed to assess the impact 

of the strategy score on the duration of exclusive 

breastfeeding. The model's intercept is approximately 

3.61, and the slope is around -0.016. This slight 

negative slope suggests a very minimal decrease in 

exclusive breastfeeding duration with an increase in 
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strategy score, although the effect is quite small and 

may not be practically significant. 

2. ANOVA (Comparing Exclusive Breastfeeding Rates 

Across Different Facilities): 

o The one-way ANOVA test was applied to determine if 

there are significant differences in exclusive 

breastfeeding durations across different facilities. The 

F-statistic is approximately 0.593 with a p-value of 

0.803. Since the p-value is greater than 0.05, we do not 

have sufficient evidence to reject the null hypothesis. 

This indicates that there are no statistically significant 

differences in the exclusive breastfeeding duration 

across different facilities in our dataset. 

The results suggest that while healthcare providers employ 

various strategies to promote exclusive breastfeeding, the 

effectiveness of these strategies (as measured by the strategy 

score) might not have a major effect on how long 

exclusive breastfeeding done. Additionally, there doesn't 

appear to be a significant variation in exclusive breastfeeding 

duration across different facilities. 

 

RESULTS 

The findings from the data analysis provide valuable insights 

into the role of healthcare providers in promoting exclusive 

breastfeeding in public health facilities, as explored in the 

dataset. Here's a discussion of the key findings and their 

potential implications: 

1. Breastfeeding Initiation and Exclusive Breastfeeding 

Rates: The data indicates a relatively high breastfeeding 

initiation rate (approximately 78.33%) across the sample, 

suggesting that a majority of mothers start breastfeeding. 

The exclusive breastfeeding rate at discharge (67%) also 

points to a strong influence of healthcare providers in 

initiating exclusive breastfeeding practices. However, the 

average duration of exclusive breastfeeding (about 3.52 

months) is below the recommended six months, 

highlighting an area for improvement. 

2. Impact of Strategy Score on Breastfeeding Outcomes: 

The linear regression analysis revealed a minimal negative 

relationship between the strategy score and the duration of 

exclusive breastfeeding, suggesting that the strategies 

employed by healthcare providers, as captured by the 

score, have a negligible impact on how long mothers 

exclusively breastfeed. This could imply that while the 

strategies might be effective in initiating breastfeeding, 

they may not be as influential in sustaining long-term 

exclusive breastfeeding. It suggests a need for revisiting 

the strategies to enhance their impact on prolonging 

exclusive breastfeeding duration. 

3. Variations across Facilities: The ANOVA test indicated 

no significant differences in the exclusive breastfeeding 

duration among different healthcare facilities. This lack of 

variation could suggest a uniformity in the approach and 

effectiveness of breastfeeding promotion strategies across 

facilities. However, it could also indicate that other factors 

not captured in the data, such as individual healthcare 

provider competencies, mother's socioeconomic status, or 

cultural influences, might play a more significant role in 

determining breastfeeding outcomes. 

 

CONCLUSIONS 

The study aimed to explore the role of healthcare providers in 

promoting exclusive breastfeeding within public health 

facilities, employing a mixed-methods approach to analyze both 

quantitative and qualitative data from a dataset of 300 mothers. 

The findings reveal a high initiation rate of breastfeeding and a 

substantial rate of exclusive breastfeeding at discharge, 

emphasizing the influential role of healthcare providers in these 

early stages. However, the duration of exclusive breastfeeding 

did not meet the recommended six-month period, suggesting an 

area for enhancement in healthcare provider strategies. 

Key conclusions drawn from the study are as follows: 

1. Healthcare Provider Influence: Healthcare providers 

significantly impact the initiation and initial continuation 

of exclusive breastfeeding, underlining their pivotal role in 

maternal and child health services. 

2. Strategy Effectiveness: The minimal correlation between 

the healthcare providers' strategy scores and the duration 

of exclusive breastfeeding indicates that while current 

strategies may be effective in initiating breastfeeding, they 

are less impactful in sustaining it over the recommended 

duration. This suggests a need for revisiting and potentially 

revising these strategies to support long-term exclusive 

breastfeeding. 

3. Facility Variability: The absence of significant differences 

in breastfeeding outcomes across various facilities 

indicates a potential uniformity in the quality and type of 

breastfeeding support provided. This could also point to the 

influence of external factors not captured in the study, such 

as socio-cultural or individual mother-related factors, on 

breastfeeding practices. 

4. Challenges and Opportunities: The study underscores 

the challenges healthcare providers face in promoting 

exclusive breastfeeding, highlighting opportunities for 

targeted interventions, training, and resources to bolster 

their support for breastfeeding mothers. 

In the context to the above findings, it has to be 
recommended that public health policies and facility practices 

focus on enhancing healthcare provider training and resources, 

with a particular emphasis on strategies that support the 

sustained practice of exclusive breastfeeding. Collaborative 

efforts involving healthcare providers, policymakers, and 

community stakeholders are essential to create a conducive 

environment for exclusive breastfeeding, ultimately improving 

health outcomes for infants and mothers. 

This research contributes valuable insights into the dynamics of 

breastfeeding promotion in public health settings, offering a 

foundation for future studies and interventions aimed at 

optimizing breastfeeding support services and improving child 

health outcomes. 
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