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Abstract

Background

Male involvement in maternal health has been linked to positive health outcomes for women
and children, as they control household resources and make significant decisions, which
influence maternal health. Despite of the important role they have in maternal health care,
their actual involvement remains low. The objective of this study was to explore community
perspectives on potential barriers to men’s involvement in maternity care in central
Tanzania.

Methods

Qualitative research methods were used in data collection. We conducted 32 focus group
discussions (16 FGDs with men and 16 FGDs with women) and 34 in-depth interviews with
community leaders, village health workers and health care providers. Interview guides were
used to guide the focus group discussions and in-depth interviews. The interviews and dis-
cussions were audio recorded, transcribed and translated into English and imported into
QSR NVivo 9 software for thematic analysis. Three themes emerged from the data; men’s
maternity care involvement indicators, benefits of men’s involvement in maternity health
care services and barriers to men’s involvement in maternity health care services.

Results

Both men and women participants acknowledged the importance of men’s involvement in
maternity health care services, even though few men actually got involved. Identified bene-
fits of men’s involvement in maternity health care services include: Learning any risk factors
directly from the health care providers and getting prepared in addressing them; and rein-
forcing adherence to instruction received from the health care provider as family protectors
and guardians. Barriers to men’s involvement in maternity health care services are sys-
temic; starting from the family, health care and culture-specific gender norms for maternity
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related behaviour as well as healthcare facilities structural constrains inhibiting implementa-
tion of couple-friendly maternity health care services.

Conclusions

Men’s involvement in maternity care is influenced by culture-specific maternity-related gen-
der norms. This situation is compounded by the conditions of deprivation that deny women
access to resources with which they could find alternative support during pregnancy. More-
over, structures meant for maternal health care services lack privacy, thus inhibiting male
partners’ presence in the delivery room. Intervention to increase men’s involvement in
maternity care should address individual and systemic barriers to men’s involvement.

Introduction

Maternity care is all care in relation to pregnancy, childbirth and the postpartum period. Good
maternity care includes: pre-pregnancy and pregnancy care, trained assistance during deliver,
knowing the warning signs, planning ahead and community support [1]. All these care require
the commitment of both health authorities and community members (husband, male partners,
in-laws, parents). Male partners can also contribute to good maternity care by planning ahead
and providing support, for example ensuring that women and their families know where to
seek help in case of complications, and sharing the workload so that pregnant women can
avoid heavy physical effort [1].

Definition of men’s involvement varies depending on the context in which it is applied [2].
There is no single commonly used indicator for measuring men’s involvement. Different
scholars have used varying indicators according to their contexts. According to Bhatta [3],
men’s involvement is a man attending antenatal care visits, birth plans, encouraging exclusive
breast-feeding and immunization for their children. Ditekemena et al. [4] define men’s
involvement as men’s participation in HIV testing during pregnancy. Byamugisha et al. [5]
define men’s involvement as men attending ANC services with their partners, knowing their
partner’s antenatal appointment, discussing antenatal interventions with their partners, sup-
porting their partner’s antenatal visit financially, taking time to find out what goes on in the
antenatal clinic and seeking permission to use a condom during the current pregnancy. Alio
etal. [6] consider men’s involvement as men being accessible (e.g. present, available), engaged
(e.g. care about the pregnancy and the coming child, want to learn more about the process),
responsible (e.g., is a caregiver, provider, protector), and maintaining a relationship with the
woman carrying the child regardless of their own partnership status. In this study, men’s
involvement is defined as men attending antenatal care (ANC) visits and relieving their preg-
nant partners from performing heavy workload.

For a number of decades, advocates for improving maternal and child health have pro-
moted men’s involvement in all aspects of health care for women and children [7]. The effect
of men’s involvement on health outcomes for women and children is associated with their
knowledge, education, attitudes and behaviours [2, 8-10]. Lack of knowledge regarding com-
plications and danger signs in pregnancy and childbirth has been frustrating for male partners
and this has created barrier to their involvement in maternity care issues [11]. Lack of knowl-
edge notwithstanding, men as decision makers, partners and parents, have important role in
the preparations for birth and influence actions needed in case of an emergency within their
households and communities [12]. In most African countries, especially those in patriarchal
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system, men control household resources and make significant decisions that influence mater-
nal health and the choice of when and where a woman should have access to health services
[13, 14]. In such situations where there is disregard of women’s views and deprivation of wom-
en’s access to household resources, women’s and children’s health status is affected.

Globally, men’s involvement in maternal health has been linked to positive benefits, such as
increased likelihood of contraception use [15]; increased uptake of interventions to prevent
HIV transmission [16]; increased access to antenatal and postnatal services [17]; enhanced
gender equality; and empowerment of individual women to make their own decisions [18].
Men as individuals can also benefit from being involved in parenting and reproductive health
programs [19], support good nutrition, reduce workload during pregnancy, assist in birth pre-
paredness and provide emotional support [20, 21]. Several studies have shown that interven-
tions to include men in maternal health issues improved maternal and child health outcomes.
For instance, Yargawa and Leonardi-Bee in their systematic review and meta-analysis of men’s
involvement found that, men’s involvement increases skilled birth attendance and use of post-
natal care and also it was significantly associated with reduced odds of postpartum depression
among women [22]. A randomized control trial among couples in Burkina Faso found that,
couples who participated in the education-focused intervention were more likely to be exclu-
sively breast-feeding three months postpartum and also use effective contraception eight
months postpartum [23]. The study conducted in Southeast Nigeria found that men who were
aware of female contraception had three times greater odds of having spouses who wanted to
use contraception compared to men who were not aware of female contraception [24]. In Tan-
zania, the intervention to educate pregnant women’s husbands on danger signs and pregnancy
complications resulted in a significant increase in birth attendance by skilled health providers
—i.e. 51% for the intervention group compared with 34% for the control group [25]. While
several studies have reported the benefits of including men in maternity care, the arguments
on the negative side of men’s involvement have also been made including discrimination
against women, increased male dominance in decision-making and marginalization of mar-
ried women [2, 26]. Others include the potential for escalating labor difficulty when husbands
become anxious in delivery rooms [17], decreased utilization of PMTCT services among
unmarried women when required to come with their partners [27] and failure to return for
the second visit when asked to come back for ANC services together with their male partners
[28]. In situations where men are against contraceptive use, women may face difficulty access-
ing contraception.

In spite of the important role that men play in maternal health care, their actual involve-
ment remains low in most African countries [29, 30]. Lack of men’s involvement in maternal
health care may contribute to delays in progression towards the achievement of Sustainable
Development Goal (SGD) of reducing maternal mortality. Several studies in Africa have
explored men’s involvement in maternal health programs such as prevention of Mother-To-
Child Transmission (PMTCT) [5, 16, 31, 32]. However, studies investigating men’s involve-
ment in maternity care and their barriers in Tanzania are limited. A study conducted in
Uganda to explore perceived benefits of men’s involvement in antenatal care found that
knowledge of three or more antenatal care services, obtaining health information from health
care workers and a spouse having attended a skilled birth at last childbirth predicted increased
men’s attendance at ANC [33]. One study conducted in Malawi found that using peers to
encourage men’s involvement was effective and sustainable in increasing male involvement in
maternal care [34]. In Kenya, a study to explore the barriers and opportunity for men’s
involvement found that men were aware of the benefits of their involvement in maternal
health. However, perception of pregnancy support as a female role, negative health worker atti-
tudes toward men’s involvement, and unfriendly antenatal care services limited men’s
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involvement [35]. Some scholars have reported that gendered norms and expectations hinder
men’s involvement in reproductive healthcare and their access to programs and services [36,
37]

In Tanzania, men’s involvement in maternal health care is a new idea [38]. Pregnancy and
childbirth issues have traditionally been regarded as women’s affairs and pregnant women
were given support during labour and childbirth by either their mother in laws, sisters or other
women relatives [39]. Men were mainly responsible for providing money for medical bills and
other material needs as well as naming the newborn [31]. Although maternal and child health
policies recognise the importance of engaging men in reproductive and child health [40], stud-
ies have reported low male involvement in maternal health care [41-43]. Among the factors
reported to hinder men’s involvement in pregnancy and childbirth were traditional gender
roles at home, fear of HIV testing and unfavourable environment in health facilities [38]. How-
ever, less is known regarding the in-depth understanding of community perspectives on barri-
ers to men’s involvement in pregnancy, delivery and postpartum care in Tanzania. The few
available studies have explored the perception of men’s involvement in pregnancy and child-
birth only and most of them were health care facility based studies. To address this gap, this
study explored community perspectives on potential barriers to men’s involvement in mater-
nity care in Dodoma Region, central Tanzania. We explored how gender normative assump-
tions such as pregnancy and childbirth being women’s responsibility, have shaped policies and
how these assumptions have been deconstructed by the emergence of the men’s involvement
agenda. The study contributes to literature that informs the integration of normative gender
behaviour surrounding maternity and awareness of structural blind spots in the maternal
health care policy.

Materials and methods
Study area

The study was carried out in Dodoma Region of Tanzania which is located in the central part
of the country. It involved four out of seven districts in the region, namely Kongwa, Kondoa,
Chamwino, and Dodoma Municipality. The districts were selected based on diverse character-
istics of each in relation to men’s involvement. According to the documented Regional Repro-
ductive and Child Health Coordinator’s annual report of 2011 (unpublished), among the
seven districts in the region, Kongwa District was doing the best to motivate men to accom-
pany their partner’s to the first ANC visit. It had 99.9% of men’s attendance with their part-
ners. Kondoa District had 24% of men’s attendance with their partners. Dodoma Municipality
had 13%, while Chamwino District had not reported any information related to men’s involve-
ment in ANC. Therefore, the sites were selected purposeful in order to understand the per-
spectives of those men who were highly motivated to provide companionship and those who
were not attending with their partners.

Study design and population

A cross-sectional study design with a qualitative approach was employed as little was known
about the barriers to men’s involvement in maternity care and information was gathered one
time, across community segments. Also, there was a need to understand the context of men’s
involvement in maternity care. The study population consisted of living together married cou-
ples, health care providers, village health workers and community leaders.
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Sampling procedure

A multistage sampling technique was used for selecting the sample units. The four districts
were purposively selected. Within each district, two wards (sub districts) were randomly
selected from each district using a table of random numbers to make a total of eight wards:
Mnenia and Pahi (Kondoa), Mlanga and Makang'wa (Kongwa), Mlowa Barabarani and Chi-
nangali-II (Chamwino) and Msalato (street) and Nzuguni (street) (Dodoma Municipality).
Finally, one village or street (in case of municipality) was selected randomly from each of the
eight wards using a table of random numbers, maintaining the total of six villages and two
streets. From the villages and streets, 32 households (four households from each village/street)
were identified based on the following criteria; married couples who had children aged two
years or below at the child’s last birthday. The men must have resided with their spouses in the
same household and their partners must have had a second or more pregnancy at the time of
data collection. Couples who met the inclusion criteria but refused to participate and those
whose partners were not mentally fit to be interviewed were excluded in the study.

The households were purposefully selected and couples were recruited to participate in the
study by the principal investigator with the assistance of hamlet and street leaders. Principal
investigator explained the objective of the study to participants before asking for their partici-
pation. Participants were invited to participate in the focus group discussion which were con-
ducted separately for male and female. Health care providers (in-charges of the health
facilities, heads of reproductive health services), village health workers and community leaders
residing in the study area, who were available at the time of data collection, were included in
the study.

Ethical considerations

The approval to conduct this study was granted by The University of Dodoma Research and
Ethical Clearance Committee. Permission to collect data was obtained from Dodoma Regional
Commissioner, Dodoma Municipal Director, District Executive Directors of Kondoa,
Kongwa, and Chamwino district councils as well as District Medical Officers of all four dis-
tricts and the local leaders of all wards. A free informed consent (written or verbal) was
obtained from each individual participant at the start of the study.

Data collection

Data were collected through FGDs and IDIs, using the interview guides. Prior to data collec-
tion process, the interview protocols were pretested and adjustments were made according to
early experience and information participants had provided. The interview protocol consisted
of questions and prompts to guide the sessions. The village that was involved in the pretest was
not included in the actual study. Participants in the focus group discussions were approached
face to face through the guidance of hamlet and street leaders. Health care providers, village
health workers and community leaders were contacted through letters and telephone calls. A
total of 32 FGDs (16 for men and 16 for women) comprising of seven to nine respondents
were conducted. A total of 246 participants (123 couples) were contacted for focus group dis-
cussions, out of which 236 participants (118 couples) agreed to participate in the discussions.
Men were involved in men’s focus group discussions and women in female’s focus group dis-
cussions. Five couples (10 participants) declined to participate due to their busy schedule.
Twenty four (24) community leaders, 15 health care providers and five (5) village health work-
ers were contacted for in-depth interviews. On reaching saturation after 20 interviews with
community leaders, 11 health care providers and three (3) village health workers, no further
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attempt to interview the remaining participants was necessary. Therefore, a total of 34 in-
depth interviews were conducted. Two community leaders declined for lack of time.

The first author moderated all the FGDs, the second author acted as an observer for the
FGDs while three trained research assistants (one female and two males), all married, took
notes and operated the tape recorder. The male research assistants were involved in men’s
focus group discussions while the female research assistant was involved in women’s focus
group discussions. The second author conducted IDIs and first author took notes and
recorded the interviews. The FGDs were conducted in Kiswahili.

Research assistants were chosen based on their experience in interviewing and fluency in
Kiswahili. All were trained for three days to interpret and deliver the interview guides in the
same manner in order to draw out consistent information. After self-introduction, the objec-
tive of the study was explained to participants and they were allowed to ask any question
related to the study objective. The session started by asking participants how their spouses and
children were, then went directly to asking questions related to the study objective. After every
FGD and IDI session was completed, a member checking technique was used to ensure that
what was heard or written was correct and the transcripts were returned to participants for
comments. This technique involved restating what was recorded, summarizing or paraphras-
ing the information from FGDs and IDIs.

The FGDs took place in the village or ward offices or in the nearby classroom, depending
on the convenience of participants. The IDIs took place in the hamlet or street leader’s offices,
the health care provider’s offices and village health care worker’s offices. No any other person
was allowed to the discussion apart from the researchers and participants. Saturation point
was reached when no new information related to the research topic was emerging. Thus after
our discussion as researchers we stopped collecting more information. Participants’ age ranged
from 18 to 70 years. Most participants (70%) were self employed and mainly engaged in farm-
ing activities. About 77% had completed primary level of education.

FGDs provided a chance for participants to discuss their views regarding responsibilities of
men during maternity period, their perspectives regarding maternal care during maternity
period and cultural practices related to pregnancy and childbirth in the community. Other
advantages include discussion on their participation in maternity health care services, benefits
of including men in maternity health care services, and barriers to men’s involvement in
maternity health care services. Interviews lasted between 30 and 45 minutes, while focus group
discussions lasted between 50 and 70 minutes. The data were collected between December
2016 and June 2017.

Data analysis

Interview data were transcribed verbatim and translated into English language by two research
assistants who were fluent in both Kiswahili and English. Back translation was done to keep
the original meaning of the data. The second author proofread the transcripts to check for
accuracy. Data were analyzed thematically. The first author (NSG) imported transcripts and
field notes into QSR NVivo 9 software to facilitate the coding process. After all necessary files
were transferred, the coding was done, the process of putting together extracts that are related
to each other into basins called nodes. The analysis was carried out in three steps. First step,
thorough reading of the transferred transcripts into QSR NVivo 9 software and creating nodes
in the process to house relevant excerpts or text from the transcripts. The emerged major issues
were noted and coded according to the meaning they conveyed. Additional codes which
emerged during coding were added after consensus of both authors and saturation was
attained when no more codes emerged from the transcripts. In the second step, authors
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assembled the codes into different themes and a thematic chart was developed. Patterns, simi-
larities and differences in these codes and themes were examined to ensure that all views were
considered in the research report. Codes that expressed similar meanings were grouped
together and assigned a phrase that depicted the common message. The phrases from several
groups of codes constituted description of themes. The second author checked the accuracy of
themes descriptions to find out if they had not been under or over represented. The third step
involved contextualizing the original codes along with the text so as to answer the aim of the
study. This process resulted in more abstract analytical themes. Descriptive text (tale) was
applied around the analytical themes by quotes used to illustrate the text in order to converse
its meaning to the reader.

Data analysis was performed by each author separately. They then compared their outputs,
and reached an agreement on the codes and themes. The results generated by FGDs and IDIs
techniques were triangulated. Three main themes that were finally identified were: men’s
maternity care involvement indicators such as men’s attendance at maternity health care ser-
vices and workload support to women during maternity period; benefits of women having
their partners at maternity health care services; and barriers to men’s involvement in maternity
health care services.

Trustworthiness of the study

To ensure quality of the data the criteria of credibility, transferability, dependability, and
confirmability were adhered to. Credibility was ensured by triangulation of data collection
methods whereby both FGDs and IDIs were used, a voice recorder was used to capture all
interview sessions, and field notes were taken to supplement what was not recorded. Pro-
longed engagement in the study field, whereby the researcher (first author) stayed for more
than six months prior to data collection to become familiar with the settings. She was not
known to the participants of this research prior to undertaking the study and she did not
undertake any clinical or teaching activities locally alongside this research. Whilst it was useful
to understand what the community was talking about men’s involvement in maternity care, as
a researcher she made attentive efforts not to accept possible common assumptions at face
value. This increased the credibility of the data source. Thick descriptions of the research
methodology that contain important information a reader may need to know in order to
understand the findings, the use of purposeful sampling which enabled the selection of infor-
mation-rich participants who fulfilled the criteria for participation and encouragement of con-
fidentiality throughout the study period, all this ensured transferability of the information
collected. Dependability was ensured by using an emerging design analysis where, new issues
that emerged were considered in subsequent data collection and in the analysis process. The
involvement of more than one researcher in the study process ensured that the interpretations
emerged in data through researchers’ triangulation, which also enhanced dependability of the
data source. Furthermore, both authors are Kiswahili native speakers. The first author is expert
in public health while the second author is expert in applied anthropology and community
development work. They were both involved in data collection, which also provided depend-
able data. A member checking technique was employed during data collection to meet the cri-
teria of confirmability where the researcher restated, summarized or paraphrased the
information received from IDIs and FGDs to ensure that what was heard or written down
from the interviews and discussion was accurate. The translation and back translation of
research tools from English to Kiswahili and then Kiswahili to English was intended to
increase the free expression of participants in Kiswahili and to check accuracy of translation
respectively. This enhanced confirmability of the data.
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Results

After the data analysis, three main themes were generated namely, men’s maternity care
involvement indicators such as men’s attendance at maternity health care services and work-
load support to women during maternity period; benefits of men’s involvement in maternity
health care services and barriers to men’s involvement in maternity health care services as
demonstrated in Fig 1. Six barriers to men’s involvement in maternity health care services
were identified, including: culture-specific gendered expectation for maternity-related behav-
iour, pregnancy outside wedlock, fear of HIV testing, precarious family and economic situa-
tions, lack of knowledge and inadequate information, and health care system-based factors.

Men’s maternity care involvement indicators

Perspectives of men and women participants seem converging on why men should get
involved in maternity care. They generally found it important for ensuring quality maternity
care for women and their newborn babies. Indicators of men’s involvement in maternity care
included men’s attendance at maternity health care services and men’s household workload
support during maternity period.

Men’s attendance at maternity health care services

During in-depth interviews and focus group discussions, it was noted that among men who
escorted their partners to maternity health care services, most of them reportedly attended
during the first visit of antenatal care. During the second, third and fourth visits very few men
attended with their partners. During delivery most women were accompanied by their fellow
women. A female healthcare provider from Kondoa explained:

“Only few men do accompany their wives. . ., and most of them turn up only during the first
day. Others who are also few come during the second, third and fourth clinic visits. As the
number of clinic visit increases, the number of men who attend decreases. During delivery
period, only one out of hundred men accompanies their wives. Most of them are accompanied
by their female relatives.” (IDI-1, female health care provider)

Some male participants opined that men accompanied their pregnant partners during the
first antenatal visit because either they were eager to know the HIV status of their partners or
it was mandatory that they should check their health status (HIV) with their partners. A male
participant from Chamwino said:

“Men accompany their wives, if a woman is pregnant. This is like a rule, because all of them
are required to check their health as early as possible. But, if it is a matter of accompanying
her while attending clinic or taking a child to hospital; they will never do so. But when the
pregnancy is at its early stages and you are required to report to clinic, in such a situation we
go together.” (FGD-24, male participant)

Men were willing to accompany their pregnant partners in the first antenatal visit as part of
being obligated. This was usually not the case with other subsequent visits where they did not
show up unless there was a serious issue they needed to settle. A young lady from Dodoma
Municipality explained:

“I can take my husband to clinic, or I can go alone, and he can agree. He can accompany me
only one day. He will never show up the next visit unless he is required for medical check-up
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Code Theme description Analytical themes

e Few men attend in second and fourth
visit

®  Men attend in first antenatal visit.

®  They attend together when the preg-
nancy is at its early stages

Men’s attendance to maternity
health care services

Men’s maternity care
involvement indicators

®  Women continue to shoulder heavy
workload while pregnant

®  Some women give birth while they are in
the field

®  Few men fetch water, splitting firewood,
even cooking and wash clothes

‘Workload support during mater-
nity period

VA

e Men get helpful information to assist in

caring a pregnant partner Participants acknowledge the Benefits of men’s involve-

enefits of men accompanying ment inmaternity health

®  Men able to follow advices given by the their partners to maternal health —® care services

nurse P
care services
®  Men may take appropriate action to help
the partner
e Men's responsibility is to provide materials
and financial support Culture-specific gendered expecta-
e Shaming of men for cooking in his house- tion for maternity -related behavior

hold

® A man accompanying his partner is per-
ceived as jealous or weak

®  Pregnancy and child birth is womnen affairs

e Women impregnated by illegitimate part-
ners Pregnancy outside wedlock
e Impossible to be accompanied by a man

who is not her husband

e Men leave their pregnant partner for some Fear of HIV testing
time till they give birth =
. Men find excuses for not accompanying

their partners
Barriers to men’s involve-

; . : ment in maternity health

e Dependency on daily earning Precarious family and economic S p—————

e  Need to save meager finances for emer- situation

gences

e Not knowing why they should accompany Lack of knowledge and inadequate

their partners : , ok
information on men’s involvernent

Pregnancy is not an illness

Long waiting time

Insensitive language used by nurses

Men wait outside Health care system- based factors
Lack of privacy

Demand for bribe

Lack of drugs and supplies

Fig 1. Example of thematic analysis from codes to analytical themes.

https://doi.org/10.1371/journal.pone.0232939.9001

which involves both parties or if there is an issue he is needed to contribute. Otherwise, he

never agrees to accompany me for every clinic visit.” (FGD-31, female participant)

Another man from Kondoa explained:

“For us here in Pahi I would like to say that if they (partner accompanying men) are there,

they are very few. It does not happen often to accompany our wives to maternal and child

health services. Only few men do so.” (FGD-5, male participant)
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Men’s household workload support during maternity period

During the FGDs both women and men reported that only few men actually reduced the
workload of their partners during maternity period. Most women reported having worked the
same usual or even more than usual household workload. They also reported working in agri-
cultural activities up to delivery. For instance women explained:

“A woman works from the beginning to the end of her pregnancy.” (FGD-14, female
participant)

“Those who assist their wives are few. You may find that during the cultivation period a preg-
nant woman continues to cultivate in her farm and it reaches a time when some of them
deliver at the fields. You can continue working up to delivery and after delivery you stay for a
week and then you carry a bucket of water on your head, firewood and the baby at your back.
Ifit is during cultivation season, you stay for three days and the fourth day you go to the farm
with your newborn baby.” (FGD-24, female participant)

It was noted that women got assistance mostly from a female relative rather than their male
partners. For instance, in one focus group discussion a man narrated:

“The local families within these areas live like relatives; you will therefore find them assisting
each other. But most of them are women who are very close. A woman is in a better position

to know what her colleague suffers. Very few men can afford to do so.” (FGD-2, male
participant)

Similarly, a woman from Dodoma Municipality explained:

“In our family, once a woman is pregnant her partner will call his mother, or sister to assist
the woman. But it is difficult for her husband to take part like a woman. It becomes impossi-
ble.” (FGD-32, female participant)

During the discussion with men, very few reported to have shared more work than usual
compared to the times when their partners were not pregnant. Majority of men reported to

have shared the same or less amount of work. For instance, in one focus group discussion a
man said:

“The issue of relieving a pregnant woman from work, only few of us do. In fact others will tell
you that, they do not see any reason for relieving her; they can say let her work. She can even
fetch water and carry tedious works, but the husband does not care.” (FGD-17, male
participant)

In women’s focus group discussion, a woman said:

“No assistance so far. You will know yourself how to accomplish your duties until you give
birth; then they will tell you that is part of physical exercise.” (FGD-7, female participant)

Benefits of men’s involvement in maternity health care services

Both men and women participants seemed to realize the benefits of men’s involvement in
maternal health care services. They agreed that it was important for a male partner to provide
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a companionship so that he can hear the first hand information from the health care provider
which will help him to take appropriate action when need arises. Women in the FGD
expressed their desire to have their partners with them in the clinic at the time when the health
care worker discusses pregnancy problems during clinic attendance. For instance one female
respondent narrated:

“When we attend at the clinic together he will be told by the health care worker the possible
problems which can arise during my pregnancy and he can take appropriate action to help me
when complications arise. Also he will be able to follow all the advices given by the nurse
because he was told directly by the nurse, instead of remaining at home and waiting for me to
explain to him what happened at the clinic. Some men are reluctant when told by their part-
ners what happened at the clinic.” (FGD-3, female participant)

Men also view their participation in maternity health care services as important because
they would be furnished with information that would help them to take care of their pregnant
partners and take appropriate action when problems arises. Also they would be able to remind
their partners to adhere to what they had been instructed by the health care provider. A male
participant from one focus group discussion narrated:

“If I accompany my wife to the clinic, and she is advised that she should eat fruits or use this
or that medication, when she reaches home, she might forget, but if both of us are listening to
the doctor, we will be reminding each other what we were told at the clinic, and my job will be
to make a follow up on what we were advised by the experts”.(FGD-25, male participant)

Another male participant added

“First, I will know the problems of my wife; and secondly, I will know the progress of my
expected child. As a man if I am told there is any deficiency, it is my responsibility to be pre-
pared because I have heard and seen what I was told at the Health Centre”.(FGD-9, male
participant)

Barriers to men’s involvement in maternity health care services

The involvement of men in maternity health care services was influenced by factors related to
culture-specific gendered expectation for maternity-related behaviour, pregnancy outside
wedlock, fear of HIV testing, precarious family and economic situations, lack of knowledge
and inadequate information, and the health care system-based factors.

Culture-specific gendered expectation for maternity-related behaviour

During the FGDs and IDI it was noted that, although men’s involvement in maternal health
care was acknowledged by both men and women, cultural conceptualization associated with
pregnancy and childbirth in the society is complicated. Respondents in most focus groups
expressed the view that when it comes to the issue of companionship to maternal health care
services, they were generally involved in arranging transport for women to attend the clinic
and provide financial and material resources. Also, they were directly involved in critical situa-
tions such as when the child or woman was seriously sick. But, in ordinary situations, pregnant
women were accompanied to maternal health care services by their fellow women. For
instance, one of the male community leaders said:
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“According to our tradition and customs, usually a mother takes care of the children and not
the father. A woman takes care of her pregnancy as well as taking children to hospital. The
husband will only give support if his wife or a child is in critical condition. That is why when a
man takes a child to hospital people will be asking themselves: “Doesn’t this man have a wife?”
(IDI-29, male leader)

Some respondents were of the opinion that according to their culture it is shameful for a
man to walk along with his wife in the street. If a man is seen escorting his partner to the clinic
or anywhere, the community will judge him as a weak man and as being controlled by his
partner.

“This is due to the practice that existed and inscribed in their minds from a long time, . .. This
means according to tradition and customs or patriarchy, if a man goes to clinic, he will be
seen by the society that he is controlled by his wife or he is submissive to his wife. At this junc-
ture, a man could fail to give positive support to his wife for fearing that the society will say he
is controlled. . ..” (IDI-9, male leader)

From Dodoma Municipality one man said:

“In addition, it is only customs that prohibit us. As my father there said, going to the clinic
together with your wife, while people see you carrying a baby, leaving your wife stroll alone,
according to us, we can say you are kept under the control of your wife.” (FGD-26, male
participant)

As a barrier during FGDs it was also reported that men who escorted their wives were ste-
reotyped and subjected to gossip by their male counterparts and interestingly also by women
at the clinics. This resulted to negative views like, a husband being too swamped in love or jeal-
ousy, a husband being controlled by the wife, the clinic being a domain of women; not men,
and that, women only should escort fellow women to clinics. For instance, a man from Cham-
wino said:

“When you attend the clinic with your wife, others will say you are jealous of her. Others will
say she gave you a love portion (limbwata which means local medication) that makes you
look a fool. They will say, “Look he carries a baby on his back and he is going along with his
wife to the clinic.” (FGD-18, male participant)

Another male respondent added:

“Others will say, the husband is an idiot, the wife overpowered him (locally known as “bush-
oke”). But they do not know that is the kind of marriage life the couples are supposed to live.”
(FGD-17, male participant)

When it comes to the issue of workload support to pregnant women, participants in several
focus groups discussions were in consensus that most women continued to shoulder heavy
workload during pregnancy. The reluctance of male partners to alleviate their pregnant part-
ners of heavy workload as well as household chores was attributed to traditional male-female
social expectation for gender roles. One of the male participants from Gogo tribe stated as
following:
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“It is abnormal. Very shameful! I have never cooked in my life. It is really a shame if someone
finds me cooking in the house. It is much better if I look for my sister or my daughter or any
housemaid who will cook. Honestly, I have never done it and I see that it is shameful!” (FGD-
26, male participant)

Another man added:

“When it comes to cooking, I disagree; we do not assist each other. In our custom as Gogo
tribe most of us do say: I cook!! Am I a woman? We do not assist them in cooking.” (FGD-17,
male participant)

This may indicate that women are not enjoying privileges in the household during mater-
nity period due to lack of workload support from their male partners. Little or lack of support
during maternity period may signify that a woman need to work extremely hard with incidents
of premature labor and all other birth related complications. For instance in one focus group
discussion a woman narrated:

“There are those who give birth in the field, because labor pain comes suddenly, you never
know. You come from the farm with your husband’s hoe and yours along with your child on
your back while you are also pregnant. The husband walks here and there. He does not care.
At times labor pain may start while you are in the field and you will find yourself delivering at
the field.” (FGD-23, female participant)

The evidence like these may show some of the difficulties pregnant women face regarding
workload support and the lack of flexibility in task negotiation within the household. This
could happen for the reason that men have no full understanding of women’s pregnancy affairs
or because they are afraid of been mocked at when they participate in household chores. Dur-
ing the interview with community leaders, it was noted that there are few men who were able
to relieve their partners of workload. However, this usually happened after their partners have
delivered. A male community leader added:

“During pregnancy most women keep on working. It is only when they deliver, they receive a
little support.” (IDI-2, male leader)

This could mean that after delivery men are happy of the new life brought by women in
their household. This may trigger them to take more responsibilities so that a woman can have
some time for caring their new baby. When asked about their specific domestic tasks during
their partner’s pregnancy, men reported washing dishes and clothes. But, cleaning the house
and cooking were not their favorites. Childcare, fetching water, collecting fire wood and char-
coal were more likely to be carried out, although this contribution is still relatively low. For
instance, three of the male respondents had this to say:

“Few of us fetch water, split firewood, even cook and wash clothes.” (FGD-5, male participant)

“I may take care of other small children.” (FGD-29, male participant)

“Yeaah. .. When my wife is pregnant, once she reaches her seventh month and onward, I
always take responsibility to perform all domestic activities, such as washing clothes and
attending our children to take bath. Although I am instructed by doctors that she should do
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physical exercise, but at home, I used to assist my wife several times, in particular, those
tedious and important activities.” (FGD-6, male participant)

This kind of evidence and other similar stories can explain how pregnancy and childcare
are viewed exclusively as women’s responsibility. In this community, there is strict gender role
distribution when it comes to the issue of taking care of deliveries and childbirth. Female gen-
der is responsible for maternity-related functions including accompanying a pregnant woman
for routine ANC attendance and delivery as well as taking care of a delivered mother and her
newborn baby. The type of care includes looking after the newly born baby, cooking and wash-
ing for the mother and helping her with all household chores. The male gender’s responsibili-
ties are providing for and protecting the family including arranging transport and covering all
issues that will facilitate a woman to deliver in the health care facility; purchasing the items
that are needed for a woman to deliver; and saving money for emergencies.

Pregnancy outside wedlock

During focus group discussions and interviews with study participants, it was noted that preg-
nant women were required to attend the first antenatal visit with their partners. There was an
allegation that, those who attended without their partners were denied services. However,
pregnant women with genuine reasons for not being accompanied by their partners were
required to present a letter of exemption from their village leaders. For this reasons, when it
comes that a woman got pregnancy outside wedlock, it was difficult for a man to accompany
his pregnant partner to the health care facility. Therefore, this created barriers to men’s
involvement as well as for pregnant women to start early booking of antenatal clinic. This was
emphasized by one of the female health care provider during the in-depth interview:

“A woman could have been impregnated by somebody’s husband, in such a situation she
would never come with him here.” (IDI-24, female health care provider)

A similar view was reported by nearly all focus groups of men and women. One female
respondent had this to say:

“There are some cases; a significant number of women will say, ‘He is not my husband. How
can I ask for his company to the clinic?” (FGD-28, female participant)

This finding is interesting given that the study sample consists of married couples with a
child less than two years of age, living together at the time of fieldwork. It is a more intriguing
finding given that most other responses seem to suggest that male partners are generally in
control of most decisions including those related to reproductive matters.

Fear of HIV testing

Information elicited from the FGDs also showed that men felt being forced to attend repro-
ductive and child health care with their partners for prevention of mother to child transmis-
sions (PMTCT) couple’s counseling and testing for HIV. Majority of the respondents opined
that, men were not attending the clinics with their partners because they are afraid of undergo-
ing HIV testing. Fear of stigma in case they test HIV positive made some men to leave their
households and come back when their partners have delivered. For instance, a female respon-
dent from Chamwino said:
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“May be others are afraid if their blood could be tested for HIV. They used to say that, ‘Once
we go to clinic together and the results show that I am HIV positive, I will be shocked. There-
fore, I am not going to attend’. When a woman’s pregnancy reaches its first or second month,
the husband leaves her and goes somewhere and comes back when he hears that she has deliv-
ered.” (FGD-20, female participant)

Similarly, during FGDs with men the fear of HIV status disclosure was further reiterated as

one man commented:

“Another issue which is very common in many villages is the notion that, once the husband is
asked to accompany his wife for medical check-up the HIV test would not be an exception for
him; those are the feelings. But he does not know that when you attend to the clinic with your
wife, you have an opportunity for examining maternal and child health as well as yours. This
is also among major problems! I agree with what this old man said, lack of education affects
most villagers.” (FGD-25, male participant)

Precarious family and economic situations

During the FGDs it was noted that some men realized it was their responsibility to accompany
their partners to reproductive and child health clinics and give physical and social support
when needed. But this was prevented by men’s job responsibility because men were the ones
who are the providers in the family. Men further articulated that their absence at work and
being present in the maternal health care services together with their partners could leave chil-
dren without food, as many felt that one day or few hours’ absence from work would mean a
struggle for survival for the next day. Men also were concerned of the responsibility of taking
care of other children when their partners are absent. For instance, one of the male respon-
dents narrated:

“Bus fare is the problem, but it is not the biggest as such. The major problem is the manage-
ment of time and the kind of work we are doing because we have to work every day. In so
doing, probably I can get five thousands shillings a day. Therefore, if I do not work today, I
will miss such sum of money.” (FGD-26, male participant)

Another male respondent from Kondoa added:

“Yes!! The economic situation of a person is an added factor. Not all people are economically
strong. . .only few of them are in that position. Others are economically poor. Therefore, they
cannot afford to go together to the clinic. Sometimes a man can let his partner go alone for
fear that, if they both visit the clinic they will face financial problems.” (FGD-5, male
participant)

Lack of knowledge and inadequate information

During the in-depth interview with health care providers it was reported that there was a
health policy in place to motivate men to accompany their pregnant partners for antenatal
care. This was mainly due to the need to reduce risk of infecting the fetus through requiring
both partners to be tested for HIV. Apart from testing for HIV at the antenatal care, men who
attend there have an opportunity to access critical information related to maternal health such
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as obstetric danger signs and birth preparedness. As head and decision maker in the house-
hold, information obtained at the antenatal care may result in increased observance of guid-
ance offered at the clinic. Most men reported that they were unaware if they were called to
attend at the ANC with their pregnant partners and that they did not understand why they
should go to the clinics with their partners while previously women used to go alone. Even for
those who were aware of the need for their attendance, few accompanied their partners. This
was emphasized by some of the respondents:

“Let me explain why people do not attend clinic. In the past people were not informed on the
importance of husband and wife attending together. That is why there is such weakness.”
(FGD-6, male participant)

Another male participant added:

“That is how it is, we do not know why we have to attend clinic, and what kind of advantage
we can get” (FGD-10, male participant)

Both men and women participants in several focus group discussions were of the view that
lack of knowledge on maternal health matters and inadequate information on what is being
done at antenatal clinic keeps men away from taking their responsibilities as partners in repro-
ductive health. They argued that men were not knowledgeable on what they were supposed to
do when their partners become pregnant and they did not have appropriate information to
guide them. One of the female respondents emphasized:

“Failure to get education and information makes others to feel that they have no responsibility
to their wives. But those who are educated are aware that, once his wife becomes pregnant, he
has the responsibility to take her to the clinic for medical check-up in order to find out if she
has any problem. If the result shows that she has problems he has the duty to ensure that she
gets proper treatment. However, there are some husbands who think that attending clinics is
the wastage of time. He may also find that he has no time to know advantages and disadvan-
tages of going to clinic with a partner.” (FGD-19, female participant)

One of the community leaders added:

“Men are not informed if they are supposed to accompany their wives to clinics and they are
not even aware of what is being done at the clinic.” (IDI-17, male leader)

Health care system-related factors

A number of health care system-related factors influencing men’s involvement in maternity
care were identified in this study. These include long waiting time for the services at the health
care facilities, distance to the health care facilities, insensitive language used by health care pro-
viders, tiny consultation rooms and little privacy in labour wards, shortage of medical supplies
and demand for bribes.

Long waiting time
During the FGDs, it was noted that men’s limited time to be in the clinics together with their

partners, coupled with concurrent job demand was further complicated by long waiting time
for the services. Many female respondents expressed concerns that they spent long time in
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clinics to receive services and their partners cannot just waste their valuable time in clinics for
hours waiting for the services. This was emphasized in some of the FGDs responses:

“Some may attend at the clinic. However, as they find that it takes much time to get services,
they lose hope and get back home or go to their other activities.” (FGD-5, male participant)

A female health care provider added:

“Failure to get services timely when they attend clinics discourages them (men) to come back
again.” (IDI-13, female health care worker)

Some of the respondents expressed opinions that shortage of health care providers was the
contributing factors for long waiting time in receiving the services at the health care units:

“Shortage of doctors and nurses at clinics is among the major factors resulting to delays in get-
ting services. For example, a person would sacrifice the whole day for clinic, say, from morning
to evening; not to mention that they leave other children at home. Who would take care of
them? This is also a serious problem contributing to poor attendance of men and some women
to ANC in this area.” (FGD-6, male participant)

“Shortage of health care providers where many people attend at the clinic is another factor.
Sometimes, it happens that people are served by only one attendant; as a result some people
lose patience when they find that they have stayed at the clinic for more than four hours that’s
to say from ten in the morning to two in the afternoon. Being attended by only one employee
is a problem!” (FGD-5, male participant)

Distance to the health care facilities

Distance to the health care facility and lack of reliable transport were reported to create barrier
to men’s involvement in maternity health care services. It was noted that walking and occa-
sionally riding or cycling were the main means of transport to reach most of the maternal
health services. Men reported being unable to access the services due to its distance and that
the time spent to travel to and from the health care facility, accompanying their pregnant part-
ners who are not sick could be used for farming activities and other responsibilities. One male
participant said:

“Health care units for maternal and child health services are far; therefore, most people fail to
access them.” (FGD-5, male participant)

It was also reported that in situations where pregnant women were not able to walk a long
distance due to illness or labor pain, it was when they get companionship from their male part-
ners by being carried on the bicycle, motor cycle or any other kind of transport. One male par-
ticipant shared his experience:

“Our clinic here is very far; she is the one who is pregnant and need to be examined. I cannot
accompany her for every clinic visit. I have other farming duties to do. But if she is near to giv-
ing birth and not able to walk alone, I always hire a bicycle to ferry her to the hospital”(FGD-
1, male participant)

This narrative illustrates how accessibility to the health care facility limits men’s ability to
access health services with their female partners, forcing female partners to attend alone simply
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because they are the ones who are pregnant; thus directly facing the impact of not attending
services at the health care facility.

Insensitive language used by health care providers

FGDs respondents pointed out that health care provider’s attitude and behaviour toward
mothers and their partners impede men’s involvement in maternity care. Respondents
reported that some of the health care providers were rude, used bad language and had no
respect to clients. For instance, one woman narrated:

“There are some areas here our nurses are cruel and arrogant. When you reach the clinic, they
will tell your husband and criticize him for impregnating you frequently and make you deliver
without supplying basic needs such as clothes, food, etc. These words have negative effects on
men’s impression of maternity health care clinics. Husbands become annoyed, and they tell
their wives to choose clinics of their own. But if the nurses could use polite language, our hus-
bands will support us and they would not let us come alone.” (FGD-16, female participant)

A female community leader from Kongwa supported this line of argument saying:

“Harsh statements from nurses discourage men. For example, when a woman becomes preg-
nant at short intervals, nurses attack men verbally and harshly. As a result they are afraid to
come back again.” (IDI-16, female leader)

Although the policy for ANC prioritizes services for couples, the testimonies like these
above may make men to feel that they are not part of ANC attendees as they are neither
acknowledged nor received well.

Tiny consultation rooms and little privacy in labour wards

Participants pointed out that one among health care facility barriers was difficulties of being in
clinics together with their partners due to limited space to accommodate both parties in the
consultation room. They argued that available space in the consultation rooms generally
accommodated two people only (meaning the health care provider and one client); there was
no space for the third person. It was reported that, often than not there was only one chair in
front of the health care provider’s desk. It was also reported that most labor wards were open
and had not constructed in cubicles. If men were allowed in labor wards to be with their labor-
ing partners, they would possibly see other laboring women. This was mostly regarded as
unethical. It was lamented that, few men who escorted their partners to clinics were at times
asked to stay out of the labor ward and they hung outside waiting for outcome of their laboring
partners. For instance, one female health care provider explained:

“The environment for clinical services is not conducive. The consultation rooms are small. . ., can-
not accommodate both wife and husband. And the maternity ward does not allow a man to enter
and see a laboring woman other than his delivering partner.” (IDI-5, female health care worker)

Another health care provider added:
“It is unethical to invite a man in the labor room to be with his laboring partner while there

are other laboring women in the same room which had no private doors”. (IDI-20, female
health care worker)
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Shortage of medical supplies and demand for bribes

In Tanzania, maternal and child health services are offered free. These services include drugs
and supplies. During the focus group discussions and interviews, it was noted that, when it
happens there were a shortage of some of the services, pregnant women were required to pur-
chase from their own pocket so that they can be attended by health care providers. Participants
reported that men were asked to bring items required for delivery such as gloves, ‘makintosh’,
and razor blade. Some of the dishonest health care providers even take it for granted to ask for
bribes from men promising to supply their partners with all the items needed for delivery or
give them priority in receiving the services. Participants also reported that if a pregnant
woman was not accompanied by her partner, she might receive all the services free. This cre-
ated obstacle to some men’s involvement in maternal health care services for fear of being
asked money for the services supposedly offered free. The implication of potential demand for
money when seeking care at the health care facility was illustrated in one of the focus groups
discussions:

“There is one thing that I noted here in our dispensary last month when I brought my in-law.
It seems that health care providers need to be bribed for you to receive services. Especially
when you appear to be smart they will ask you to provide some refreshment to them. This hap-
pened when I brought my patient here one of my relative told me that, the way you have
dressed today health care providers will not let you go without giving them “soda”. And it hap-
pened that they asked me to give money so that my patient can get a bed quickly since there
was a long waiting list.” (FGD-1, male participant)

Indirect cost was another health care system barrier that could influence men to accompany
their partners or otherwise. It was noted that if men were unable to afford the items required
for their partners to give birth, they would feel ashamed and would not want to accompany
their partners to attend the health care facility for delivery. This view was shared by a female
health care provider:

“Lack of working tools such as gloves leads some people to think that there is no need to have
hospital delivering. This happens if they are asked to buy such essential tools.” (IDI-11, female
health care worker)

In one of the focus group discussions, a male participant said:

“If you accompany your wife to deliver at the health facility, they won't take care of her unless
you give them extra money. They would ask you to buy syringes, razor blade and many other
types of stuffs, which I even don’t remember them. If you were not well prepared it’s very
shameful to be with her at the hospital” (FGD-4, male participant)

Discussion

This study explored community perspectives on barriers to men’s involvement in maternity
care, employing data-driven thematic analysis. Three themes prominently feature in the data
including men’s maternity care involvement indicators, benefits of men’s involvement in
maternity health care services and barriers to men’s involvement in the maternity health care
services. The first theme suggests avenues for men’s involvement in the maternity health care
and its measurability using two aspects of such involvement: attendance at the health care
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facility during antenatal, delivery and postpartum care and household workload support dur-
ing pregnancy. The second theme underscores the participants’ support of the cruciality of
men’s attendance at the maternity health care service facilities with their partners by pointing
out the benefits to be gained in terms of quality of maternity care to women. The third theme
reveals an underlying systemic nature of barriers to men’s involvement in the maternity health
care services.

In the first theme, both men and women participants generally realize the importance of
men’s involvement in the maternity health care services; yet few men actually get involved.
Most manifest measure of this realization is seen in both men’s and women’s perspectives
which support men’s attendance at the health care facilities, generally attributed to men’s con-
ventional gender role as providers for and protectors of their families. There is no doubt that
accompanying a partner to ANC facility is more public; thus a man’s reputation as a family
protector may be at stake than workload support to a pregnant partner at home. All the same,
very few men showed up with their partners at the maternity health care facilities beyond the
necessary first appointment. Even much less men actually relieved their pregnant partners of
household workload for reasons elaborated further, later.

The second theme data set points out benefits to be gained in terms of quality of maternity
care to women. However, men’s concerns about cultural beliefs and what their peers would
say to them when getting involved in maternity care hampered the implementation of the pro-
fessed beneficial move toward minimizing risks involved in maternity care at both home and
the health care service facilities. Majority of male participants reported not understanding why
they are called upon to attend at maternal health care services with their partners, while they
never saw their parents did the same. Previous studies reported similar findings [16, 44-46].
The health sector is expected to be the source for maternal health information for men, dis-
seminating appropriate information to men is important for their decisions on getting
involved in maternity care [47].

Findings of this study suggest that barriers to male involvement in the maternity health care
are systemic; starting from the family through the health care facilities, peer groups or neigh-
bours to normative gender behaviour surrounding maternity and structural blind spots in the
maternal health care policy in Tanzania. While at the family level men can afford not to get
involved in the maternity health care of their partners for different reasons including lack of
alternative care giver for small children, family financial constraints or dreading to be viewed
as controlled/weak by fellow men when escorting a pregnant partner to the health care facility,
no pregnant and/or labouring women can shed it off as they are biologically and socially
responsible. Not only do they carry babies in their wombs, but also society entrusts women
with care of infants. At the health care facilities, women endure all sorts of difficulties just to
access maternity health care services, while male partners’ discouragement seems justified
even to women partners given circumstances such as distance to health care facility, care pro-
viders’ attitude, delayed service, unfriendly consultation rooms, to mention just a few. Covert
consequence is that, excluding men from caring for their partners lead to their feeling of use-
lessness, helplessness, anxiety and confusion, which may result to unhealthy couple relation-
ships [24]. The intervention seeking to address reproductive health needs of both partners by
engaging and educating men on care-seeking practices for themselves and their children may
motivate men to be involved in maternity care issues. Health care providers have a big role to
play in either promoting or discouraging men from participating in maternal and child health
services [48]. Other studies also reported that harsh treatment of men by health care providers
discouraged them from returning or participating in maternity care activities [45, 49, 50].
Some men felt uninvited when they managed to spare time to attend antenatal clinic [51] and
harbored grudges toward partners for dragging them into such harsh maternity health care
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environment. Health care facilities need to be approachable as when men feel that their pres-
ence is unacknowledged they are unlikely to repeat the visit or encourage their social group to
do so. Therefore, health care providers need to be trained in interpersonal communication
skills in order to change their attitudes towards men who accompany their partners.

Doubtlessly, couples must make difficult choices when confronted with challenges of split-
ting time between earning daily bread and companionship at the maternity health care facility;
financial constraints; long waiting time at or tracking long distance to the health care facility.
Specifically, men in the paid workforce often are not in a position to spend virtually the entire
day participating in ANC services [5]. In such situations, women bear the brunt of the burden
as they truly need the service. This finding is similar to other studies in Africa including Tanza-
nia [33, 34, 45, 50]. While long distance to a health care facility is one of the most significant
determinants in the decision on whether or not to seek modern health care services even when
the person is in need [52], long waiting time at the health care facility strongly influences
men’s attendance at the maternity health care services [48]. This calls for the Ministry of
Health, Community Development, Gender and the Elderly (MoHCDGE) to evaluate the suc-
cess of Primary Health Services Development Program (PHSDP-MMAM) which addressed
the delivery of health services within five kilometers to ensure fair, equitable and quality ser-
vices to the community and increasing the number of health care providers in health care facil-
ities so as to reach the WHO standard waiting time of less than one hour at a care centre. In so
doing, it will ease such compounded burden of maternity health care services on the part of
women.

Unethical behaviour among some health care providers who expect extra money beyond
official fees before providing services deemed free in Tanzania, coupled with shortage of drugs
and supplies in the government health care facilities discourage men escorting their partners
to the clinic. This is more of a problem for those who cannot afford than those with means.
Often than not, those with means can either use fast track services where queues are hardly
there or tip their way into prompt service without wasting time. It is not uncommon for cer-
tain clients to be allowed to jump queues when others wait for too long to get the service. This
finding concurs with those of previous studies done in Malawi and Tanzania that, when men
escort their partners to the hospital they are told . . . to buy supplies like a basin, a razor blade
and a plastic sheet, which discourage them [34, 45]. In Uganda for instance, some health care
providers charged extra money beyond the official ANC fees to bridge their own financial gaps
[5]. Thus health care providers need to be reminded to abide by their professional and ethical
code of conduct and the government needs to maintain adequate supplies of basic needs for
the ANC units as per the specific SDG number three (3).

At the community level and society in general, established gender norms foster a perspec-
tive that maternity is predominantly a women’s affair, discouraging men’s involvement in
maternity health care services. Men’s roles are mainly viewed as those of providers for or pro-
tectors of their families if there is a serious risk. Some household chores like cooking and infant
care are also considered female responsibility. This finding concurs with previous studies in
many African countries including Ghana, Kenya, Malawi, and Tanzania, which reported that
men’s role during pregnancy is that of provider; pregnancy support, infant care and cooking
are particularly feminine roles and activities [13, 14, 32, 38, 44, 45, 49, 53, 54]. Men dread to be
viewed as being overpowered/controlled by their partners (locally known as bushoke),
bewitched or given love portion (locally known as limbwata). These views not only discourage
men from involving in maternity care of their partners but also embarrass female partners;
consequently forcing the latter to shoulder maternity care alone to save their male partners
from humiliation as well as to maintain household harmony. Therefore, the existing policy for
male involvement in maternal health should address the existing cultural practice and beliefs,
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which create barriers for men’s involvement in maternity care. Interventions should aim at
creating awareness on the role of men in maternal health care, particularly in supporting their
pregnant partners in taking control of their lives to inspire and hasten men’s involvement in
maternity health care services.

Tiny consultation rooms or lack of privacy in labor wards aside from being a health care
facility issue inhibiting men’s involvement in the maternity care of their partners is actually a
policy issue spanning to societal level. It reveals the irony in the Tanzanian health care system
agenda, which advocates men’s involvement in maternal health care from pregnancy, delivery
and postpartum periods as well as in child health monitoring [55], while the state of health
care facilities remains the same. Labor wards have no birth cubicles, rendering laboring
women to give birth in the open, witnessed by other laboring peers. Not only is this humiliat-
ing to individual women but also erodes any claim of professionalism within the health care
system. Study participants have rightfully questioned, “how come public toilets have cubicles
but not maternity wards?” This finding supports those of other studies in Malawi, Tanzania
and South Africa [34, 38, 56]. It calls for the MoHCDGE through its health sector reforms, to
seriously consider the issue of privacy in the delivery of maternal health care services to accom-
modate men’s involvement agenda as well as the dignity of the women. It is long overdue for
the Ministry to have birth cubicles in all maternity wards throughout the country.

Similarly, this study found HIV testing as part of the requirements of focused antenatal care
package to be a barrier for both men and women to attend at ANC. It was noted that men felt
obligated to attend ANC with their partners on the first ANC visit so that their partners may
not be denied services when unaccompanied, even as some dreaded HIV testing. In subse-
quent visits, women either went alone or accompanied by their female relatives. Being a policy
issue, it is worth pointing out that denying services to women who attend without their part-
ners creates a barrier to women utilizing the services should their partners refuse to accom-
pany them to the ANC visit. It may lead to late booking for ANC or no attendance at all, which
may result to a negative pregnancy outcome. Other studies in Tanzania and other African
countries had similar findings [34, 36, 38, 57, 58]. The good thing is that, women found ways
of booking themselves for ANG, albeit challenges of their male partner reluctance. In order to
reduce this barrier, disseminating proper information about the importance and benefits of
men’s involvement during ANC, beyond HIV testing as well as appropriate voluntary counsel-
ing and testing is crucial.

At this juncture, it is worth noting that strict demarcation between individual and systemic
factors seems impossible when barriers to men’s involvement in maternity health care are con-
cerned. An individual male partner may not get involved in maternity health care because he
doesn’t understand, is not informed why he should be involved or is buying into gender
norms discouraging his involvement. In any case, what starts with an individual can flare up to
a group: a family, community or society. Awareness, information or knowledge may improve
men’s involvement in maternity health care. A previous study in Tanzania found that men
who reported to have access to information regarding their involvement in maternity care
were more likely to be involved compared to those who reported no access to information
[47]. Thus health care providers in collaboration with community leaders need to create com-
munity awareness on men’s involvement agenda and to combat the held negative traditional
beliefs that discourage men’s involvement in maternal health care. Similarly, some men who
are not present at the ANC service may doubt accuracy of what their partners tell them con-
cerning adequate nutrition, rest and birth preparedness; they may not appreciate the impor-
tance of giving the necessary support to their pregnant partners [27], or they may just not
afford meeting those directives due to family social and economic situations, the latter which
fall under systemic factors. It is also possible that women may not accurately communicate to
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their partners the healthcare directives given at the clinic or consider them a luxury knowing
their precarious family situations. Falnes et al.,, reported that some Tanzanian men see it as an
insult to take instructions from women [27]. As much as it is true that, the directives may be
easily implemented if a man discusses them directly with health care providers, in most cases
clear understanding is certainly not the only barrier. Thus, it is important that, all factors be
considered when planning intervention to improve men’s involvement in maternity health
care services. These include but not limited to, equipping male partners with right information
and knowledge on the importance of providing adequate and effective support to pregnant
partners, provision for affordable day care for small children and alleviating family poverty. Of
course, lack of knowledge on maternal health issues impedes men on what they should do in
order to support their partners, but most serious barriers linger around differential resource
access that forces the women to sacrifice a lot in terms of nutrition, reducing workload and the
necessary rest. As much as we agree with one scholar correctly arguing that, men expressed
frustrations about not knowing what actions to take due to lack of knowledge on maternal
issues [11], in our view for men to be more helpful, they certainly need material resources to
implement such knowledge on maternity health care.

Equally important to note is the fact that some women may ignore inviting their male part-
ners to attend at the health care facility for reasons best known to them including but not lim-
ited to, the legitimate partner not being responsible for the pregnancy or quietly contesting the
hegemonic view of men controlling their lives or reproductive matter decisions. This study
found pregnancy outside wedlock as one of the barriers to men’s attendance at the health care
facility. A further research is necessary to better understand and explain this seemingly aber-
rant phenomenon given that; most cultural communities in Tanzania generally enforce strict
marital fidelity for women.

Strengths and weaknesses of the study

The strength of this study is based on its data collection method and selection of study partici-
pants. In this study, focus group discussions and in-depth interviews were used as data collec-
tion methods. This method enabled the researchers to have a deeper understanding of men’s
involvement in the study area. Participants were drawn from different groups (men, women,
health care providers and community leaders) and stratified by area both urban and rural resi-
dence, which captured diversity of study findings from different backgrounds. During the
focus group discussions, participants may have been afraid to share some important informa-
tion for fear of partner pressure. This challenge was addressed by using separate groups for
male and female, and in addition, in-depth interviews were conducted to gain deeper under-
standing of community perspectives in relation to men’s involvement. During transcription
and translation of data, original meanings of data may have been missed. However, member
checking, back translation and the use of moderator to proof read the transcripts was done in
order to maintain the original meanings. The criteria used to include participants in the study
might have led to social desirability and exclusion of single and unmarried parents assumed
having limited experience with health care services as well as delivery and childbirth issues.
Furthermore, the study did not consider the education background and employment status
when selecting the participants. It would have been interesting to explore whether there are
variations in perceptions of participants based on these characteristics. All authors had experi-
ence in working with community welfare and they were both involved in data collection and
analysis; this could have created author’s bias. However, the use of member checking tech-
nique increased the trustworthiness of the finding.
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Conclusion

Consideration of individual and systems factors is a key to understanding and addressing bar-
riers to men’s involvement in maternity health care. This study conceived men’s involvement
in maternity health care as attendance with partner at the health care facility and partner’s
workload relieve during pregnancy. The emerged interactive individual-systems factors influ-
encing men’s involvement in maternity health care include individual partners’ personal quali-
ties, their relationships as couples, family sizes and family economic conditions. Others are
availability of accessible health care facility and its service environment in terms of schedule,
staffing, supplies, professionalism, etc. Broader ones include culture-specific gendered expecta-
tion for maternity-related behaviour and not implementable policy provision on couple-
friendly maternity health care services due to space limitation in consultation rooms and cubi-
cle-less maternity wards.

These findings suggest that, conditions of deprivation in terms of tangible and non-tangible
resources exacerbate not only men’s non-involvement in their partners’ maternity health care
but also women’s judgement and priorities regarding the best maternity health care practices
throughout their reproductive life spans. Without undermining agency of individual partners,
the implication of internalized deprivation is tending to alter self-worth, lowering expectations
and normalizing deficiencies. This study noted that pregnant women shouldered normal or
even more workload till delivery, attended antenatal care alone, and/or whenever necessary,
explained justification for their partners’ non-involvement in maternity care services. Women
also gracefully endured harsh conditions of services at the maternity health care facilities,
when their male partners often walked away.

The implications of these findings are three-fold: theoretical, practical/policy and further
research. Theoretically, they have successfully fused interactive systems themes to explain barri-
ers to men’s involvement in maternity health care. For instance, patterns discerned from data
suggest low attendance of male partners at the maternity health care facilities in general and
impossibility of a daily wage earning men to accompany their partners to ANC visits in particu-
lar. Practically and policy-wise, it calls for interventions aimed at addressing structural aspects
and conditions of deprivation along-side dissemination of couple-friendly knowledge and infor-
mation on maternal health care. For further research, it recommends a follow up study to ascer-
tain the breadth and depth of the aberrant finding on out of wedlock pregnancy within marital
unions in Tanzania and their implication on men’s involvement in maternity care. It also recom-
mends evaluation of PHSDP-MMAM’s success in increasing access to maternal health care ser-
vices in general and men’s involvement in maternity health care services in particular.
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