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Abstract

Background: Men’s involvement can impact the delays in the decision to seek health care and in reaching a health
facility, which are contributing causes for increased maternal mortality. Despite of the call to involve men in
antenatal care, their participation is not well understood. This study aimed to determine the level of men’s
involvement in antenatal care and the factors influencing their involvement in these services.

Methods: A cross sectional study of 966 randomly selected men aged 18 years or older was conducted in Dodoma
Region, from June 2014 to November 2015. Face to face interviews were conducted using a pretested structured
questionnaire. The outcome variable was men’s involvement and was constructed from four dichotomized items
which were scored zero to two for low involvement and three to four for high involvement. A multiple logistic
model was used to measure the factors influencing men’s involvement in antenatal care services.

Results: The level of men’s involvement in antenatal care was high (53.9%). Majority 89% of respondents made joint
decisions on seeking antenatal care. More than half (63.4%) of respondents accompanied their partners to the antenatal
clinic at least once. Less than a quarter (23.5%) of men was able to discuss issues related to pregnancy with their partner’s
health care providers. About 77.3% of respondents provided physical support to their partners during the antenatal
period. Factors influencing men’s involvement in antenatal care were occupation (AOR = 0.692, 95% CI = 0.511–0.936),
ethnicity (AOR = 1.495, 95% CI = 1.066–2.097), religion (AOR = 1.826, 95% CI = 1.245–2.677), waiting time (AOR = 1.444, 95%
CI = 1.094–1.906), information regarding men’s involvement in antenatal care (AOR = 3.077, 95% CI = 2.076–4.562) and
men’s perception about theattitude of health care providers (AOR = 1.548, 95%CI = 1.090–2.199).

Conclusion: Overall, more than half of respondents reported high involvement in antenatal care services. Access to
information on men’s involvement, religion, occupation, ethnicity, waiting time and men’s perception about the attitude
of care providers were significant factors influencing men’s involvement in antenatal care services in this study. Health
promotion is needed to empower men with essential information for meaningful involvement in antenatal care services.
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Plain English summary
This study was carried out to determine the extent to
which male partners participate in the care of their
spouses during pregnancy and the factors influencing
their participation. Data were collected from 966 men
through face-to-face interview using a structured ques-
tionnaire. The study found that the majority (89%) of
men made decisions on seeking pregnancy care with
their partners. More than half (63.4%) of men accom-
panied their partners to seek pregnancy care at the
health care facilityat least once. Less than a quarter
(23.5%) of men were able to discuss maternal health is-
sues related to pregnancy with their partner’s health care
providers and the majority (77.3%)of men reduced the
workload to their partners during pregnancy. Occupa-
tion, ethnicity, religion, waiting time at antenatal health
care services, having information regarding men’s par-
ticipation in pregnancy care and men’s perception about
the attitude of health care providers toward men who
accompanied their partners to pregnancy care services
were the factors influencing male participation in care of
their partners during pregnancy. Therefore, increasing
community education and sensitization as well as creat-
ing couple-friendly reproductive health services could
increase male participation in pregnancy care.

Introduction
Antenatal care (ANC) is important for the health of the
mother and the development of foetus because it links
the woman and her family with the health care system
which may increase the chance of using a skilled attend-
ant atbirth and contributes to good health through the
life cycle [1]. Men’s involvement in ANC has potential to
reduce delays in decisions to utilize antenatal health care
services. In African countries, men’s involvement in
ANC has been shown to increase utilization of maternal
health services [2–6]. Before the 1994 International Con-
ference on Population and Development in Cairo, repro-
ductive health programmes were focused on women’s
health viewing men as non-actors whose role was irrele-
vant [7]. Recently, however, there has been increasing at-
tention on the role of male participation in women’s
reproductive health after recognizing that men’s atti-
tudes, knowledge, and behavior can strongly influence
women’s health choices [8–12].
Despite the call for men’s involvement in maternal

care, men are rarelyinvolved in their partners’ care dur-
ing pregnancy [13]. The main reason for this lack of in-
volvement is that reproductive health has largely been
viewed as a women’s concern [14–16]. Recent scholars
have raised the point that many men may not be prepared
to participate in antenatal care [17] and that ANCsettings
create barriersfor male involvement [18–22]. Inadequate
male involvement in ANC can lead to persistent increases

in maternal morbidity and mortality [23], because men
hold the decision making power on where and when
women should seek health care services, particularly in
African settings [5, 10, 24].
Sub-Saharan Africa has the highest maternal mortality

ratio of about 510 maternal deaths per 100,000 live
births [25].In Tanzania, 2014 estimates indicated7,900
maternal deaths and a maternal mortality ratio (MMR)
of 410 per 100,000 live births, which is a decline by 55%
between 1990 and 2013 [25]. Although Tanzania has
madeprogress in reducing MMR, the rate was far from
the target of the fifth Millennium Development Goal of
reducing MMR to 230 per 100,000 live births by
2015 [26]. As the Millennium Development Goals
have now changed to Sustainable Development Goals
[27], more efforts are needed to achieve the target of
reducing MMR to less than 70 per 100,000 live
births by 2030 [28].
Causes of maternal deaths have been well studied [29].

In Africa, South of Sahara these causes can be closely
linked with low female socio-economic status as well as
lack of decision making opportunity among women
about their health care and over household budget [30].
Men’s involvement can potentially impact the first two
delays in maternal care. First, the delay in making a deci-
sion to seek health care which may be caused by
under-estimation of the severity of the problem and the
need for male partners’ approval to seek care, commonly
reported among women in developing countries [24, 31,
32]. The delay in reaching a health care facility may be
associated with a lack of money for transport as well as
other health care related costs in which women depend
on a male partner. An earlier report showed that 42% of
women in Dodoma Region reported that lack of money
for transport was a barrier for timely access of health
care services [31].
Awareness among men on pregnancy related proble-

msand their complicationsis very low [33], this may con-
sequently limit their scope of involvement in maternal
care. In Tanzania, men rarely help their wives/partners
in infant care and household chores during the mater-
nity period and those who do are culturally portrayed as
being effeminate and weak [34]. Little has been docu-
mented in Tanzania, particularly in Dodoma Region
regarding the level of men’s involvement in ANC. This
study aimed at assessing the level and the factors influ-
encing men’s involvement in maternity care during ante-
natal period in Dodoma Region.

Methods and material
Study settings and design
The study was conducted in Dodoma Region, Central
Tanzania. Dodoma Region is located in central part of
Tanzania, covering an area of 41,310 km2, with a
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population of 2,083,588 people and population density
of 50 people per square kilometers [35]. The region’s
health care service structure is made up of seven hospi-
tals, 32 health centers and 269 dispensaries, most of
which provide antenatal care services. The area was se-
lected because it is a lower resource region and repre-
sents cultural aspects of male dominance and women
dis-empowerment and that limited studies have
addressed this phenomenon to date. It was assumed that
studying the level of men’s involvement in ANC in
Dodoma Regionwould provide a broad picture of the
study findings from different cultures in Tanzania.The
region has seven Districts: Bahi, Chamwino, Chemba,
Kondoa, Kongwa and Mpwawa districts as well as
Dodoma Municipality. Four Districts namely, Kondoa,
Kongwa, Chamwino and Dodoma Municipality were pur-
posively selected as regional representative of the distinctive
characteristics of each district regarding male involvement.
The study design was a quantitative cross-sectional

survey. The study involved married men aged 18 years
and above, who had children aged two years or below at
the child’s last birthday. The men must have resided
with their spouse together in the same household and
their partners must have had a second or more preg-
nancy at the time of data collection. The data were
collected from June 2014 to November 2015.

Sample size and selection
Sample size estimation
The sample size was obtained using the Kish Leslie’s
formula [36] as shown below.

N ¼ t2 � p 1−pð ÞD
m2

:

Where by:
N ═ required sample size, t ═ confidence level at

95% (standard value of 1.96), p ═ estimated prevalence
of men attendance at ANC which was 46% from previ-
ous study [37], m ═ margin of error at 5% (standard
value of 0.05) and D = design effect (assumed to be 2)

N ¼ 1:96ð Þ2 � 0:46 1−0:46ð Þ2
0:05ð Þ2

N ¼ 764

The minimum sample size was 764 respondents. The
sample was further increased by 10% to account for con-
tingencies such as non-response or recording error
resulting to a total sample of 841.

Selection of study participants
Respondents were recruited into the study through a
household survey. A multistage sampling technique was

used for selecting the sample units. In the first step, the
four districts werepurposively selected out of seven dis-
tricts. In the second step, two wards (sub divisions) were
randomly chosenfrom each district using a table of ran-
dom numbers to make a total of eight wards. In the
third step, one village or street (in case of municipality)
were chosen randomly from each of the eight wards
using a table of random numbers, making a total of six
villages and two streets namely; Mnenia and Pahi (Kon-
doa), Mlanga and Makang’wa (Kongwa), Mlowabarabar-
ani and Chinangali-II (Chamwino) and Msalatoand
Nzuguni (streets) (Dodoma Municipality). In each
selected villages and streets, 105 eligible households
were chosen to participate in the study which makes a
total of 840 households. Systematic sampling technique
with the starting point obtained using a table of random
number was used to select the houses in each village or
street. The sampling interval of three was used to pick
the house. The first house to be interviewed was ran-
domly selected by randomly pointing in the random
number table while eyes closed so as to obtain the start-
ing number. From the first house, every third house was
selected till sample size was obtained. The direction of
movement was determined by random selection. In the
household if a man had more than one partner with a child
born within the past two years, the interview was con-
ducted based on the information from the youngest child.

Data collection
A pre-tested, structured, interviewer-administered ques-
tionnaire was used to collect the data. The questionnaire
was developed by the researchers, it consisted of both
open and close ended questions and it was divided into
two parts. The first part captured information on house-
hold social demographic variables. The second part
assessed the level of men’s involvement in ANC. The
questionnaire was prepared in English and translated
into Swahili. To ensure accuracy in the translation, the
questionnaire was back translated into English by two
independent nursing officers who were familiar with
ANC in Dodoma. Pre-testing of the tool which involved
100 men was carried out at Ng’ong’hona village which is
located in Makulu Ward in Dodoma Municipality. The
questionnaire was administered by eight trained research
assistants who were community development workers
from the four Districts involved in the study.

Measurement of variables
The dependent variable (men’s involvement in ANC)
was constructed as a single variable to obtain the in-
volvement index by using four dichotomized (yes/no)
variables namely: 1) accompanying partner to antenatal
care services, 2) providing physical support during ante-
natal period, 3) joint planning of when and where to
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seek antenatal care,and 4) discussingmaternal health
issues with health care providers during antenatal
period. The variable physical support was measured by
asking the respondents the following question: - How
did you share household work with your partner com-
pared to the times when she is not pregnant? The
responses were as follows; (1) the same work (2) more
than usual and (3) not at all. Those who answered
options (1, 2) were regarded as having provided physical
support to their partners while option (3) was regarded
as no physical support to their partners. The responses
were coded as “yes” for physical support and “no” for no
physical support. To obtain the level of men’s involve-
ment in ANC by using the above mentioned four vari-
ables, each variable scored one if performed and zero if
not performed. A total score was calculated by adding
the score of each activity reported to be performed by a
respondent. The level of involvement was classified as
follows: a score of zero to two was regarded as a low
level of involvement, a score of three to four as high
level of involvement. Previous studies applied this
approach of categorization [38, 39].

Independent variables
Attitudes were measured by asking the respondentsthe
following question: How do you find the attitude of
health workers towards men who accompany their wives
to hospital to seek care? The question had two
options:1) They attend to us very well and friendly and
2) They are unfriendly. Those who answered option one
had a positive attitude and number two were regarded
as having a negative attitude.

Data analysis
Data were entered and analyzed by using Statistical
Package for Social Sciences (SPSS Version 21.0). Univar-
iate analysis was performed to obtain frequency and per-
centage for the demographic variables and the level of
involvement in different activities of antenatal care.
Chi-square test was performed to draw out possible
associations between the men’s involvement and back-
ground characteristics. Bivariate and multivariatelogistic
regression analysis was carried out to determine the
factors influencing men’s involvement in antenatal care.
The significance level was set at a p-value of < 0.05.

Results
Socio-demographic characteristics of respondents
Although the estimated sample size for this study was
841 respondents, during conducting of the survey, a
total of the 966 married men participated in the study.
This was a response rate of 100%, which suggests the
interest of respondents in the topic. A higher response
rate helps the researcher to be sure that the findings are

representative and promote confidence in the results [40].
It also helps in controlling unforeseeable confounders.
The socio-demographic characteristics of the study partic-
ipants are shown in Table 1. The age of respondents
ranged from 18 to 70 years. Over 62%of the respondents
were between 25 and 44 years. The number of children
per respondent ranged from one to twenty-two children.
Over 67%of respondents had one to four children. The
majority (74.1%) of the respondents was Christian and
most (74.5%) belonged to the Gogo and Rangi ethnic
groups. About 70.4% of the respondents were peasants
(cultivators and agro pastoralist). The majority of respon-
dents (77.5%) had a primary education, and 14.1% never
attended any formal schooling. A total of 91.5% of respon-
dents were currently in monogamous relationships while

Table 1 Socio-demographic characteristics of respondents
(N = 966)

Variable Category N (%)

Age 15–24 56 (5.8)

25–34 294 (30.4)

35–44 309 (32.0)

≥ 45 307 (31.8)

Occupation Employed 80 (8.3)

Agricultural 653 (67.3)

Agro pastoral 30 (3.1)

Business 144 (14.9)

Casual labourer 59 (6.1)

Education level No education 136 (14.1)

Primary education 749 (77.5)

Secondary education 62 (6.4)

Tertiary education 19 (2.0)

Ethnicity Gogo 515 (53.3)

Rangi 205 (21.2)

Sandawe 4 (0.4)

Kaguru 86 (8.9)

Hehe 21 (2.2)

Others (Fipa, Mbulu, Ngoni) 135 (14.0)

Religion Christian 716 (74.1)

Muslim 250 (25.9)

Marriage relationship Arranged marriage 56 (5.8)

Chosen each other 910 (94.2)

Marriage type Monogamous 884 (91.5)

Polygamous 82 (9.5)

Number of children 1–2 327 (33.9)

3–4 322 (33.3)

≥ 5 317 (32.8)

Distance to health facility ≤ 5 km 854 (85.0)

≥ 5 km 110 (15.0)
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the remaining were in polygamous relationships. Most, of
the respondents (94.2%), reported being in a marriage in
which they chose their partner, while the remaining had
their marriage arranged by family or relatives. The major-
ity of respondents (85%) reported to live less than five
kilometers from a health facility.

Level of men’s involvement in antenatal care
The level of men’s involvement in ANC was assessed by
using the variables shown in Fig. 1 below. Findings show
that 46.1% of respondents had a low level of involve-
ment, while 53.9% had high level of involvement. The
majority of respondents (89%) made joint decisions on
seeking antenatal care. The majority of respondents
(77.3%) reported that they provided support such as
workload relief to their partners during the antenatal
period. More than half of respondents (63.4%) accom-
panied their partners to the antenatal clinic at least once.
However, less than a quarter of men (23.5%) was able to
discuss pregnancy-related health issues with their part-
ner’s health care providers.
Table 2 below, presents the association between the

background characteristics of respondents with the level
of men’s involvement in ANC. Belonging to Gogo ethnic
group was associated with high level of involvement in
ANC (61.6%) compared to belonging to other ethnic
groups (45.2%,p < 0.001). Christian menhad a higher
level of involvement (58.7%) compared to Muslim men
(40.6%) (p < 0.001). There was little difference in the
level of involvement between marriage types (monogam-
ous vs polygamous) as well as between arranged or
forced marriage, these differenceswerenot statistically
significant. Men who reported to spend less than one
hour to receive health services had a higher level of
involvement (57.9%) compared to men who reported to

spend more than one hour (51.6%) to receive health care
services (p < 0.05). There was an association between ac-
cess to information on men’s involvement in ANC and the
level of men’s involvement in ANC (p < 0.001). Low level
of involvement in ANC was more prevalent (65.9%) among
men with poor access to ANC information (p < 0.001).
Men who reported to be living more than five kilo-

metres from a health care facility had a higher level of
involvement in ANC (64%), compared to their counter-
part (52.6%) (p < 0.05). Men’s perception about the atti-
tude of health care providers towards male involvement
in maternal care was associated with high level of men’s
involvement in ANC (p < 0.05). Age, occupation, educa-
tion and number of children were not associated with
the level of men’s involvement in ANC.
Table 3, shows the multivariate logistic regression ana-

lysis for the factors influencing men’s involvement in
ANC. Variables which showed a significant relationship
with male involvement after chi-square analysis were
added in a multivariate model to estimate their inde-
pendent association. Thereby, controlling for confound-
ing variables including occupation, ethnicity, religion,
waiting time, access to information, number of children,
distance to the health care facility and perceived attitude
of care providers. The variables which remained statisti-
cally significant were: occupation, ethnicity, religion,
time spent to receive antenatal care services, access to
information regarding men’s involvement in ANCand
perceived attitude of care providers. Having employment
decreased the chances of men’s involvement in ANC
(AOR = 0.692, 95%CI = 0.511–0.936, p < 0.05). Similarly
men’s perception about the attitude of health care
providers toward men who accompanied their partners
at ANC decreased the chances of men’s involvement in
ANC (AOR = 0.568, 95%CI = 0.400–0.808,p < 0.01). Men

Fig. 1 Level of Men’s Involvement in Antenatal Care
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from Gogo ethnic group were more likely to be involved
in ANC than men from other ethnic groups (AOR =
1.495, 95%CI = 1.066–2.097, p < 0.05). Christians were
more likely to be involved in ANC compared to Muslim

(AOR = 1.826, 95%CI = 1.245–2.677, p < 0.01). Men who
reported to spend less than one hour to receive health
services were more likely to be involved in ANC as
compared to their counterparts (AOR = 1.444, 95%CI =

Table 2 Association between Background Characteristics of Respondents and Level of Men’s Involvement in ANC (N = 965)

Variables Level of involvement Total χ2 P-value

Low involvement High involvement

n(%) n(%) n(%)

Age

15–30 100 (44.8) 123 (55.2) 223 (100)

> 30 345 (46.4) 398 (53.6) 743 (100) 0.175 0.676

Occupation

Employed 141 (50.9) 136 (49.1) 277 (100)

Not employed 304 (44.1) 385 (56.0) 689 (100) 3.656 0.056

Education level

No education 37 (51.4) 35 (48.6) 72 (100)

Primary education 343 (45.7) 408 (54.3) 751 (100)

Above primary education 65 (45.5) 78 (54.5) 143 (100) 0.889 0.641

Ethnicity

Gogo 198 (38.4) 317 (61.6) 515 (100)

Others 247 (54.8) 204 (45.2) 451 (100) 25.777 ***

Religion

Christian 296 (41.3) 420 (58.7) 716 (100)

Muslim 149 (59.6) 101 (40.6) 250 (100) 24.865 ***

Marriage relationship

Arranged Marriage 415 (46.5) 477 (53.5) 892 (100)

Chosen each other 30 (40.5) 44 (59.5) 74 (100) 0.985 0.321

Marriage type

Monogamous 26 (46.4) 30 (53.6) 56 (100)

Polygamous 419 (46.0) 491 (54,0) 910 (100) 0.003 0.955

Time

≤ 1 h 149 (42.1) 205 (57.9) 354 (100)

> 1 h 296 (48.4) 316 (51.6) 612 (100) 3.555 *

Access ANC information

Yes 354 (42.8) 474 (57.2) 828 (100)

No 91 (65.9) 47 (34.1) 138 (100) 25.599 ***

Number of children

1–4 306 (47.7) 335 (52.3) 641 (100)

≥ 5 139 (42.8) 186 (57.2) 325 (100) 2.143 0.143

Distance to health facility

≤ 5 km 405 (47.4) 450 (52.6) 855 (100)

≥ 5 km 40 (36.0) 71 (64.0) 111 (100) 5.078 *

Attitude of health care providers

Positive 353 (44.2) 445 (55.8) 798 (100) 6.189 *

Negative 92 (54.8) 76 (45.2) 168 (100)

*Statistically significant at *p-value< 0.05, **p-value< 0.01, ***p-value< 0.001
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1.094–1.906, p < 0.05). Likewise, men who reported to
have heard information regarding their involvement in
ANC were three times more likely to be involved in
ANC, compared to their counterparts (AOR = 3.077,
95%CI = 2.076–4.562, p < 0.001).

Discussion
Generally, more than half (53.9%) of men had high level
of involvement in ANC. The level of involvement in this
study is higher than findings from other studies [6, 41].
The difference observed could be due to a difference in
methods employed to construct the involvement level as
well as study setting. For example, previous studies were
hospital based while the current study was community
based. The high level of men’s involvement in ANC in
this study implies the effectiveness in implementing safe
motherhood initiatives which emphasizes on male in-
volvement in the region [29]. The initiative integrates
men’s involvement in maternal health particularly in in-
dividual birth preparedness, and prevention of mother to
child transmission of HIV [29]. The multivariate analysis
revealed that exposure to information regarding men’s

involvement in ANC was the strongest factor influencing
men’s involvement in ANC, as it has been described in
other studies [37, 41–43]. It is more likely that, exposure
to ANC information has a great potential in addressing
misconceptions and myths that hinders men from being
involved in maternal care. Other scholars suggested that
men who know the danger signs of pregnancy are more
likely to act fast to save the lives of their wives when
complications arise [44].
By and large, more than half (63.4%) of the men

reported to accompany their partners, at least once, to
an antenatal clinic visit. This is consistent with previous
studies in Uganda and Nigeria where the proportion of
male involvement in ANC was 65.4 and 63% respectively
[45, 46]. Shared cultural values on gender roles among
African societies could explain the observed similarities
in these findings [14–16].In this study more than half of
respondents who accompanied their partners to an ANC
visit reported to spend more than one hour in health
care facility waiting for services. This is likely to discour-
age men from coming to ANC in subsequent visits.
Studies done in other parts of Africa show that the

Table 3 Multivariate Logistic Regression Analysis of the Factors influencing High level Men’s Involvement in Antenatal Care

Variable Crude OR (95% CI) P-value Adjusted OR (95% CI) P-value

Occupation

Employed 0.739 (0.541–1.009) 0.057 0.692 (0.511–0.936) *

Not employed 1

Ethnicity

Gogo 1.507 (1.071–2.121) * 1.495 (1.066–2.097) *

Others 1

Religion

Christian 1.799 (1.225–2.643) ** 1.826 (1.245–2.677) **

Muslim 1

Time

≤ 1 h 1.480 (1.118–1.959) ** 1.444 (1.094–1.906) *

> 1 h 1

Access to Information

Yes 3.027 (2.039–4.494) *** 3.077 (2.076–4.562) ***

No 1

Number of children

1–4 0.801 (0.600–1.757) 1.071

≥ 5 1

Distance to health facility

≤ 5 km 0.717 (0.465–1.104) 0.131

≥ 5 km 1

Attitude of health care providers

Positive 1.548 (1.090–2.199) * 0.568 (0.400–1.808)

Negative 1

*Statistically significant at *p-value < 0.05, **p-value < 0.01, ***p-value< 0.001
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longer the time spent waiting for services, the less the
chances are for men to be involved in ANC services
[4, 47, 48]. Time spent in accompanying spouses to
ANC services could have more implications to male
involvement in ANC among employed men. Findings
from the current study showed that having employ-
ment was negatively associated with the level of men’s
involvement in ANC. Men who are in the paid work-
force, are often not in a position to spend virtually the
entire day participating in ANC services [41].
Thus, health care providers and program implemen-

ters should take appropriate action to advocate and
encourage men’s involvement in ANC. During ANC,
pregnant women and their partners are given health
education. This may result in a greater outcome on
maternal health behaviors compared to when women
receive this education alone [5]. It is understood that
education and health services provided during the ante-
natal period have the potential to reduce pregnancy and
delivery complications and improve birth outcomes [49].
Thus if men and women miss this opportunity during
ANC, it is not surprising that Sustainable Development
Goal number three is not achieved.
Surprisingly, our study has revealed a negative associ-

ation between the perception of participants on the
attitude of health care providers toward men who ac-
company their partners to ANC and the level of men’s
involvement in ANC. Participants who perceived posi-
tive attitude of providers had low odds of involvement
compared with those who had a negative perception.
This finding was not expected but could be explained in
terms of the protective nature of men towards their
partners whereby those who had a negative perception
may accompany their partners as a way of protecting
them from providers with a negative attitude. However,
further studies are needed to explore in depth the per-
ception of men on provider’s attitude towards men’s in-
volvement with ANC in settings where gender roles are
still highly observed in caring for pregnant mothers.
This study found that the majority of men (89.0%) re-

ported that they made joint decision with their partners
regarding ANC. This finding differs significantly from
previous studies where joint decision making within
couples was reported as low as 9% in Nigeria () and
28.6% in India [50]. The reason for this variation could
be due to the effect of cultural differences and limited
exposure to safe motherhood initiative programs. In this
study, 63% of men reported to have accompanied their
partners to ANC visit at least once. Continued health
education given to both women and men at RCH clinics
coupled with the influence of safe motherhood initiatives
including ongoing media campaigns such as the Wazazi-
Nipendeni Project may have further contributed to high
male involvement which ultimately increased couple’s

joint decision making on ANC issues. This could further
explain the high proportion (77.3%) of men who re-
ported to offer support to their partners including reliev-
ing them from some of the household chores during
pregnancy. Previous studies have reported low propor-
tion of men offering such support to their partners [7,
50–53]. It has been observed that involving partners in
maternal health care and encouraging joint decision-
making among couples may provide an important strat-
egy in improving men’s involvement and couples em-
powerment [39]. This study therefore, stresses the need
for health care providers, voluntary groups, religious and
community leaders, to encourage inter-spousal commu-
nication during sensitization of the community on the
importance of men’s involvement in ANC.
This study revealed that religion was an important fac-

tor for men’s involvement where men of the Christian
faith reported relatively higher involvement in ANC than
their Muslim counterparts. Studies conducted in Nigeria
and Cameroon had similar findings [15, 47]. Future
intervention should address religion as an important
platform for implementation. Factors such as male user
friendly ANC services should be emphasized, to address
some of the religious values including having a separate
space for men accompanying their spouses to ANC
clinics [15, 47] to minimize risk of intermingling
between clinic attending non-spousal men and women.
Providers need to be trained on culturally sensitive

provision of care to men accompanying their spouses to
ANC clinic. In this study only 23.5% of men accompany-
ing their partners reported getting a chance to discuss
maternal health issues with the providers. These findings
imply that majority of men who accompanied their part-
ners to ANC (63.4%) did not have contact with health
care providers of their partners. Apart from infrastruc-
tural barriers including shortage of providers and limited
space in the consultation rooms, providers may have
limited competence to provide culturally sensitive care
to accompanying male partners [37, 38, 41, 54].
This study provided some important information on

men’s involvement from a large group of participants in
four districts of the Dodoma Region. Therefore, it may
be possible to generalize the findings to the whole re-
gion. However, there are a few limitations that need to
be mentioned. The study assessed only four variables for
men’s involvement in ANC, while the variable men’s in-
volvement is complex. It needs to be assessed by a com-
bination of several variables. The combination of other
variables such as financial support for ANC, arranging
transportation for delivery, planning for a potential
blood donor, involvement in decision making of the
location for delivery, accompaniment to the place of
deliverycould improve the accuracy of the measure.
Although the study included men with children aged less
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than two years, the issue of recall bias and the fact that
pregnancy issues may not have as much importance to
the male partners as they do to the female may limit the
study findings. Additionally there are chances that, social
desirability could have played a negative influence on
men to disclose their involvement in maternal care
issues especially given the cultural context of gender
roles in the study area.
Future research should explore men’s expectations of

ANC services and test ways to meaningfully integrate
them in couple friendly ANC services. Also there is a need
to assess the cultural competency of care providers in
attending male partners accompanying their spouses for
ANC services. Factors such as religion were observed to
significantly influence men’s involvement in ANC. There-
fore, there is a need for studies to explore potential
barriers that are strongly connected to religious beliefs
and see how religion could be effectively used as an av-
enue for testing health promotion interventions including
appropriate media messages targeting men’s involvement
in ANC and other reproductive health services.

Conclusion
Overall, more than half of respondents reported high in-
volvement in ANC services. Involvement was high in
terms of accompanying partners to ANC, providing
physical support during pregnancy and making joint de-
cisions for ANC whereas discussing maternal health is-
sues with the providers was very low. Access to men’s
involvement information, religion, occupation, ethnicity,
time spent waiting for ANC and men’s perception about
the attitude of health care providers toward men who
accompanied their partners to ANC were significant fac-
tors influencing men’s involvement in ANC services in
this study. Health promotion is needed to empower men
with essential information for meaningful involvement
in ANC services. Future interventions should address
among others; cultural competence of providers in in-
volving men accompanying their spouses in the ANC
service model as well as creating couple-friendly repro-
ductive health services.

Abbreviations
ANC: Antenatal care; AOR: Adjusted odd ratio; CI: Confidence interval;
HIV: Human immune deficiency virus; MMR: Maternal mortality ratio; OR: Odd
ratio; SPSS: Statistical Package for Social Sciences

Acknowledgements
The authors acknowledge the University of Dodoma for the support that
made this study possible. Special thanks go to the College of Health
Sciences of the University of Dodoma without forgetting all participants in
this study.

Funding
This study was part of the PhD training and received funds from the
University of Dodoma, Tanzania.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
NSG conceptualized the study prepared the data collection tool, collected
the data, led the analysis, and wrote the text of the paper, TAB advised on
the conceptualization of the study, reviewed and edited the text. SK
contributed to the analysis of the data, presentation of the results and
edited the text. All authors read and approved the final version of the
manuscript.

Ethics approval and consent to participate
The study was approved by University of Dodoma Research and Ethical
Clearance Committee. Permission to collect data was obtained from
Dodoma Regional Commissioner, Dodoma Municipal Council Director,
District Council Directors of Kondoa, Kongwa, and Chamwino as well as
District Medical Officers of all four districts 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.

Consent for publication
Not applicable in this section.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Public Health, School of Nursing and Public Health, College
of Health Sciences, University of Dodoma, P.O. Box 395, Dodoma, Tanzania.
2Department of Education, Faculty of Humanities and Education, Saint John’s
University of Tanzania, P.O. Box, 47, Dodoma, Tanzania.

Received: 23 October 2017 Accepted: 15 April 2019

References
1. Lincetto O, Seipati MA, Gomez P, et al. Antenatal care. In: Lawn J,

Kerber K, editors. Opportunities for Africa's newborns: practical data,
policy and programmatic support for newborn Care in Africa. Geneva:
WHO; 2006. p. 51–66.

2. Wai KM, Shibanuma A, Oo NN, Fillman TJ, Saw YM, Jimba M. Are husbands
involving in their spouses’ utilization of Maternal care services?: a cross-
sectional study in Yangon, Myanmar. PLoS One. 2015;10(12):e0144135.
https://doi.org/10.1371/journal.pone.0144135.

3. Wendy Holmes JD, Stanley Lunchers. Engaging men in reproductive,
maternal and newborn health compass; 2013. Available from:http://www.
who.int/pmnch/knowledge/publications/summaries/ks26/en/.

4. Ditekemena J, Koole O, Engmann C, Matendo R, Tshefu A, Ryder R, et al.
Determinants of male involvement in maternal and child health services in
sub-Saharan Africa: a review. Reprod Health. 2012;9:32. https://doi.org/10.
1186/1742-4755-9-32.

5. Mullany BC, Becker S, Hindin MJ. The impact of including husbands in
antenatal health education services on maternal health practices in urban
Nepal: results from a randomized controlled trial. Health Educ Res. 2007;
22(2):166–76.

6. Farquhar C, Kiarie JN, Richardson BA, Kabura MN, John FN, Nduati RW, et al.
Antenatal couplecounseling increases uptake of interventions to prevent
HIV-1 transmission. J Acquir Immune DeficSyndr. 2004;37(5):1620–6.

7. Kakaire O, Kaye DK, Osinde MO. Male involvement in birth preparedness
and complication readiness for emergency obstetric referrals in rural
Uganda. Reprod Health. 2011;8:12. https://doi.org/10.1186/1742-4755-8-12.

8. Singh D, Lample M, Earnest J. The involvement of men in maternal health
care: cross-sectional, pilot case studies from Maligita and Kibibi, Uganda.
Reprod Health. 2014;11:68. https://doi.org/10.1186/1742-4755-11-68.

Gibore et al. Reproductive Health           (2019) 16:52 Page 9 of 10

https://doi.org/10.1371/journal.pone.0144135
http://www.who.int/pmnch/knowledge/publications/summaries/ks26/en/
http://www.who.int/pmnch/knowledge/publications/summaries/ks26/en/
https://doi.org/10.1186/1742-4755-9-32
https://doi.org/10.1186/1742-4755-9-32
https://doi.org/10.1186/1742-4755-8-12
https://doi.org/10.1186/1742-4755-11-68


9. Nanjala M, Wamalwa D. Determinants of male partner involvement in
promoting deliveries by skilled attendants in Busia, Kenya. Global J Health
Sci. 2012;4(2):60–7.

10. Pulerwitz J, Michaelis A, Verma R, Weiss E. Addressing gender dynamics and
engaging men in HIV programs: lessons learned from horizons research
source. Public Health Rep. 2010;125(2):282–92.

11. Barua A, Kurt K. Reproductive health-seeking by married adolescent girls in
Maharashtra, India. Reprod Health Matters. 2001;9(17):53–62.

12. Bloom SS, Tsui AO, Plotkin M, Basset S. What husbands in northern India
know about reproductive health: correlates of knowledge about pregnancy
and Maternal and sexual health. J Biosoc Sci. 2000;32(2):237–51.

13. Venables E, Stadler J. ‘The study has taught me to be supportive of her’:
empowering women and involving men in microbicide research. Culture,
health & sexuality. 2012;14:2.181–94.

14. Kululanga LI, Sundby J, Malata A, Chirwa E. Male involvement in maternity
health care in Malawi. Afr J Reprod Health. 2012;16:1. 145–57.

15. Iliyasu Z, Abubakar IS, Galadanci HS, Aliyu MH. Birth preparedness,
complication readiness and fathers' participation in maternity care in a
northern Nigerian community. African journal of reproductive health, vol.
14; 2010. p. 1. 21–32.

16. Greene ME, Biddlecom AE. Absent and problematic men: demographic
accounts of male reproductive roles. Popul Dev Rev. 2000;26(1):81–115.

17. Dheensa S, Metcalfe A, Williams RA. Men’s experiences of antenatal
screening: a Metasynthesis of the qualitative research. Int J Nurs Stud. 2013;
50(1):121–33.

18. Ani F, Abiodun O, Sotunsa J, Imaralu J, Olaleye A. Demographic factors
related to male involvement in reproductive health Care Services in
Nigeria. Eur J Contracept Reprod Health Care. 2015;15:1–11. https://doi.
org/10.3109/13625187.

19. August F, Pembe AB, Mpembeni R, Axemo P, Darj E. Men’s knowledge of
obstetric danger signs, birth preparedness and complication readiness in
rural Tanzania. PLoS One. 2015;10(5):e0125978. https://doi.org/10.1371/
journal.pone.0125978.

20. Longworth MK, Furber C, Kirk S. A narrative review of fathers’ involvement
during labour and birth and their influence on decision making. Midwifery.
2015;(9):844–57. https://doi.org/10.1016/j.midw.2015.06.004.

21. Draper H, Ives J. Men’s involvement in antenatal care and labour: rethinking
a medical model. Midwifery. 2013;29(7):723–9.

22. Premberg A, Carlsson G, Hellstrom AL, Berg M. First-time fathers’ experiences of
childbirth-a phenomenological study. Midwifery. 2011;27:6. 848–53.

23. Bhatta DN. Involvement of males in antenatal care, birth preparedness,
exclusive breast feeding and immunizations for children in Kathmandu,
Nepal. BMC Pregnancy Childbirth. 2013;13:14. https://doi.org/10.1186/1471-
2393-13-14.

24. Laddunuri MM. Maternal mortality in rural areas of Dodoma region,
Tanzania: a qualitative study. J Nurs Soc Stud Public Health Rehabil. 2013;1:2.
236–42.

25. WHO, UNICEF, UNFPA, the World Bank, the United Nations Population
Division. Trends in Maternal Mortality: 1990 to 2013. Geneva: World Health
Organization. p. 2014.

26. United Republic of Tanzania. National Post-MDGs development agenda
consultations: the National Synthesis Report. President’s Office, Planning
Commission. 2013. Available from: http://www.esrftz.org/post2015MDG.php

27. United Nations Tanzania. S17 sustainable development goals launched in
Tanzania. 2015. Available from: https://unictz.org/2015/09/29/s17-
sustainable-development-goals-launched-in-tanzania/

28. United Nations Statistical Commission. Do you know the proposed
sustainable development goals? UN statistics division. 2015. Available from:
http://unsdsn.org/wp-content/uploads/2015/04/Data-for-Development-Full-
Report.pdf

29. United Republic of Tanzania. The National Road Map Strategic Plan to Accelerate
Reduction of Maternal, Newborn and Child Deaths in Tanzania 2008–2015.
Ministry of Health and Social Welfare, Dar es- Salaam, Tanzania. 2008.

30. Pembe AB, Paul C, Mello BSD, Roosmalen JV. Maternal mortality at Muhimbili
National Hospital in Dar-Es-Salaam, Tanzania in the year 2011. BMC Pregnancy
Childbirth. 2014;14:320. https://doi.org/10.1186/1471-2393-14-320.

31. National Bureau of Statistics (NBS). Tanzania Demographic and Health
Survey. Tanzania and ICF Macro 2011. Dar es Salaam, Tanzania 2010.

32. WHO. Tanzania Maternal, Newborn and child health statistics table, The
source for all Tanzania statistics 2014. Available from: http://www.who.int/
entity/pmnch/activities/countries/tanzstats.pdf

33. Manandhar M. Obstetric health perspectives of Magar and Tharu
communities, a Maternal ill health: the determinants of husband domestic
support in rural low-land Nepal, Kathmandu/London, family health division/
DFID/Options. 2000.

34. Mbekenga CK, Pembe AB, Christensson K, Darj E, Olsson P. Informal support
to first-parents after childbirth: a qualitative study in low-income suburbs of
Dar Es Salaam, Tanzania. BMC Pregnancy Childbirth. 2011;11:98 doi: 1186/
1471-2393-11-98.

35. National Bureau of Statistics. The 2012 population and housing census for
the United Republic of Tanzania. 2013.

36. Kish L. Survey sampling. New York: John Wiley and Sons, Inc; 1965.
37. Theuring S, Mbezi P, Luvanda H, Jordan-Harder B, Kunz A, Harms G. Male

involvement in PMTCT services in Mbeya Region, Tanzania. AIDS Behav.
2009;13(Suppl 1):92–102. https://doi.org/10.1007/s10461-009-9543-0.

38. Byamugisha R, Astrom A, Ndeezi G, Karamagi C, Tylleskar T, Tumwine J.
Male partner antenatal attendance and HIV testing in eastern Uganda: a
randomized facility-based intervention trial. J Int AIDS Soc. 2011;14(1):43.
https://doi.org/10.1186/1758-2652-14-43.

39. Mullany BC, Hindin MJ, Becker S. Can women’s autonomy impede male
involvement in pregnancy health in Katmandu, Nepal? Soc Sci Med. 2005;
61(9):1993–2006.

40. Dillman DA, Symyth JD, Christian LM. Internet, mail and mixed mode
surveys: the tailored design method. 3rd ed. Hoboken, NJ: John Wiley &
Sons, Inc; 2009.

41. Byamugisha R, Tumwine JK, Semiyaga N, Tylleskar T. Determinants of male
involvement in the prevention of mother-to-child transmission of HIV
Programme in eastern Uganda: a cross-sectional survey. ReprodHealth. 2010;
7:12. https://doi.org/10.1186/1742-4755-7-12.

42. Ampt F, Mon MM, Than KK, Khin MM, Agius PA, Morgan C, et al. Correlates
of male involvement in maternal and newborn health: a cross-sectional
study of men in a peri-urban region of Myanmar. BMC Pregnancy
Childbirth. 2015;15:122. https://doi.org/10.1186/s12884-015-0561-9.

43. Tshibumbu D. Factors influencing men’s involvement in prevention of
mother-to-child transmission (PMTCT) of HIV programmes in Mambwe
district, Zambia. M.Sc. Thesis, University of South Africa (UNISA). 2006.
Available from:https://www.k4health.org/sites/default/files/male_
involvement_pmtct.pdf.

44. Cohen SI, Burger M. Partnering: a new approach to sexual and reproductive
health, technical paper no. 3. New York, NY: United Nations Population
Fund; 2000.

45. Tweheyo R, Konde-Lule J, Tumwesigye NM, Sekandi JN. Male partner
attendance of skilled antenatal care in peri-urban Gulu district, Northern
Uganda. BMC Pregnancy Childbirth. 2010;10:53. https://doi.org/10.1186/
1471-2393-10-53.

46. Olayemi O, Bello FA, Aimakhu CO, Obajimi GO, Adekunle AO. Male
participation in pregnancy and delivery in Nigeria: a survey of antenatal
attendees. J Biosoc Sci. 2009;41(4):493–503. https://doi.org/10.1017/
S0021932009003356.

47. Nkuoh GN, Meyer DJ, Tih PM, Nkfusai J. Barriers to men’s participation in
antenatal and prevention of mother-to-child HIV transmission care in
Cameroon, Africa. J Midwifery Womens Health. 2010;55(4):363–9. https://doi.
org/10.1016/j.jmwh.2010.02.009.

48. Mullick S, Kunene B, Wanjiru M. Involving men in maternity care: health
service delivery issues. Agenda Special Focus. 2005:124–35.

49. Carroli G, Rooney C, Villar J. How effective is antenatal Care in Preventing
Maternal Mortality and Serious Morbidity? An overview of the evidence.
Pediatric and Perinatal Epidemiol. 2001;15(1):1–42.

50. Sadhana A, Deoki N, Mehrotra AK, Ravi S. Male participation in Maternal
Care in Urban Slums of District Agra. Indian J Prev Soc Med. 2008;39:3–4.

51. Horstman R. Role of husbands in maternal health in Morang district, Nepal.
In: gender and the role of men in reproductive health. Netherlands
interdisciplinary demographic institute. 2004:39–58.

52. Kavishe F P, Mushi S S. Nutrition-Relevant Actions in Tanzania. Tanzania
Food and Nutrition Centre 20th Anniversary, 1973–1993, Monograph series
no.1.1993.

53. Mullany BC. Barriers to and attitudes towards promoting husbands’
involvement in maternal health in Katmandu, Nepal. Soc Sci Med. 2006;
62(11):2798–809. https://doi.org/10.1016/j.socscimed.2005.11.013.

54. Steen M, Downe S, Bamford N, Edozien L. Not-patient and not-visitor: a
Metasynthesis fathers encounters with pregnancy, birth and maternity care.
Midwifery. 2012;28(4):422–31.

Gibore et al. Reproductive Health           (2019) 16:52 Page 10 of 10

https://doi.org/10.3109/13625187
https://doi.org/10.3109/13625187
https://doi.org/10.1371/journal.pone.0125978
https://doi.org/10.1371/journal.pone.0125978
https://doi.org/10.1016/j.midw.2015.06.004
https://doi.org/10.1186/1471-2393-13-14
https://doi.org/10.1186/1471-2393-13-14
http://www.esrftz.org/post2015MDG.php
https://unictz.org/2015/09/29/s17-sustainable-development-goals-launched-in-tanzania/
https://unictz.org/2015/09/29/s17-sustainable-development-goals-launched-in-tanzania/
http://unsdsn.org/wp-content/uploads/2015/04/Data-for-Development-Full-Report.pdf
http://unsdsn.org/wp-content/uploads/2015/04/Data-for-Development-Full-Report.pdf
https://doi.org/10.1186/1471-2393-14-320
http://www.who.int/entity/pmnch/activities/countries/tanzstats.pdf
http://www.who.int/entity/pmnch/activities/countries/tanzstats.pdf
https://doi.org/10.1007/s10461-009-9543-0
https://doi.org/10.1186/1758-2652-14-43
https://doi.org/10.1186/1742-4755-7-12
https://doi.org/10.1186/s12884-015-0561-9
https://www.k4health.org/sites/default/files/male_involvement_pmtct.pdf
https://www.k4health.org/sites/default/files/male_involvement_pmtct.pdf
https://doi.org/10.1186/1471-2393-10-53
https://doi.org/10.1186/1471-2393-10-53
https://doi.org/10.1017/S0021932009003356
https://doi.org/10.1017/S0021932009003356
https://doi.org/10.1016/j.jmwh.2010.02.009
https://doi.org/10.1016/j.jmwh.2010.02.009
https://doi.org/10.1016/j.socscimed.2005.11.013

	Abstract
	Background
	Methods
	Results
	Conclusion

	Plain English summary
	Introduction
	Methods and material
	Study settings and design
	Sample size and selection
	Sample size estimation
	Selection of study participants

	Data collection
	Measurement of variables
	Independent variables
	Data analysis

	Results
	Socio-demographic characteristics of respondents
	Level of men’s involvement in antenatal care

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

