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Abstract: Men as partners in patriarchal societies play a very crucial role in pregnancy and childbirth. It has also been noted 

that male partners play an important role in family planning in Ghana. This notwithstanding, their involvement in maternal 

health has not been well investigated. This study sought to establish male partners’ involvement in antenatal care utilization in 

West Mamprusi Municipality The study design was cross-sectional involving 351 respondents both male and female in West 

Mamprusi Municipality. The participants in the study were people aged 18 years and above who had at least a child born 

within one year prior to the study. Both questionnaire and focus group discussion guide was to gather the data. Results from the 

study revealed that majority of the participants had visited health facilities for antenatal care. It further showed that of those 

who visited for antenatal care, majority did not go with their partners. However, knowledge on birth preparedness and danger 

signs was good. With respect to place of delivery, majority were encouraged to deliver at health facilities. Majority of the 

participants averred that male partners noninvolvement in delivery is due to the fact that they perceive pregnancy and delivery 

as women affair. The majority of male partners supported their spouses’ maternal care services; they did not involve 

themselves in birth preparedness and postnatal care. This calls for proper education to encourage male partners to involve 

themselves in all matters relating to pregnancy and child-birth. 

Keywords: Male Partner, Utilization, Antenatal Care, Involvement, Postnatal Care 

 

1. Introduction 

Men as partners and parents have the potential to influence 

behaviors that are related to maternal health [1]. Becoming 

pregnant is a natural process and often come with excitement. 

However, this excitement could end up threatening the life of 

women because of obstetric related complications [2]. 

Available statistics show that over half a million maternal 

related deaths occur globally. Out of this figure, 99% are 

from developing countries [3]. In 2013, an estimated 286,000 

maternal deaths occurred in developing countries due largely 

to preventable complications [4]. This worrying situation 

leads to calls for the provision of pragmatic and appropriate 

quality health care services that could reduce maternal 

morbidity and mortality to the barest minimum [5-6]. 

Reversing the negative trend would also require decision 

making regarding stepping up the utilization of appropriate 

health care services. However, getting these policies to work 

requires the involvement and participation of male partners 

[7-8]. Research suggests that male partners have the potential 

to provide substantial practical, financial and emotional 

support to women and children to deal with barriers to health 

care services [9, 10, 6]. In highly patriarchal societies, male 

partners are decision-makers within their respective families 

and often control behavior regarding the use of maternal 

health care services [11]. Surprisingly however, pregnancy 

and childbirth in patriarchal societies is conceptualized as the 
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sole preserve of women [12]. It has been observed that the 

cultural dynamism and legitimization of men’s authority in 

patriarchal societies, if well harnessed, could positively 

influence the three levels of delays in obstetric emergencies: 

delay in awareness of emergency, delay in seeking care and 

delay in access to health care providers [13-14]. To this end, 

men have been recognized as key actors in maternal health as 

their seemingly unsupportive attitude could impact 

negatively on the health of their spouses and children [15-

16]. In keeping faith with this recognition as a social reality, 

the WHO since 2001, has put into place a policy that 

incorporates male partners into reproductive health programs 

to achieve safe motherhood [17]. 

Studies conducted in parts of the globe suggest that male 

partner’s involvement in maternal care has improved the use 

of reproductive health services, birth preparedness and 

psycho-social well-being for their wives and children [18]. 

Other researchers averred that participation of male partners 

in voluntary HIV counselling and testing was found to be 

positively associated with uptake of HIV transmission 

prevention interventions [19]. Other researchers on their part 

have argued that male partner’s participation in maternal 

health has a positive influence on women’s uptake of 

maternal health care services [20-21]. In 2010, out of global 

maternal deaths of 287,000,56% were from Sub-Saharan 

Africa [22]. In a related development, reports suggest that 

about 303, 000 women died in 2015 as a result of maternal 

related complications [23]. Of the 303,000 deaths, about 

201,000 of them occurred in sub-Saharan Africa. This 

alarming trend has made maternal mortality one of history’s 

puzzling ongoing tragedies in sub-Saharan Africa, and the 

second largest cause of mortality after infectious diseases 

among women of childbearing age [24-25]. As has been 

indicated, losing a woman before, during and after childbirth 

is unacceptable and heartbreaking [2, 26]. 

Various interventions put in place has seen as lightly 

increased skilled delivery rate of 68%, however, there are still 

rural-urban disparities in the utilization of maternal health 

services[3]. According to [27], only 54% of rural women were 

delivered by skilled attendants compared to 88% of urban 

women in 2011. Report also puts Ghana’s maternal mortality 

ratio at 320 per 100,000 live births [28-29]. Research reveals 

that majority of women in rural Ghana continue to experience 

worsened maternal health [30]. Although male partners are 

stakeholders in maternal health, little has been done about the 

role they play in birth preparedness and maternal health care in 

the study area. Studies conducted on male partner’s 

involvement in maternal care were either qualitative or 

descriptive studies, or are restricted to describing 

characteristics of male partner’s involvement [31-34]. This 

study thus sought to find out the level of male partner’s 

involvement, preparation and utilization of maternal care 

services in the West Mamprusi Municipality. 

2. Design and Methods 

A cross-sectional study was conducted in West Mamprusi 

Municipality between January and July 2016. There are ten 

administrative regions in Ghana and each region has a 

number of districts/municipalities/metropolis depending on 

the size and population density. The West Mamprusi 

Municipality, the study area, has three sub-municipalities. 

The sample size was arrived at using the formula by 

Snedecor and Cochran to arrive at 340 respondents [35]. A 

multi-stage sampling technique was used in the sampling 

process. In the first stage, the municipality was zoned into 

three and ten (10) communities were then selected from each 

zone to get 30 communities, using a simple random sampling 

technique. In the second stage, a probability proportional to 

size technique was used to select respondents from the 

selected communities. A simple random sampling technique 

was then used to select households. In each household, a man 

and a woman with the youngest child were randomly selected 

for the study. In situations where the household was made of 

a man and wife, the two were selected for the study. Eligible 

participants were those aged 18 years and above and women 

who had at least one child within the past years at the time of 

interview. Two focus group discussions were organized 

within the community. There was also eleven (11) health staff 

selected to augment the responses from the community 

members. This brought the total sample size to 351. 

2.1. Data Collection 

The tool for data collection was a both questionnaire and 

interview guide. The questionnaire items were designed using 

maternal and newborn health indicators as captured in the Ghana 

Demographic Health Survey and other relevant academic 

studies [29]. A focus group interview guide was used to elicit 

additional information from the focus group discussants and 

interview guiding questions being used to gather data from the 

health care staff. The questionnaire and the interview guides 

were prepared in English and administered by interviewers who 

very fluent in Mampruli, the local Language. Each interview 

took about 40 minutes on average. Before the commencement of 

the data collection, the research assistants were taken through 

training to enable them to familiarize themselves with the 

concepts and questions of this study. The questionnaire was also 

pretested among 20respondents in East Mamprusi 

Municipality’s town of Gambaga to correct all inconsistencies 

and inappropriate questions. 

2.2. Data Analysis 

Data for the questionnaire was analyzed using the 

Statistical Package for Social Sciences (SPSS version 20) 

whereas content analysis was employed to analyze the 

qualitative data. Descriptive analysis was used to summarize 

the socio-demographic characteristics and the level of male 

partner’s involvement in antenatal care utilization and 

preparation towards childbirth. 

2.3. Ethical Consideration 

Permission to conduct the study was sought from the 

community members and various heads of the healthcare 
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facilities. The participants in the research were made to 

complete an informed consent form after the purpose of the 

study was explained to them. This was done to avoid 

respondents being coerced into filling questionnaires that 

were administered. Finally, in order to protect the integrity of 

the respondents, they were assured of anonymity and 

confidentiality of their identities. 

3. Results 

3.1. Socio-Demographic Characteristics of Respondents 

Results from the study show an equal distribution of male 

and female respondents. On the part of health care providers, 

63.7% were male while 36.4%were females (Table 1). With 

regard to age distribution, 17.7% were 10-19 years, 35.6% 

were 20 - 29 years, 27.9% were 30 - 39 years, 15.3% of them 

were 40 - 49 years, and 3.5% were 50+ years. Among the 

healthcare staff, 18.1% were between ages 20 and 29 years, 

27.3% each of the staff were between ages 30 and 39 years, 

40 to 49 years and 50+ years respectively. On educational 

attainment, 65.2% of the participants had no formal 

education, 27.4% had a certificate, 5.6% had Higher National 

Diploma/Diploma, and 0.6% had a first degree, while 0.3% 

had masters certificate. On religious affiliation, 62.3% were 

Muslims, 25.4% were Christians, and 12.3 % were believers 

in indigenous religion. 

Table 1. Socio-demographic characteristics of Respondents. 

Sex Community members Percent(%) Health workers Percent (%) 

Male 170 50 7 63.6 

Female 170 50 4 36.4 

Total 340 100.0 11 100.0 

Age Community members Percent (%) Health staff Percent (%) 

10-19 years 60 17.7 0 0.0 

20 – 29 years 121 35.6 2 18.1 

30 – 39 years 95 27.9 3 27.3 

40 - 49 years 52 15.3 3 27.3 

50+ years 12 3.5 3 27.3 

Total 340 100.0 11 100.0 

Education Community members Percent (%) Health staff Percent (%) 

No formal education 225 65.2 0 0.0 

Certificate &below 93 27.4 5 45.4 

HND/Diploma 19 5.6 3 27.3 

First Degree 2 0.6 3 27.3 

Masters 1 0.3 0 0.0 

Total 340 100.0 11 100.0 

Sources: Field Survey, 2016 

3.2. Uptake of Skilled Delivery 

Data from the study showed that 72.9% of the respondents 

visited health facilities for antenatal care during the last 

pregnancy, while 27.1% never visited any health facility 

(Table 2). Interestingly, of the 72.9% that visited health 

facilities for antenatal care, 92% did not go with their spouse. 

The study also revealed the number of times visits 

participants made visits to health facilities; 31.9% had one 

ANC visit, 19.4%two ANC visits, 19.8% had three ANC 

visits, and 17.3% had four ANC visits, while 11.7% had more 

than four ANC visits. 

Table 2. Number of ANC visits by Respondents. 

Number of visits Frequency Percent (%) 

One time 79 31.9 

Two times 48 19.4 

Three times 49 19.8 

Four times 43 17.3 

Above four times 29 11.7 

Total 248 100.0 

Source: Field Survey, 2016 

 

3.3. Knowledge of Danger Signs During Pregnancy 

Results showed knowledge of participants on danger signs 

during pregnancy, childbirth and during postpartum (Table 

3). Interestingly, majority (77.4%) of participant shad 

knowledge of swollen feet/hand as danger sign during 

pregnancy, 62.6% participants had knowledge of retained 

placenta as danger during child birth, whilst 55.3% of the 

participants had knowledge of foul smelling vaginal 

discharge as danger during postpartum respectively. 

Table 3. Knowledge of danger signs during pregnancy. 

Variable Frequency Percentage 

During pregnancy:   

Severe vaginal bleeding 150 44.1 

Swollen hand/feet 265 77.4 

Vision blurring 108 31.8 

During childbirth:   

Severe vaginal bleeding 190 55.9 

Retained placenta 213 62.6 

Prolonged labor (more than 12 hours) 130 38.2 

During postpartum:   

Severe vaginal bleeding 174 51.2 

High fever 167 49.1 

Foul smelling vaginal discharge 188 55.3 

Source: field survey 2016 (multiple responses) (n = 340) 
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3.4. Knowledge of Preparation Towards Childbirth 

The knowledge of preparation put into place towards child 

birth among the participants reveals interesting responses (Table 

4). Regarding knowledge on birth preparedness and 

complication readiness; majority (90.6%) of the participants had 

knowledge of arranging funds and 50% had knowledge of 

identifying possible blood donor. Regarding preparation for birth 

& its related complications, majority (90.6%) had arranged 

funds with 98.5% and 94.1% preparing essential items for 

delivery and the food needed respectively. With regard to 

utilization of the items that participants arranged; 91.8% utilized 

arranged fund, 92.6% utilized arranged transport and 94.1% 

utilized items that were arranged for delivery. 

Table 4. Knowledge and preparation towards childbirth. 

Variables Frequency Percentage 

Knowledge on birth preparedness and 

complication readiness: 
  

Place of delivery 280 82.4 

Arrangement for fund 308 90.6 

Arrangement for transport 299 87.9 

Arrangement for skilled provider 230 67.6 

Arrangement for possible blood donor 170 50.0 

Preparation for childbirth:   

Place of delivery 311 91.5 

Arrangement for fund 308 90.6 

Arrangement for transport 299 87.9 

Identified a person to go with for delivery 310 91.2 

Prepare essential items for delivery 335 98.5 

Variables Frequency Percentage 

Different food items preparation 320 94.1 

Utilization of items procured:   

Utilized arranged fund 312 91.8 

Utilized for transport 315 92.6 

Utilized a person to go with for delivery 290 85.3 

Utilized essential items for delivery 320 94.1 

Utilized food items prepared 322 94.7 

Source: field survey 2016(multiple response)(n = 340) 

3.5. Decision on the Place of Delivery 

From the study, it emerged that 81%were encouraged by 

friends to deliver at healthcare institutions, 7.9% had no 

suggestion from friends; 7.1%were discouraged by friends to 

deliver at health facilities, while 4.0% of the respondents 

could not remember the place of delivery advice by friends. 

On the part of family members, 66.2% had a discussion with 

the family about the place of delivery, 33.8% did not discuss 

with any family member (figure 1). For those who discussed 

with family, the following suggestions were given; 81.6% 

encouraged them to deliver at the health facility, 11.0% 

discouraged them from delivering at the health facility, 4.4% 

did not provide any suggestion, while 2.9% could not 

remember. The study further considered where spouses gave 

birth to their current children. Data from the study revealed 

that 51.9% gave birth at the hospital, 25.9% gave birth at the 

health centre, and 21.1% gave birth in the house, while 1.1% 

gave birth in a private hospital. 

 

Figure 1. Place of delivery for current child Source: Field Survey, 2016. 

Information available on who initiates communication 

about place of delivery revealed that 40.3% of the 

respondents were advised by parents to deliver in a 

healthcare facility, 34.4% were advised by family members 

to deliver in a health care facility, 11.2% were advised by 

their husbands to deliver in a health care facility, 7.7% 

indicated that it was their mothers who initiated the idea of 

delivery in a healthcare facility, while 6.5%were of the view 

that relatives initiated communication about delivery in the 

health facility. 

3.6. The Choice of Facility for Delivery 

With regards to the respondents who chose to deliver in a 

health facility, the following reasons were provided; 32% 

were of the view that it was in the interest of the mother to 

give birth in the health facility, 30% indicated that it was in 

the interest of both the husband and the wife to delivered in 

the health facility, 27.3% intimated that their decisions were 

based on previous experience, 3.3% indicated they were 

referred by health personnel, and 7.3% indicated they wanted 
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safe delivery of their baby. With regards to the respondents 

who decided not to deliver their last babies in the health care 

facilities, they justified their decisions on the following 

grounds; 65% based their decision on grounds of 

uncooperative and harsh attitude of health staff, 10% 

indicated that they were not satisfied with the quality of care 

in the health facilities, another 10% was afraid of being 

subjected to caesarian session, 5% did not have transport to 

the health facility, another 5% failed to do so because of 

previous bad experience, and finally again 5% of the 

respondents indicated that during that period they were not 

having time to send the woman to the health institution for 

safe delivery. On issues of likability of the nearest health 

centre, 53.3% would be attracted by positive attitude of 

health staff, 18.3% mentioned opening hours of the health 

facility as factors that motivates them, 13.6% considered the 

distance they covered to access the health facility, 9.5% 

considered the services provided by the health facility, 4.1% 

looked at cost of service provision as a determinant in the 

choice of health facility for delivery, and 1.2% considered the 

skills of midwives before choosing health facility for safe 

delivery. 

3.7. Cultural Barriers Preventing Male Partners in Making 

Delivery Decisions 

Data from the study revealed majority of the participants 

indicated that there were no cultural barriers that prevent 

male partners taking decision regarding the place of delivery. 

However, others were of the view that cultural reasons do 

prevent male partners from taking decisions regarding the 

place of delivery. The reasons advanced for not taking 

decisions were based on the following: 

Childbirth is the responsibility of women and does not 

require men participation in any way. Men only come in if 

there is a prolonged labor and they have to consult a diviner 

to get a better understanding (Male participant). 

To them, childbirth is a natural phenomenon and does not 

require much attention from male partners. Some based their 

arguments on grounds of how society will perceive them. 

The idea of attending antenatal clinic with their wives is 

strange and alien. When a man is seen going to the hospital 

with his wife, people will see you as a lazy person just 

following his wife around. Others would say you are being 

controlled around by your wife (Male participant). 

Another participant has this to say: 

Men are supposed to stay at home and receive information 

regarding your wife’s pregnancy and birth. You have to stay 

at home especially during childbirth for the placenta to be 

brought to you for safe burial. 

This is a real depiction of masculinity and show of 

authority in the traditional sense of the word and the 

characteristics of men in patriarchal societies. Report from 

the health care staff reveals the existence of policy initiative 

aimed at encouraging men to accompany their spouses to 

antenatal clinics. This initiative according to them is aimed at 

achieving two things: the first is get husbands to take the 

voluntary HIV test that is usually conducted for pregnant 

women and secondly, to get them receive information on 

critical antennal care issues such as complications during 

pregnancy. They were quick to concede that this information 

has not gotten to male partners as they expect it. 

4. Discussion 

There was an equal number of males and females with 

regards to the community members. However, male staff 

from the health care providers was 63.7% while the females 

were 36.4%. With regard to educational attainment, 

participants without formal education were 65.2%. It is worth 

noting that the educational attainment of an individual is 

directly related to the uptake of skilled delivery. This limited 

formal education could partly explain why male partners do 

not consider it necessary to accompany their spouses to 

receive health care. In the opinion of other experts, mothers 

with higher educational status are more likely to utilize 

health delivery service more than those without education 

[36-38]. With regard to antenatal visits, 31.9% visited the 

health care facilities once for antenatal care. The one time 

visit is due to the fact that some of them visited because of 

complications experienced at the early stages of the 

pregnancy. Others did so for want of pregnancy confirmation. 

Explaining this further, other researchers contend that women 

who visit health facilities once are less likely to deliver in 

health facilities than those who visit health facilities more 

than once [39-40]. Regarding preparation towards delivery, 

as many as 87.7% of the respondents indicated they were 

prepared adequately for delivery. It has also been argued that 

expectant mothers knowing when they would deliver usually 

prepare adequately (both clinical and social demands) for 

delivery of their newborn babies [41]. 

Data from the study revealed that majority of the 

respondents gave birth to their current children in the 

hospital. However as high as 21.1% of the people still give 

birth in the house without any health professional’s 

assistance. This finding contradicts other findings that found 

that institutional delivery was 12.1% whereas home delivery 

was 87.9% [42]. Findings from this study further suggest that 

family members were key actors’ in initiating communication 

about delivery in health facilities. This corroborates a study 

which showed that 44.1% parents took a collective decision 

on the place of delivery [43]. Some community members 

based their decision not to deliver at health facilities on 

cultural grounds. The overall decision is that people in the 

municipality do not consider cultural issues when taken a 

decision with regards to place of delivery even though there 

was a minority decision that was based on culture. The 

majority decision in this study is not in agreement with 

studies where it was observed that socio-cultural factors and 

perceived benefit and need of facility used influence the 

decision to seek care and also considers how community 

attitudes influence family decision making [44]. Related 

studies in Western Uganda found that traditionally, pregnancy 

is considered as a test of endurance and maternal death if it 

occurs; although sad, is seen as a normal event [45]. 
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Religious denomination was also another issue considered 

in the study. Data from the study revealed that 62.3 % of the 

respondents are Muslim. This finding could also be attributed 

to low skilled delivery in the communities because most of 

the peoples who are Muslims according to them do not allow 

their wives to deliver in the hospital or go for antenatal care 

in any health facility. This finding is in agreement with 

studies conducted in Ghana which indicated that 66.3% of 

mothers who were Muslim faithful and a majority showed a 

preference for TBA (96%) [46]. This preference was also 

indicated by respondents in the focus group discussions. This 

finding shows a trend that Islamic religious affiliation tends 

encourages TBA assisted deliveries as compared to the 

Christian faith. This finding is in agreement with a study 

conducted in Bangladesh, which concluded that women from 

other religions had 42% higher odds of delivering with 

assistance from SBA’s at delivery compared to the women 

from Muslim religion [47]. 

5. Conclusions 

The study revealed that male partners do not accompany 

their wives to antenatal clinics. They perceive pregnancy and 

childbirth as solely women affair. However, knowledge on 

birth preparedness and birth complications is fairly good. To 

this end, it is worth noting that in highly patriarchal societies, 

men as heads of households play crucial roles in decision 

making regarding their spouses access to maternal health 

facilities and preparation towards delivery. Understanding 

and appreciating the social dynamics involving male partners 

influence is important in the negotiation process towards 

reaching a compromise with the sole aim of improving the 

health of women. 
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