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ABSTRACT
Introduction: Male attendance during antenatal care is promoted to be an important intervention

to increase positive maternal health outcomes. This is because the attendance of men in antenatal
care can play a vital role in ensuring safe pregnancy and skilled delivery. Despite efforts to
stimulate male attendance during antenatal care, few men in Ethiopia accompany their spouse to
antenatal care visits.

Obijective: The aim of this study was to assess male partner attendance to skilled antenatal care
and associated factors in Halaba Town, Sothern Ethiopia

Method: Community based cross-sectional study was conducted on male partners whose women
gave birth within 24 months prior to the survey. Stratified random sampling method was used to
get the total sample size of 370 participants. A pre-tested and structured questionnaire was used
to collect data. Data entry was carried out using EPI data version 3.1 and transferred to SPSS
version 23.0 for further analysis.

Result: Only 24.9% male partners attended at least one skilled antenatal care visit. Respondents
who were government employed (AOR:4.25;(95%CI:(1.2,14.9),whose spouse had secondary
education(AOR:2.74; (95%CIl:(1.4,7.23), who knew the recommended time for first ANC
visit(AOR:7.1;(95%Cl:(3.73,13.5), aware about four ANC visits(AOR:2.8;95%Cl;(1.15,6.86) and
knowledgeable about ANC services (AOR:2.0;95%Cl:(1.12,3.66) were positively associated with
male attendance skilled antenatal care. The most common reasons for not attending ANC were
being preoccupied with other jobs and considering pregnancy as women affair.

Conclusion: majority of male not attended skilled antenatal care. In order to improve male
attendance to skilled antenatal care, health education aimed at increasing men awareness about
antenatal care services should be instituted by government bodies.

Key words: Male partner, Attendance, antenatal care
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1. INTRODUCTION
1.1. Back ground

An estimated 303 000 maternal deaths occurred globally in 2015, which translates to nearly 830
women dying every single day due to the complications of pregnancy and childbirth. Almost all
of these deaths occurred in low- resource settings(1). Developing regions account for
approximately 99% (302 000) of the estimated global maternal deaths in 2015, with sub-Saharan
Africa alone accounting for roughly 66% (201 000), followed by Southern Asia (66 000) (2).

Skilled health attendants during pregnancy, delivery and the post-partum period has been
recognized as key in the reduction of maternal mortalities. Antenatal care is a key in this continuum
of care to provide women and their families with appropriate information and advice for a healthy

pregnancy, how to prepare for birth and potential complications, benefits of skilled attendance at

birth (3,4).

Men'’s participation in maternal health in general and antenatal care in particular is very important
in developing countries like Ethiopia where most women completely dependent on male decision
regarding their health. Studies done in different developing countries shows that delay one (delay
in decision to seek care) and delay two (delay in reaching health facility) directly related to the
issues in the family and in the community which most need the attendance of male(5,6). Health
services need to become more “father-friendly”, and to consider that many health-related decisions

affecting women and children are made by men, (7).

Study done in Myanmar indicated that around 82 %) men accompanied their wives to ANC(8).
But on the contrary in Sub Sahara countries including Ethiopia, the figure appears to be much less.
According to the various studies, only 13.9% men in Benin(9), 18.2% men in Burundi (10), 13.9%
men in Southern Nigeria(9), 32.1% men Northern Nigeria(11) and 19.7% men in Harari public
institutions, Ethiopia(12) escorted their spouse to ANC. Few published studies were conducted
from male point of view about participation in ANC in Ethiopia, practically nil for proposed area.
Therefore, this study would address this gap by assessing the magnitude of male partner attendance

to ANC and associated factors at Halaba town, Southern Ethiopia.
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1.2. Statement of problem

Improving maternal health requires great male participation. Currently, it has been recognized that
their involvement and support is critical to improve maternal and newborn health, skilled birth
attendance, HIV testing and treatment, increased couple communication and shared decision-
making(13). In this regard antenatal care is a key entry point and an opportunity to advice women
and their husband on how to prepare for birth and potential complications and promote the benefit

of skilled attendance(4).

However, in majority of Sab-Sahara Africa countries including Ethiopia, their participation at
skilled ANC is still weak. The analysis of demographic and health survey done in selected African
countries demonstrated that proportion of men who accompanied their partners at least one check-
up during ANC visit in Burundi was 18.2%, in Senegal and Zimbabwe, this was roughly 32%
(14). Similarly, the study done in Harari, Ethiopia revealed that among pregnant women who had

antenatal care, only 19.7% of them accompanied by their partners. (12).

Several studies have shown that socio-demographic, cultural and health facility factors hinder the
participation of male at antenatal care(15). To improve the situation, Ethiopia has made major
efforts through the health extension program and health development army. However, according
to 2015 MOH annual report low male involvement remains a big challenge for the country and

much need to be done to improve the problem(16).

Although male partners critically influence maternal health, little has been explored about the male
partner attendance of skilled antenatal care in Ethiopia. A few previous published studies are
available from some regions of Ethiopia (Harari, Mekele) are based pregnant woman who came
ANC/PMTCT clinics which reflect their feelings about their male partners(12,17), hence

exploring the male actual factors from men themselves are worthwhile.

Therefore the aim of this study was to assess the magnitude of male partner attendance to skilled

ANC and associated in Halaba Town administration, Southern Ethiopia.
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1.3. Significance of the study

Husband/partner attendance to skilled antenatal care and encouraging joint decision-making
among couples is a promising strategy for promoting maternal health and in achieving women’s
empowerment; this will ultimately result in reduced maternal morbidity and mortality. Therefore,

this study is vital to show male partner attendance to skilled antenatal care and associated factors.

The outcome of the study can be an input for concerned policy makers in decision making process
regarding male participation in skilled ANC. And also it serves as an input for health education
program undertaken by different organizations so as to keep the male partner being aware of the

antenatal care services and consequences of pregnancy danger signs.

It is also assumed to help the health sector management to notice the current situation male partners
at antenatal care clinic and work accordingly with other stakeholders like families, health
professionals, governmental and nongovernmental organizations. The research can be used as an
input for other health professionals including midwives in understanding the situation of the case

and extending their intervention or work to different institutions.

Families and individuals can be benefited from this study by reading the research findings and also
by taking part in the interventions that will be made by different stake holders. Since there is no
tangible research conducted in the study area, this research can provide baseline data for a

researcher who is interested in the area.
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2. LITERATURE REVIEW

According to several reviewed literatures, male partner attendance to skilled antenatal care in
different countries is described. In addition associated factors for male participation in ANC are
also discussed as categorized into sub groups of socio demographic characteristics, knowledge of

antenatal care services, cultural factors and health facility related factors.

2.1. Level of male attendance to Antenatal Clinic

A cross-sectional study about correlates of male involvement in maternal and newborn health in
South Dagon, Myanmar in 2015 indicated that around 82 % men accompanied their wives to
ANC(8). Another cross sectional study about analysis of male awareness and attitude in
metropolitan city, India revealed that around 61% of participants had accompanied their wives to
the antenatal clinics at one or the other time. Cross sectional study done in Kathmandu district,

Nepal shows that 39.3%, accompanied their partners for ANC visit (18).

The level of male attendance to antenatal care is low in Sub-Sahara African countries. Qualitative
study in Ghana revealed that men from rural communities felt it was time wasting to accompany
their wives to ANC(19).The analysis of demographic and health survey done in selected African
countries demonstrated that proportion of men who accompanied their partners at least one check-
up during ANC visit were in Burundi 18.2%, in Senegal and Zimbabwe, roughly a third of men
32% (14). Study from southern Nigeria, northern Nigeria and southwestern Nigeria shows only
13.9%, 32.1%, 24.0% of male partners accompanied their wife for antenatal (ANC) visit
respectively (9,11,20). Some 45% of women in Bauchi and 68% in Cross River, Nigeria did not
discussed their pregnancy primarily with their husbands or partners(21). Similar Studies done in
Zambia, Uganda and Kenya revealed that accompanying pregnant woman to clinic is uncommon,

few may participate in case emergency(22—-24)

Many pregnant woman want male partner to escort them to ANC. Study done among pregnant
woman in Nigeria shows that 82.4% pregnant women want male partner to accompany them to
antenatal clinic and 80.8% pregnant women want male partners of pregnant women to be educated

about how to take care of pregnant women and sex during pregnancy(25) . Pilot case studies from
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Maligita and Kibibi, Uganda, shows that male attendance in skilled antenatal care is an area in

which women felt their husbands are the most absent(26).

The studies done in Ethiopia in Harari and Mekelle towns shows only 19.7% and 20% of the
women were found to be accompanied by their spouse during their recent visit to ANC/PMTCT
respectively (12,27). Study done in Harari town showed that the majority of women wanted their

partners’ participation in ANC(12)

2.2. Factors associated with male attendance to ANC

Whether male partner to attend ANC or not depends on knowledge of antenatal care service, Socio-
demographic factors such as level of education, Sociocultural factors such as beliefs, attitudes and
communication between men and women, individual factors such as being busy and health facility

factors such as waiting time and behavior of health providers, (15,28)

2.2.1. Knowledge of antenatal care service and danger signs of pregnancy

A study about correlates of male involvment in maternal and newborn health from Myanmar shows
that men with greater levels of knowledge about sexual and reproductive health are more likely to
be involved in their wives’ pregnancies and new born care(8). In Bangladesh few men knew that
advice on newborn care, family planning, birth preparedness was given during ANC(29) in Nepal

only 26.9% of men had knowledge about danger signs in pregnancy(18).

Study about Men ’ s Knowledge of Obstetric Danger Signs in Tanzania shows that men who escort
wife to ANC and knew at least one danger sign during pregnancy were more likely to be prepared

for birth and complications(30)

Providing information to male partners of pregnant women attending antenatal care might increase
their attendance and participation. Study done in Uganda revealed that men who were
knowledgeable of ANC services, obtained health information from a health worker and whose
spouses utilized skilled delivery at last pregnancy were more likely to accompany their spouses at

ANC(23).
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Lack of knowledge about ANC service and danger signs pregnancy are among the factors for low
participation of male in ANC. A descriptive study in Papua New Guinea demonstrates one third
of male unaware of the risk factors associated with pregnancy and the importance antenatal care
service(31) .The study done at Gulu district, Northern Uganda shows male partners’ knowledge
about ANC services offered is limited; about half 49.9% could correctly mention two or fewer

services offered(28)

Cross-sectional study done in ambo town revealed that male partners who ever attended health
education on Antenatal care were 1.89 times more likely to be involved antenatal care as compared
to those who were not ever attended health education on ANC. Married male involved in antenatal
care were 3.14 times more likely to had practiced birth preparedness and complication readiness

as compared to those who not involved antenatal care(32)

Study about male attendance in PMTCT in Gondar and Addis Ababa, Ethiopia shows that men
who heard and knowledgeable about PMTCT are more likely to have high attendance in PMTCT
as compared to those who didn’t heard and knowledgeable (33,34). Study done in southern
Ethiopia revealed that only 9.7% of husbands awareness of danger signs of obstetric complications

(35).

2.2.2. Socio demographic factors

Educational status of the male partner an important factor for male attendance to ANC. In south
Africa Women having a partner with higher education (completed above Grade 9) increased the
odds of early ANC initiation(36). Study from Ambo found that Male partners who attended school
Primary, secondary, high school, college and above were more likely to involved in Antenatal care
as compared to had no formal education(32). Study in Gondar found that those who attended
secondary and post-secondary education were 3.6 times more likely have high attendance index in
PMTCT than those who cannot read and write(33).Similarly there is significant positive
relationship between men’s level of education and their level of participation in ANC in Nigeria

(37)

Study from Myanmar found that polygamous marriage had a negative association with antenatal

accompaniment, delivery care accompaniment and postnatal care accompaniment(38). Marital
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status of men is associated with male attendance to ANC. Study in Nigeria found that men older
than 40 years, ever married and professionals were more involved in maternal health care(20).
Study in Ethiopia about male attendance in PMTCT shows that men who are married and in union
were about 4.3 times more likely to have high attendance than those who were widowed or

separated(33).

The research done in Nigeria about attitude and Practice of Males towards antenatal care
demonstrated that men’s occupation does not significantly affect their participation in ANC(37)
whereas, Cross sectional studies done ambo, Addis Ababa and Gondar found that men whose
occupation was government employee were more likely to be involved in ANC/PMTCT as

compared to private employed (32-34)

Study about Male attendance in PMTCT Addis Ababa, Ethiopia shows that those with higher
monthly income are more likely to have high attendance in PMTCT services than those with lower

monthly income. Culture negatively influence male attendance in PMTCT (34).

2.2.3. Cultural factors

In many Sub-Sahara Africa countries the area of pregnancy and childbirth is considered to be the
responsibility of the woman. Therefore, it is rare to see men accompany women to antenatal care.
Studies from Ghana, Papua New Guinea, Malawi, Uganda, Kenya and other developing counties
shows that Maternal health- care is usually seen as a 'feminine' domain and thus the responsibility
of women’s (10,11,18,19,31,39—41) and men who accompanied their wives to ANC services were
perceived as being dominated by their wives, and also perceived to be weak-lings by their
peers(19,42,43). Frequently men perceive that ANCs services are designed and reserved for
women, thus are embarrassed to find themselves in such “female” places(15). Study from Blantyre,
Malawi demonstrated that some women prefer attending antenatal care alone because they would

be embarrassed with their partner’s company(44)

2.2.4. Individual factors

Study about opportunities for male attendance during pregnancy in Magu district, rural Tanzania
revealed that fear of HIV tested and being busy were barriers for men to attend ANC (43,45,46).
Similarly qualitative study done Western Kenya found that being preoccupied with other jobs, HIV
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and STI tests were barriers for male participation at ANC in contrast another study in Kenya found

that reason for male to attend ANC was voluntary counselling and testing for HIV (41,47).

Certain women do not like to be seen with their male partner attending the ANC service. A study
conducted in Kenya showed that certain male clients trust traditional healers but not hospitals and

therefore do not attend ANC clinics(15)

Few studies in Malawi and Nigeria shows that some men do not participate in ANC/PMTCT
services because they are not interested or are unwilling to take part in the service(11,44) and lack

of interest(11)

Several studies also have showed that women at ANC clinics fear violence from their partners who
attend ANC clinics with them if the HIV test was positive. Study from Mekelle, Ethiopia shows
that the reason for woman not accompanied by male partner for ANC/PMTCT was fear of violence

and divorce following positive HIV result(27).

2.2.5. Health facility factors

Although current policy prioritizes services at ANC for couples, some men felt that they were not
welcomed and not received. Barriers associated to men attendance of ANC in the health system
include negative attitude of health works. Studies from Nigeria, Tanzania, Ghana, Kenya, Uganda
and other developing countries shows that harsh and critical language directed at women and their
husbands from health professionals was a barrier to male participation(19,25,39-42,48). In
Tanzania some health workers may refuse to provide ANC services to the women if they do not
bring their partners.

ANC clinic did not have adequate space for all services that it offers. As a result many services
being offered in proximity to each other which create lack of privacy, men accompanied pregnant
women to ANC spent a lot of time outside the clinic(25,39,42,48).

Waiting time and overall duration of ANC services were mentioned as negatively impacting on
men’s ability to attend. Men, who frequently were in the paid workforce, are often not in a position
to spend virtually the entire day participating in ANC services(47,44). Study about Clinical and
perceived quality of care for maternal, neonatal and antenatal care in Kenya and Namibia shows
57.8 % of women in Kenya and 40.1 % of women in Namibia reported that the time they had to
wait for their ANC visit was a problem(49).
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2.2.5. Conceptual framework
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Figure 1: A Conceptual frame work for male partner attendance of antenatal care Halaba town,
Halaba special Woreda, Southern Ethiopia, January 2017
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3. OBJECTIVES

3.1. General objective
To determine the magnitude of male partner attendance to skilled antenatal care and
associated factors in Halaba town, Southern Ethiopia 2017

3.2. Specific objectives
e To determine the magnitude of male partner attendance to skilled antenatal care in Halaba
town, Southern Ethiopia
e To identify factors associated with male partner attendance to skilled antenatal care in

Halaba town, Southern Ethiopia
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4. METHODS

4.1. Study area and period:
The study was conducted from March to April in Halaba town, which is 240 kilometers from Addis

Ababa 85 kilometers from Hawassa. Halaba town was one of the districts in southern nations,
nationalities and peoples regional state with a total population of 63,528. The town was divided in
to 5 urban kebele administrations and 8 rural kebeles. According Halaba Woreda health office
report, it was estimated that about 23.3% are women in the reproductive age group (15-
49).Regarding health infrastructure in Halaba town there is one governmental district hospital and
one Health Centers. In addition, there were 3 medium and 2 lower level private clinics which have
been giving services for the total population. In addition there were 8 urban health extension

workers in Halaba town(50).

4.2. Study design:
Community based quantitative cross-sectional study design was employed to assess the level of
male attendance to antenatal care and associated factors.

4.3. Source population:
The source population was all married men in the district.

4.4. Study population:
The study population includes all male partner of women of child bearing age (15-49 years old) in the
study area and whose wife gave birth in the last two years.

4.5. Study subjects:
Study subject were male partner of mothers who gave birth in the last 2 years and who is selected based
on the proposed sampling techniques.

4.5.1. Inclusion criteria:
Male partner of women who gave birth in the last 2 years regardless of the outcome and who lived in the
study area for at least six months

4.5.2. Exclusion criteria:
Male partners who are not mentally healthy and unable to consent will be excluded from the interview.

4.6. Sample Size and Sampling techniques
I. Sample size:

To assess the male attendance in the district, a single population proportion formula will be used
to calculate the sample size:-

[n=(Z @/2? x P (1-p)/d’]
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Where: -
= n=Sample size
= d=Degree of precision or margin of error 5% = 0.05
= P = the proportion of male attendance in ANC (19.7 %) (Harari study (12))
=  Za/2=Z value of 95% confidence = 1.96 from the Z-table
Substituting the values into the formula:

n=(1.96)*x 0.197 (0.803) = 243

(0.05)?
Since the total population was 3078 which was less than 10000, using the correction formula
Corrected sample size = n
1+(n/N)

n=desired sample size (when population > 10,000)
N=the estimate of the population size

= 243
1+ (243/3078)
=225
(225 + (225 x 10% none response rate)) x 1.5(design effect) =371.5~ 372

n=372
I1. Sampling techniques: Stratified random sampling technique was utilized to select the study
subjects. Initially, the study area was divided into two strata, urban and rural Kebeles. Two urban
Kebele from the total 5 urban kebeles and three rural Kebeles from total eight rural Kebeles were
selected by simple random sampling technique. From total 372 samples 60% (n=223) were
distributed to selected urban kebeles, while 40% (n=149) samples were distributed to the selected
rural kebeles depending on the size of hose holds residing in each Kebele. Then the number of all
male partner whose wife delivered in 24 months prior to the study were taken from each selected
kebeles health extension workers. Then, frames of households were prepared for each Kebele in
collaboration with the health extension workers. In Gedeba Kebele there were 390 households and
130 men whose spouse delivered were registered. In Wanja Kebele there were 300 hose holds and
100 men whose spouse gave birth were registered. In Galeto Kebele there were 315 households
and 105 men whose wife delivered were found. In Kebele 01 there were 834 households and 417
men whose spouse delivered were registered. Finally in Kebele 02 there were 786 households and
393 men whose wife delivered were registered. Households with male partner whose spouse gave

birth in the last 24 months prior to the survey were selected using systematic random sampling
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from the existing sampling frame of households. For selecting the study participants, different
sampling intervals were used for each kebeles. If there were more than one male within the same
household lottery method was used to select the male to be included. For households with no
eligible men the immediate next household was selected and then subsequent households were

selected according to the already pre-determined order

Where N= Total number of households in selected Kebeles
Ni=Total number of households in each Kebele
ni=NiXn n= Total sample size to be selected in five
N kebeles
ni=sample size drawn from each kebele

Fig.2 sampling diagram
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4.7.

Study variables

4.7.1. Dependent variable:

Male attendance of skilled ANC

4.7.2. Independent variable

4.8.

Socio demographic variables (age of the husband, marital status, place of residence, family
income, educational status of the husband, educational status of the mothers, occupation of
the husband, religion,).

Knowledge of ANC service and danger sign of pregnancy

Health facility factors(attitude of health workers, facility set up, waiting time,)

Cultural factors(husbands attitude to ANC, role of other family members, communication)
Individual factors(Fear of being tested HIV, Away because of work, Neglecting

importance, Busy)

Operational definition
Male Partner: male who is married to or cohabitating with another women

Male attendance to skilled antenatal care: male accompanied pregnant woman to
antenatal care ever in the last two years.

Skilled birth attendance: People with necessary skills (doctors, midwifes, nurses) who
have been trained in the skills necessary to manage normal delivery, diagnose and refer
obstetric complications.

Knowledgeable of antenatal care service : The male partner who knew antenatal care
services more than mean average score

Not knowledgeable of antenatal care service: The male partner who knew antenatal care
services less than mean average score

Knowledgeable of pregnancy danger sign: Male partner who spontaneously mentioned
at least 3 danger signs of pregnancy

Not knowledgeable of pregnancy danger sign: Male partner who did not spontaneously

mentioned 3 danger signs of pregnancy
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4.9. Data collection instrument and procedure

The questionnaire items were adapted from survey tools and indicators for maternal and newborn
health developed by JHPIEGO, an affiliate of Johns Hopkins University(51) and review of relevant
prior studies(18,32,38,43). The questionnaire was first prepared in English and translated to

Ambharic finally it was translated back to English by another person for consistency.

The data collection instrument was pretested on10% of eligible respondent’s on the other Halaba
town kebeles which were not included in the study before the actual data collection. Findings from
the pilot study had been discussed among data collectors and supervisors and utilized in modifying
the interview. Information about socio demographic, cultural factors, individual factors, health
facility factors, knowledge about ANC service and danger signs of pregnancy were addressed by

the questionnaire.

Ten clinical nurses in the town were selected as data collectors and two health officers were
assigned as supervises to the data collection process. All data collectors and supervisors were
trained for two days for data collection process. The training course had been given by the Principal
Investigator (PI) prior to data collection. The sessions of the training included purpose and
objectives of the survey, meanings of each question and techniques of interview. In addition, the
role and responsibilities of data collectors and supervisors were also included. Besides, principles
of data collection and keeping privacy during interview and confidentiality of information were

given emphasis.

4.10. Data quality control

Data quality was ensured during collection, coding, entry and analysis. During data collection,
adequate training and follow up was provided to data collectors and supervisors and questionnaires
were pre—tested. Supervision of data collectors’ including observation of how they administered
the questionnaires and random revisit on required number of households by supervisors and the
principal investigator. Completed questionnaires were being checked for completeness by data
collectors, supervisors and the principal investigator on a daily basis. Consequently, any of
problems encountered were discussed among the survey team and solved immediately. Finally,

data were thoroughly cleared and organized before analyses.
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4.11. Data processing and analysis

All the questionnaires were checked manually for any inconsistencies and incompleteness in the
data set, coded and entered into EPData version 3.1 and were transferred to SPSS version 23.0
software packages for analysis. The data was analyzed using logistic regression to determine the
effect of various factors on the outcome variable and to control confounding effects. The results
were presented in the form of tables, figures and text using frequencies and summary statistics
such as mean and percentage to describe the study population in relation to relevant variables. The
degree of association between independent and dependent variables was assessed using odds ratio

with 95% confidence interval at p value<0.05

4.12. Ethical considerations

Ethical clearance was obtained from Institutional Review Board (IRB) of Addis Ababa University
and permission to conduct study was also obtained from Halaba town administration district office
and Sampled Kebele administrations. Prior to interview; informed consent was also obtained from

each participant.

4.13. Disseminations of results

The findings of this study will be submitted to Addis Ababa University, College of Medicine and
Health Sciences, School of allied health science, Department of Nursing and Midwifery as partial
fulfilment of the degree of Master of Reproductive Health and Maternity nursing. Copies of this
paper will be sent to SNNPR regional health bureau and Halaba Special Woreda health department.
The findings will also be presented in various seminars and workshops and an attempt will be

made to publish in a scientific journal.
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5. RESULTS

5.1 Socio-demographic characteristics of the respondents

As shown in the table 1, majority of the respondents 56.2 %( n=208) were between the age of 20-

29 years. More than three fourth 81.4% (n=301) of men were followers of Muslim religion.

Regarding ethnicity the most numbering 74.3% (n=275) respondents were Halaba. Concerning

education 30.8% (n=114) had attended primary education. 60.3% (n=223) respondents were urban

residents. Majority 92.7% (n=343) of respondents were monogamous and 36.8% (n=136) of men

were farmers. About thirty six percent (n=134) of men earn between 501-1000ETB (22-43USD)

monthly. Regarding respondents spouse, 36.2% (n=134) wives attended primary education and

around one third 67.8% (n=251) mothers were housewives.

Table 1. The socio-demographic characteristics respondents, Halaba town, Southern Ethiopia,

June 2017
Variables Frequency Percent
Age 20-29 208 56.2
30-39 105 28.4
40-49 45 12.2
50-59 12 32
Religion Muslim 301 81.4
Protestant 42 11.4
Orthodox 24 7
Catholic 1 0.3
Ethnicity Halaba 275 74.3
Kambata 43 11.6
Silte 32 8.6
Amhara 15 4.1
Others* 5 1.4
Education No formal education 40 10.5
Primary education 114 30.8
Secondary education 127 343
Above secondary education 89 24.1
Residence Urban 223 60.3
Rural 147 39.7
Family status Monogamous 343 92.7
Polygamous 27 73
Occupation Farmer 136 36.8
Self employed 98 26.5
Government employed 100 27
Daily laborer 36 9.7
Income Less than S00ETB 107 28.9
501-1000ETB 134 36.2
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1001-2000ETB 66 17.8

2001-3000ETB 39 10.5
Above 3001ETB 24 6.5
Spouse educational Level
No formal education 104 28.1
Primary education 134 36.2
Secondary education 72 19.5
Tertiary education 60 16.2

Spouse occupation

House wife 251 67.8
Self employed 44 11.9
Government employ 61 16.5
Daily laborer 14 3.8

*others, Hadiya, Gurage, Wolayta
5.2 Men’s Knowledge and awareness about antenatal care service

When the knowledge of male partners about antenatal care services were dichotomized using
mean score, about one hundred thirty eight (37.3%), 95% CI (32.4%, 41.9%) of men knew

antenatal care services which was measured by mean score.

As shown in table 2. Among all respondents 53.8 %( n=199) of men knew at least one antenatal
care service. The percentage of men who knew HIV test as antenatal care service were 35.4 %(
n=131), iron and folate supplementation 32.7%(n=121), advice on dietary intake 27.6%(n=102),
advice on skilled birth attendance 21.6%(n=80), advice on rest 7%(n=26), abdominal examination
6.2%(n=23), blood pressure measurement 21.9%(n=81), blood testing 19.5%(n=72), advice on
danger sign of pregnancy 6.8%(n=25), urine analysis 10.5%(n=39), stool exam 8.1%(n=30), fetal
growth monitoring 10.3%(n=30), tetanus toxoid vaccination 8.4%(n=31) and the list mentioned
service was advice on birth preparedness 5.1%(n=19). Other services like advice on newborn care,
child immunization, family planning, and exclusive breast feeding and fetal heart beat checkup

were not mentioned at all.
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Table 2. Men’s knowledge and awareness about antenatal care service at Halaba town, Southern

Ethiopia, June 2017

Variable Response Frequency Percent
Do you know antenatal care Yes 199 53.8
services No 171 46.2
Awareness about antenatal care services
Yes(n) No(n)

HIV testing 35.4%( n=131) 64.6%(239)

Iron and folate supplementation 32.7%(n=121) 67.3%(249)

Advice on dietary intake 27.6%(n=102) 72.4%(268)

Advice on skilled birth attendance 21.6%(n=80) 78.4%(290)

Advice on rest 7%(n=26) 93%(344)

Abdominal examination

6.2%(n=23)

93.8%(347)

Blood pressure measurement

21.9%(n=81)

78.1%(289)

Blood testing 19.5%(n=72) 80.5%(298)
Advice on danger sign of pregnancy 6.8%(n=25) 93.25(345)

Fetal growth monitoring 10.3%(n=30) 89.7%(332)
Stool exam 8.1%(n=30) 91.9%(340)
Urine analysis 10.5%(n=39) 89.5%(331)
Tetanus toxoid immunization 8.4%(n=31) 91.4%(338)
Advice on birth preparedness 5.1(=19) 94.9%(351)

5.3 Knowledge of pregnancy danger signs

As shown in the figure 3. Men’s knowledge of pregnancy danger signs was low. From the total

respondents around 53.2% (n=197) of men mentioned at least one danger sign of pregnancy and

only 21.9% (n=81) of respondents knew about three and above pregnancy danger signs. Vaginal

bleeding 35.1% (130) was the most recognized danger sign and loss of consciousness 4.1% (15)

was the least recognized danger sign during pregnancy. (See the remaining in the figure 3 below)
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fig 3. Reported danger signs of pregnancy among men in Halaba town,Southern
Ethiopia 2017

5.4 Level of male attendance and awareness about antenatal care

Concerning male partner antenatal care clinic attendance, the current study result shows that
around 24.9% (n=92) of men accompanied their spouse for antenatal care visits. From this 16.2%
(n=60) and 8.7% (n=32) men accompanied one time and more than one time respectively. From
the total respondents 19.5 % (n=72) of men attended antenatal health education while 80.5%
(n=298) of men not attended antenatal health education. Pertaining to financial support 95.1%
(n=352) of study participants provided money for transportation and ANC while the rest 4.9 %(
n=18) not. Concerning study participants spouse ANC service utilization, around 71.9 %(n=266)
of spouses who gave birth during two years prior to this study received at least one ANC visit and

only 20.5% (n=76) of them received four or more antenatal care visits.

24.90%
75.10%

= Attended skilled ANC = Not attended skilled ANC
Fig 4. Male partner attendance to skilled antenatal care in Halaba town, Southern Ethiopia.
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From the total respondents 93.8 %( n=347) reported antenatal care service is important for
pregnant women while 6.2% (n=23) said no. Regarding number of antenatal care visit, around one
third of respondents 33.5% (n=124) aware of the recommended four ANC visits, 12% (n=45),
31.4% (n=116), 23% (n=85) stated three visits, two visits and one visit respectively. Among all
study participants 43.2% (160) men mentioned a women should start first antenatal care visit

within 16 weeks after cessation of menses.

When men were asked who should accompany pregnant women for ANC checkups, 39.2%
(n=145) said mother-in low, 27.3% (n=101) thought husband, 17.8% (n=66) said sister-in low,
10.8% (n=40) said her female friend, 4.9% (n=18) said neighboring women.

The main reasons mentioned for not accompanying their spouse to antenatal clinic were
27.6%(102) being preoccupied with other jobs, 23.2%(86) pregnancy was women affair, 13%(48)
lack of knowledge about ANC service, 6.5%(24) away because of work 3.5%(13) ANC clinic was
women area feel ashamed to accompany and 1.4%(5) fear of HIV test. 19.5 % (n=72) of men
attended antenatal health education while 80.5% (n=298) of men not attended antenatal health
education. 95.1% (n=352) provided money for ANC while the rest 4.9 %( n=18) not.

Table 3. Male attendance and experience at antenatal care clinic Halaba town, Southern Ethiopia,

June 2017

Variables Response Frequency Percent
Antenatal checkups are important Yes 347 93.8
No 23 6.2
Recommended number ANC visits <4 visits 246 66.5
>=4 visits 124 33.5
when to start first ANC visit <=16 wks 160 43.2
>16 wks 210 56.8
Your spouse received ANC) checkups? Yes 266 71.9
No 104 28.1
If yes, how many times did she receive? 1 visit 96 25.6
2 visit 60 16.2
Three visit 34 9.2
Four and above visit 76 20.5
You accompanied your spouse for ANC checkups?  Yes 92 24.9
No 278 75.1
If yes, how many times? One time 60 16.2
More than one time 32 8.7
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If not accompanied, why? Preoccupied with other jobs 102 27.6
Not my concern(women affair) 86 23.2
Lack of knowledge about ANC 48 13
Away because of work 24 6.5
ANC clinic is women area 13 3.5
She was not sick 10 2.8
Fear of HIV test 5 1.4
Have you ever attend ANC health education? Yes 72 19.5
No 298 80.5
Did you provide money for transportation/drugs for Yes 352 95.1
ANC checkups? No 18 4.9

5.5 Socio cultural factors

As shown in table 4, around 54% of respondents thought that Pregnancy issue was women affairs

while about 44.6 %( n=165) of respondents perceived that pregnancy was not only women Affair.

Majority 77.6 %( n=287) respondents perceived that ANC clinic serve only for women.

Table 4. Socio cultural factors related to male partner attendance to skilled antenatal care at Halaba

town, Southern Ethiopia 2017

Variable Response Frequenc Percent
y
Pregnancy is the domain of women/ women’s affairs? Yes 205 55.4
No 165 44.6
ANC clinic is a place where the service is given only for Yes 287 77.6
women No 83 22.4
A pregnant woman can visit antenatal care without the Yes 293 79.2
permission of her husband/partner? No 77 20.5
Did you discuss with your wife about ANC visit during her Yes 146 39.5
last pregnancy No 224 60.5
Decision maker regarding family health matters Husband 219 56.2
Wife 5 1.4
Discussion with wife 146 39.5

Regarding permission to visit ANC clinic majority 79.2 %( n=293) men thought a women can visit

ANC clinic without the permission of her husband however 20.8% (n=77) of respondents said no.

Most of the respondents 60.5% (n=224) of men not discussed with their wife about antenatal care

visit. More than half 59.2% (n=219) of the respondents reported that decisions regarding family
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health matters were made bay male, 39.5 %( n=146) made dual decisions while only 1.4 %( n=5)

decisions made by wife

Health facility factors

As shown in the table 4, most of the respondents 60.8 %( n=56) thought antenatal care room is
adequate for antenatal consultations while 39.1 %( n=36) said no. Regarding privacy majority

85.8% (n=79) of men who accompanied their spouse to ANC clinic said privacy was protected.

Around seventy two percent (n=67), 33.6 %( n=) and 57.6 %( n=53) of study participants said
health workers handling was poor, ANC room was inconvenient and service duration was long
respectively. Eighty eight percent ( n=81) and 70.6 %(n=65) of men who visited ANC clinic
thought that they were satisfied with over all service they got and working hour was suitable for

male respectively.

Table 5. Health facility factors related to male partner attendance to skilled antenatal care at
Halaba town, Southern Ethiopia 2017

Variable Response Frequency Percent
Antenatal care room adequate Yes 56 60.8
No 36 39.1
Privacy protected Yes 79 85.8
No 13 14.1
Health workers handling good Yes 25 27.1
No 67 72.8
Is room convenient for male Yes 61 66.3
No 31 33.6
Waiting long time Yes 53 57.6
No 39 423
Overall satisfaction Yes 81 88
No 11 11.9
Working hour suitable Yes 65 70.6
No 27 293
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5.7 Factors associated with male attendance to antenatal care

5.7.1 Multivariate of analysis male attendance to antenatal care with independent
variables

To see the effect of independent variables on dependent variable, bivariate logistic regression
analysis was carried out with 95%CI at P less than 0.05. All factors which show significant
association during bivariate logistic regression were entered in multivariate logistic regression and

finally independent predictors of male attendance to skilled antenatal care were identified.

As shown in the table 6, in multiple logistic regression, those partners whose occupation were
government employ were four times more likely attended skilled antenatal care as compared to

those who were farmers and self-employed[AOR=4.25, 95%CI:1.20-14.99, P=0.024)

Men whose wife had secondary education were three times more likely attended skilled ANC as
compared to those men whose spouse had no formal education and primary education AOR=2.74,

95%CI, 1.24-7.23,p=0.041)

Concerning antenatal care visit, awareness about recommended time to start first antenatal care
visit and number of ANC visit were associated with male attendance to skilled ANC. Men who
mentioned first ANC visit was below 16 weeks were [AOR=7.1095%CI: 3.73-13.51, p=0.000)
times more likely went to skilled ANC with their spouse as compared to those who said after 16
weeks. Regarding recommended number of ANC visit, study participants who mentioned four
visits were three times more likely accompanied their spouse to ANC clinic as compared to those

who said blew four visitsf AOR=2.81, 95%CI,1.15-6.86, p=0.023]

Concerning knowledge about antenatal care services, study participants who have adequate
knowledge about antenatal care services were [AOR=2.03, 95%CI, 1.12-3.66, p=0.018] two times
more likely escorted their spouse to skilled ANC as compared to those with inadequate knowledge

about antenatal care services
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Table 6, multivariate analysis between male attendance to skilled antenatal care and associated

factors at Halaba town, Southern Ethiopia, 2017

Variables Attended antenatal care COR(95%CI) P-value AOR(95%CI) P-value
No Yes

Residence

Rural 124(84.4%) 23(15.6%) 1 1

Urban 154(69.1%) 69(30.9%) 2.41(1.42,4.09)* 0.001 1.2(.18,8.08) .830
Educational male
No formal education  34(85.0%) 6(15.0%) 1 1
Primary education 94(82.5%)  20(17.5%) 1.20(.44,3.25) 712 .80(.25,2.57) 15
Secondary education ~ 91(71.7%)  36(28.3%) 2.24(.86,5.79) .096 1.38(.41,4.56)  .596
Tertiary and above 59(66.3%) 30(33.7%) 2.8(1.08,7.62)* .033 .85(.23,3.15) 811
Occupation of male
Farmer 115(84.6%) 21(15.4%) 1 1
Self employed 69(70.4%) 29(29.6%) 2.3(1.21,4.34)* .010 1.49(.16,13.90) .726
Go/NGO employee 62(62.0%) 38(38.0%) 3.35(1.81,6.21)* .000 4.25(1.2,14.9)* .024
Educational of spouse
No formal education 87(83.7%) 17(16.3%) 1 1
Primary education 107(79.9%)  27(20.1%)  1.29(.66,2.52) 454 1.38(.60,3.13) 440
Secondary education 48(66.7%) 24(33.3%)  2.55(1.25,5.22)* .010 2.74(1.24,7.23)* .041
Tertiary and above 36(60.0%) 24(40.0%)  3.41(1.64,7.09)* .001 2.89(.75,11.11)  .122
Time to start ANC
Within 16 weeks 93(58.1%) 67(41.9%)  5.33(3.16,8.99)* .000 7.1(3.73,13.5)*  .000
Above 16 weeks 185(88.1%)  25(11.9%) 1 1
Number of ANC visit
1 visit 76(89.4%) 9(10.6%) 1 1
2 visit 94(81.0%) 22(19.0%)  1.97(0.86,4.54) .10 1.52(.58,3.94) 385
3 visit 29(64.4%) 16(35.6%)  4.6(1.85,11.71)* .001 1.96(.62,6.13) 246
4 and above visit 79(63.7%) 45(36.3%)  4.8(2.20,10.51)* .000 2.8(1.15,6.86)*  .023
Discussion of ANC
visit?
yes 96(65.8%) 50(34.2%)  2.25(1.39,3.64)* .001 1.18(.601, 2.35) .619
no 182(81.3%)  42(18.8%) 1
Knowledge about
ANC services
Knowledgeable 90(65.2%) 48(34.8%)  2.2(1.41, 3.680* .001 2.0(1.12,3.66)*  .018
Not knowledgeable 188(81%) 44(19%) 1 1
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6. DISCUSSION

This study was intended to assess the magnitude of male attendance to antenatal care and
associated factors in Halaba town. Males who were accompanied their spouse to skilled antenatal
care attendance were only 24.9 %( 92). The prevalence of male attendance to skilled antenatal care
was 30.9 %( 69) among urban residents and 15.6% (23) among those living rural areas. The overall
prevalence of the study district was consistence with the study done at Enderta Woreda, Gondar,
Nigeria and Harar (12,20,33,52) . In addition this is higher than the study done at Northern Nigeria,
Burundi and Zambia (9,11,14,22) but lower than the study done at Tanzania, Uganda and
Myanmar (23,30,38). The reason for this difference might be the socio-cultural difference across

countries and difference in counseling about male attendance to skilled ANC.

Men whose occupation were government employed were more likely attended antenatal care as
compared to those who were farmers and self-employed[AOR= 4.25, 95%CI:1.20-14.99,
P=0.024). This finding is consistent with the study findings in Gondar, Ambo and other countries
like Nigeria, Nepal and Uganda, (18,20,23,32,33). This could be due to men who work in
governmental institution have better educated status and they are accessible to information related

to antenatal care services.

Educational status of spouse is significantly associated with male attendance to antenatal care.
Men whose spouse had secondary education were more likely attended antenatal care than those
men whose spouse had no formal education and had primary education| AOR= 2.74, 95%CI, 1.24-
7.23,p=0.041). This finding was in line with other studies that were done in Uganda, Myanmar
(8,23). The reason could be educated women spouse had access to written information and could
adapt to modern cultural perspectives and freely communicate and discuss issues related pregnancy
with their wife. Moreover, education empowers females so as to increase confidence to make

capable of shared decision making about their own and their families’ health.

Knowledge of recommended four visits significantly associated with male attendance to skilled
ANC. Those men who knew the recommended number of ANC visits (four visits) had almost a
three times more likely to attend ANC compared to those who did not know[AOR=2.81,
95%Cl1,1.15-6.86, p=0.023]. This is in line with the study done among women in South West Shoa
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Zone(53). This put forward that delivery of proper information and advice on the patterns of ANC

service utilization from service providers improves male participation on ANC

Awareness of first ANC visit time has significant association with male attendance to skilled
antenatal care. Men who were knowledge about the recommended time for first ANC visit or
before 16 weeks were more likely to attend ANC than those who said after 16 weeks| AOR=7.10,
95%CI: 3.73-13.51, p=0.000). This is concurrent with the study done in Myanmar (11). This might
be due to men who were informed about first ANC visit were more knowledgeable about maternal

health services.

Men who were knowledge about antenatal care services were two times more likely attended
skilled ANC as compared to their counterparts. This is consistence with the study done in northern
Uganda, Papua New Guinea and Myanmar (8,28,31,38). The reason might be those who knew

antenatal care services were more aware of pregnancy and its associated complication.

About 93.8 %( n=347) respondents regarded antenatal care attendance of spouse as beneficial.
This is in line with the study done by Tweheyo et al in Gulu district , Northern Uganda(28) . The
most mentioned ANC services were HIV screening 35.4% (n=131), iron and folate
supplementation 32.7 %( n=121), advice on dietary intake 27.6 % (n=102), advice on skilled birth

attendance 21.6% (n=80), blood pressure measurement 21.9% (n=81

The main reason for not attending attendance ANC was being preoccupied with other jobs.
Similarly this finding explained by study done in Harari puplic institutions by Fekede Asefa and
his friends in 2014, in Kenya by Kwambai et al in 2013 and in Mozambique by Carolyn et al in
2016(12,41,43).

Another reason for not attending skilled ANC was considering pregnancy and delivery as women
domain and the responsibility of women. This is concurrent with studies done in Nepal by Bhatta
D in 2013 and in Nigeria by Iliyasu et al in 2010(11,18). Further reasons mentoned in this study
were lack of knowledge of about ANC service, away because of work, a belief that ANC clinic is
only women area and feeling shame to accompany, pregnancy was normal and fear of HIV test.

This is in line with the studies done Ethiopia and other developing countries like Kenya,
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Mozambique, Nepal and Nigeria(12,18,28,43,54,55). This may be due sociocultural similarities

that we share in Africa and other developing countries.

Regarding knowledge of danger sign of pregnancy 53.2% men knew at least one danger sign of
pregnancy. Only 21.9% men were knowledge about 3 and above pregnancy danger signs. This is
in line with the study done in Nigeria, rural Tanzania and Uganda (30,56,57). But, lower than the
study done in Gamo Gofa Zone Sothern Ethiopia and Nepal where 42% and 26.9% men were
knowledgeable about pregnancy danger signs respectively(18,35). In addition this is higher than
the study done on knowledge of obstetric danger signs among women of reproductive age in
Nigeria where 7.1% are knowledgeable(57). This variation might be socio-demographic

differences between the study populations.

Among the danger signs of pregnancy the most mentioned danger sign was vaginal bleeding 35.1%
(130). This similar with the study findings done among pregnant women Attending Antenatal Care
in Goba, Mizan Aman, Mekelle and Uganda (17,56,58,59) but lower than the study done in
Debaytilatgin district and Nepal (60,61) . High fever mentioned by 21.6%(79) of men was similar
with the study finding done in rural Tanzania and in Nepal which was 21.6% and 20.8%
respectively(30,60). Severe headache mentioned by19.5%(72) men which was concurrent with the
study done in Nepal(60) but higher than study done in Debaytilatgin 8.8%(61). Eighty two(22.2%)
of men mentioned severe abdominal pain which is higher than studies done in Debaytilatgin and
Mizan Aman(58,61). This difference might be due to socio- economic difference and differences

in the implementation of relevant health intervention programs.

Regarding financial support majority 95.1% provided money for transportation and drugs during
spouse ANC visit. The finding is consistence with the study done on perception, attitude and
involvement of men in maternal health care in a Nigerian community by Adenike et al in 2013(20)
and a cross-sectional study about utilization of maternal care services done in Yangon, Myanmar
by Wai KM and his friends in 2015(38). This may be the cultural beliefs across developing

countries

Pertaining to decision making regarding health matters about More than half 59.2% (n=219) of the

respondents reported that decisions regarding family health matters were made by male alone, 39.5
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%(n=146) made dual decisions. This is line with the study done in Ambo where 60% of men made
unilateral decision(32) and qualitative study done on perspectives of men on antenatal and delivery
care service utilization in western Kenya where majority of decisions were made by men (41).

This may be the sociocultural similarities that we share with other African countries

Majority 77.6 %( n=287) respondents perceived ANC clinic service was only for women. Around
54% of respondents thought that Pregnancy was women affair. This is in line with the study finding
done in Kenya and Tanzania (41,55). This might be the socio cultural beliefs across African

countries

Regarding discussion about antenatal care and ANC around 60.5% of study participants said not
discussed the issue with their spouse. This finding is concurrent with the study done by Vermeulen
et al, about opportunities for male involvement during pregnancy in Magu district , rural Tanzania
in 2016 and by Andersson et al in Nigeria (21,45). This might be in many African countries it was

not common to discuss reproductive health issues.

Concerning service perception, among men who accompanied their spouse 88 %( n=81) were
satisfied with over all service they got and 14.2 %(n=21) of those who attended ANC reported
that privacy was not protected. This was consistent with the study done on antenatal care
strengthening in Jimma where only 10% were not satisfied with service they got(62). Among
respondents 72.8 %( n=67) and 33.6 % of study participants said health workers handling was poor
and ANC room was inconvenient respectively. This is similar with study done in Jimma where

poor staff conduct and lack of privacy was raised at ANC clinics service users(62).

Educational status of male had significant positive association with male attendance to skilled
antenatal care during bivariate analysis but insignificant after controlling other confounding
factors which is in line with other studies (36—38). The reason might be male partners with higher
level of education better understand the complications associated with pregnancy, education also
allows men to reject the negative cultural beliefs, and it is also likely that men with better
educational level have some formal employment which enables them to raise funds that they can

use to pay for antenatal care services
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7. STRENGTH AND LIMITATION

7.1 Strength
e The study was community based and it could reflect the actual experience of the male

partners during the study period

e The probability sampling method used increases representativeness of study population

7.2 Limitation
e Had all the limitations a cross-sectional study

e Since the data collectors were health professionals there may be some social desirable
responses for some of the variables.

e The findings of this study may mainly be applied to similar population in Halaba districts,
Ethiopia.
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8. CONCLUSION AND RECOMMENDATION

8.1 Conclusion

The level of male partner attendance to skilled antenatal care in the study area was only
24.9%. Majority of male partners not attended their spouse skilled ANC clinic visit.

Men who are government employed, whose spouse had secondary education, knew the
recommended number of ANC visits and knowledgeable about ANC services showed
positive association with male attendance to skilled ANC

The main reasons for not attending ANC were being preoccupied with other jobs,
considering pregnancy and ANC care as women affair, lack of knowledge about ANC

services, Feeling shame to accompany, away because of work, fear of HIV test,

8.2 Recommendation

To regional health bureaus and federal ministry of health

To review and improve strategies that improve male participation at ANC programs.

To policy makers

Community mobilization and health education should be considered to improve the
awareness of antenatal care services

To Woreda health office

To involve traditional and religious leaders, who usually have significant influence at the
community level to mobilize communities and lead health education campaigns to
promoting male involvement in maternal health services

To Health care workers

To consistently counsel men to attend their spouse antenatal follow-up and complications
associated with pregnancy

To Health extension workers

To educate men intensively on maternal health services in general and antenatal care in
particular.

Finally, further research should be conducted to cover an expanse population; this will
allow for generalization and what intervention could be best used to improve male

involvement in maternal health.
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Annexes
Annex 1. Information Sheet

Title of the Research Project: - Male partner attendance of skilled antenatal care at Halaba town.

Name of Principal Investigator: - Keyredin Nuriye

Name of the Organization:-Addis Ababa University College of Medicine and Health Sciences,
Allied School Of Health sciences

Name of the Sponsor Organization: - Addis Ababa university

Introduction: - This information sheet and consent form is prepared for households of some rural
and some urban communities of males whose spouse give birth during the last two years. The
research project group includes 10 third year clinical nurse students, two supervisor, and two

advisors from Addis Ababa University
Purpose of the Research Project:

The main aim of the research project is to assess the male attendance of skilled antenatal care in
Halaba town as this will provide valuable information to health care planners to design evidence
based policy to improve maternal health

Procedure: In order to accomplish the project, we invite you to take part in our project. If you are
willing, you need to understand and sign the consent form . Then, you will be requested to take the
questionnaire and respond accordingly. Study participants are males whose woman give birth

during the last year.

Risk and /or Discomfort: By participating in this research project you may feel some discomfort
especially on scarifying your time (about 15-30 minutes) otherwise, no risk so your response

provide an important input to show the gap and means to improve maternal health

Benefits:

If you are participating in this research project, the output of the study will have both direct and

indirect benefits to you and your country by improving maternal health in the future.
Incentives/Payments for Participating:

You will not be provided any incentives or payment to take part in this project.
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Confidentiality:

The information collected from this research project will kept confidential and information about
you that will be collected by this study will be stored in a file, without your name, but a code
number assigned to it and it will not be revealed to anyone except the principal investigator and

will be kept locked with key.

Right to Refusal or Withdraw: You have the full right to refuse from participating in this
research. (You can choose not to respond some or all the questions) and this will not affect you

from getting any kind of health related service within the district.
Person to contact:

This research project will be reviewed and approved by the ethical committee of the Addis Ababa
University. If you want to know more information you can contact the committee through the
address below. If you have any question you can contact any of the following individuals and you

may ask at any time you want.

1. Mr. Endalew Gemechu(MSc,BSc,RN):-Addis Ababa University
Email: - endalewaau2012@gmail.com

2. Mr. Keyredin Nuriye:- Wolkite University
Email: mkeyruyell@gmail.com

Tell: - 0916268238
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Annex 2: Consent form

GREETINGS
Good morning, Good afternoon, good evening (According to its convenience)

My name is . ITam working with Keyredin Nuriye who is doing

a research as partial fulfillment for the requirement of Master of Science in reproductive and
maternity nursing at Addis Ababa University. We are interviewing male to assess their level of
attendance to skilled ANC and I am going to ask you some questions that are very important for
the programmers in health to plan for improved intervention.

Would you mind if I take some minutes with you? Your name will not be included in the
information, I promise to keep the confidentiality of your reply. It takes us about 20 minutes.
Though it seems long time the study helps to assess male partner attendance to ANC and improve
the maternal and child health service in the future. As a result, I kindly request you to participate
in genuinely answering the interview.

I agree to participate I don’t agree to participate

Name of data collector--- -—- 1311311y

Thank you for your cooperation!!
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Annex 3. English version questionnaire

Direction: Choose one possible answer and circle it

NO | Questions Response option Code
Part I. Socio- demographic characteristics of male partner
101 | How old are you? (Completed year) years
102 | What is your religion 1. Muslim 1
2. orthodox 2
3. protestant 3
4. catholic 4
5. others (specify) 5
103 | What is your ethnicity? 1. Halaba 1
2. Kambata 2
3. Silte 3
4. Oromo 4
5. Amhara 5
6. Others 6
104 | Where is you residence 1. rural 1
2. urban 2
105 | What is the highest educational level you | 1. No education 1
completed? 2. primary education(1-8) 2
3. secondary education(9-12) |3
4. 12 and above 4
106 | What is your current occupation?
107 | How much is your family income per month? | ---------- Ethiopian birr
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108 | What is the character of your marriage? 1. Monogamous 1
2. polygamous 2
109 | Are you currently living with your spouse? 1. Yes 1
2. No 2
110 | How old is your spouse? | semmemmmeee - years
111 | What is your spouse’s education? 1. No education 1
2. Primary education 2
3. secondary education 3
4. 12 and above 4
112 | What is your spouse’s occupation? | ==mmmmmmmmemmmeoeeee-
113 | Who usually makes decisions about health care | 1. Yourself 1
for the family members? 2. Your spouse 2
3. Jointly with your spouse 3
4. Others(Specity) 4
Part II. Knowledge on antenatal care and danger sign of pregnancy
201 | Is ANC service important for mother? 1. Yes 1
2. No
2
202 | If yes question number 201, When do you think | -------------- weeks
it is appropriate time to begin the ANC after
amenorrhea?
203 | How many times do you think women need to | ----------- times
go for ANC in health facility during pregnancy?
204 | Do you know ANC services 1. Yes
2. No
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205 | If your answer is yes to question 204, what are
they?

(more than one answer possible)

A

10.

11.
12.

Stool test

Urinalysis

Screening fetal health

HIV test

Fetal monitoring
Immunization against
tetanus

Iron supplementation
Advice on danger signs
PMTCT

Advice on skilled attendance
at birth

Counsel on breastfeeding

Others -—-

R NN N AW N -

10

11

206 | Do you think that all pregnant women are at risk
of pregnancy complication

Yes
No

N -

207 | Do you know about the danger signs of
pregnancy?

. No

Yes

208 | If yes to question 207, what are they?

(more than one answer possible)

S A e B

Severe bleeding
Severe headache
Convulsion

High fever

Loss of consciousness
Swollen hands/ face
Severe abdominal pain
Water breaks without
labour

Accelerated or reduced

fetal movement

10. Other(specify)

O 0 N N Nt A WN =N -

[y
(=)

[y
pk
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209 | Did your spouse receive antenatal care (ANC) 1. Yes
checkups? 2 No
210 | If yes question 209, how many times did she 1. One time 1
receive? 2. Two times )
3. Three times

4. Four and above 3
211 | Who should accompany women for ANC 1. Husband 1
checkups? 2. Mother in low 2
3. Sister in low 3
4. Others 4
212 | Did you accompany your spouse for ANC 1. Yes 1
checkups? 2 No 2
213 | If no for question 212, why? 1. Fear of being tested HIV 1
2. Being busy 2
3. Neglecting importance 3
4. Away because of work 4
5. Not my concern 5
6. Others------------- 6
214 | If yes to question 212, how many times did you 1. One times 1
accompany her? 2 Two times 2
3. More than two times 3
215 | Have you ever attend ANC health education? 1. Yes 1
2. No 2
216 | Did you provide money for transportation/drugs 1. Yes 1
for ANC checkups? 2 No 2
217 | During the antenatal period, did your spouse 1. No 1
experience any serious health problems? 2 Yes 2
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218 | If yes to question 217, what problems did she 1. Severe bleeding 1
experience? 2. Severe headache 2
3. Convulsion 3
4. High fever 4
5. Loss of consciousness 5
6. Swollen hands/ face 6
7. Severe weakness .
8. Severe abdominal pain
8
9. Water breaks without
labour ?
10. Accelerated or reduced 10
fetal movement 11
11. Other(specify)
Part II1. Cultural belief about pregnancy
301 | Pregnancy is the domain of women/ women’s 1. Yes
ffairs?
affairs » No
302 | ANC clinic is a place where the service is given . Yes
ly f
only for women > No
303 | A pregnant woman can visit antenatal care without | 1. Yes
th ission of her husband/partner?
e permission of her husband/partner » No
304 | Did you discuss with your wife about ANC visit 1. Yes 1
during her last pregnancy? ’ No 5
Part IV. Health facility factors (This is only for those who accompanied)
401 | Do you think antenatal care room is adequate to I. Yes 1
accompany pregnant women? 2 No )
3. Don’t know 3
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(write the answers on the space)

402 | Is anyone not allowed to the room other than I. Yes
health worker to ensure privacy? 2. No
3. Don’t know
403 | Is the health worker in the unit handling their I. Yes
clients very well? 2. No
3. Don’t know
404 | If no for question 403 specify your reason,
405 | Is the place where ANC service given suitable for 1. Yes
male? 2 No
3. Don’t know
406 | If no for question 405, specify your reason-
(write the answers on the space)
407 | Was the health worker in the unit making you to I. Yes
stay long time? ’ No
3. Idon’t know
408 | If the answer is yes question 407, roughly how
long did you stay to get the service?
(write the answers on the space)
409 | Did you happy with service you get from ANC 1. Yes
unit? ’ No
3. Don’t know
410 | If no for question 409, specify your reason | —mmmmmmmmmmmmmem
(write the answers on the space)
411 | Is working hour of ANC clinic suitable for male? I. Yes
2. no
3. don.t know
412 | If no for question 411, specify your reason? | = ccememeeet

Thank you
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Annex 4. Amharic version consent form

ehoo It ar-A

2UY @MmeP NUAN N+ PR T LI @ILT NACTIHT @& NIGAM-C ATHF IC $LM-DA L
A1AF TTHY N+ARAR+T PATQY +ATE AT T P+HHIE DT jou:

PHAFLPT £ PLHIT TOMPLL P&

MY NMAY:- ATLTPY Ak AF/Q/C O/F ANAAU:: NHU PAPmU-t

NASN ANN RLACAL ALA+E £91¢ aran/ep £UTY MG haPhym hA® R8T FLR M7 ANA
U7 @i U NAReMA OTRTF NACTIHT 0+ NIEAM-C ATET IC $LaD-MA L A1AT T 99774
N+aeAN+ PADFY AN+PPF AR TR DA M PEPFT AMESP ADBAL=NACNP PARTTM ARAN PAY
+PAL MG ATATATT ATIAARA NE+E OTH RLPA: NOCNP PARITMY TIFMII® ARAN NTLADC
ATMNPAT:NHY DTF IC N+LPH NMIITMID NFT LH NTPPT ATLMLADHING ATRTEMPNTD
AT1A8AP ATDEATEAMGH PTRTATLP POCNPT A £ LA NTTH NF 10 NAPMEB R AATRA+E
MLI° NAMLd LT AMANT PALLATTT M PRPTFT PACRADAN AONFP MNP T

NAMLE APA+E §$ LT 1PH?

1. &PREYS . 2. 4.PLE RRLALI® ML AA +AFL T ARAIIC
panCs ANANM A9 &L
aMmPg PHIPANT b7 P+EMMLM, NI°
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Annex 5. Amharic version questioner

FOHH - NHU NFF P+HHZHSTT D PRPT ARAN BUSA AT 2ANM:

+.& | mPE goCen, P he
h&dA 1. MUNLPS N1 UHN 716 FPF
101 | g, e
102 | hemmet 1. d™phA9R 1
2. ACEEAN 2
3. TEENFTE j
4. AR 5
5. Ao
103 | NYc 1. UAN 1
2. haeng 2
3. ham i
4. pC9R 5
5. AT
6. AA(BMd)mme | O
104 | aogep 1. 1mC 1
2. hto 5
105 | p3goyct 228 1. PA+ay 1
2. pavEavyp p/8 | 2
(1-8) ;
3. UAHE BB (9- A
12)
4. 12§ RS nH.P
NAL
106 | wg. | s
107 | en+ANe@con, | e ¢
108 | oNF Ui 1. A7E At 1
2. NATE NAL 5
a (\F
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ATTA MELT PREAIFA?

109 | 48C 385P IC 1M POR+HFLM? AP 1
2. RELAGD )
110 | p+8c 3P oL e
111 | PF8C 3L5P PHIRUCH £2E . PAta/F 1
2. pangansp g
RZE (1-8) 4
3. UA+E 828 (9-
12)
4, 12 A7 hH.P
NAL
112 | p%8C 3L5P PNL U s 1. PR+ AconF | ]
2
2. MNé 3
panyeINF ‘5‘
AtE
. 198,
5. AA (EMeht)
113 | AN+HANP MG 8L AL PARMAYM. T9YM.? . RCHhP 1
2. PFEC ALEP 2
NI N+8C 3
385P IC 4
4. AA Bdfrom-
hEA UAT. 220 AL hTTA AT7A9AT 0m+T N+IAh+
201 | PY&A-M-C UNIPT AFFA 9929 ARGTTHEP PR MSPTHF 17C 1. AP 1
KA? 2. RRLAGE 5
202 | aopn® A% 201 AP NUTE PC ANNP NA® NATF TH | - AgeY
N4A P1&N-M-C AF+A NFEIRC M6 1@ LAA?
203 | A2 18A-M-C ASF NACTHS 1LHP NYF 1H P1&A-MC | - 1H
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204

NP ea AL ATTA @PF NATLAM- ATATATT POLSA?

1.

AP

2. AAMPI

205

MANP ADPE 204 AP NUPTE PO PMETT RIAT AT BMP(H?
(NATE NAL APAN BFAQ)

10.

11.

12.

PA14 JRCAL
PRV goCane.
PEIN MT
goCang,

AT RE ML
goCang,

PRIN 0L7F
goCang,
PRI $AR
ntNT
K14t
pLg™ Ty LY
NACIHT M, JC
+PEHM
NATYNA+
PhLI RANTT
pIohC
A1t

AT RE A,
NATT ML AR
A8 L+ANG
parnAna

A1A°1 et
NMmea +dge

NATCOAL
PINC

A7\ %1/t
Mt RNt
N+amAn+
Pgehc

ATA1 AT

AA £ (h---

10

11
12
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206

UAgR 1&A-M-C AT NCIHT IC N+LPH P FIC
PMMIMI® AL AMATML?

1.AP

2.PATQL9D

207

NOCTHT MPF NACTHTO. JC +PLHM NATLNA+ PALD
TARNET PP ?

1. A?
2. hAMPIP

208

AMPE M 208 ARAN AP NPT PHEET PALI FRANTT POLPA?

(NATE NAR dRAN dRaRAR BFAQ)

1. PRA R13NPA
oy (@SID)

2. PAYACT 20U
anenn

3. PRE TPLET
PAM.YF a9N P

4. N&+E &N
ge 5t

5. PhLZ &NHH
hne ew e
yaogo

7. h&+g Fhent

8. Phmyt
MIHEHE

9. Ati44.N FoIc

10. &N AT

11. PRI og A

12. AA £RPAraaeee

0NN N kW

—t e \O
N - O

209

NALD. ACTHS @$T AT PP LR DAL ATAT
+NnFFAAT?

1. AP
2. hREA9P

210

MANP ADPE 210 AP NPIE NI+ LK +hF+AT?

A1E 1H
FAT 1H
WAt 1H
At 1LH AT
NH.P NAL

b=

N S

211

N Lam mA L AttA @+ NIEAMC ATT IC ML MG +FI
AN a4 PANT 997 Y@.?

1. NA
2. PNAAST
3. PN AUT

N S
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4. AA 2md(y-

212

NMATY IC AL DAL ATt ML MT +PI° LU FM.PAU?

1. AP
2. AAMPP

213

@MANY AR PR 213 AARP TR NUPTE ATRTY?

NAL U

1H NAATNZE-
ANEALT®

K8 PR
AN¢g- @M NP
NATNG

Py 788

AR AT

AA NA 291AB--

A W -

(93]

214

AMPR 212 ANY AP NUTF NTTF 1H ANLUT LER?

hU-AT NAL

215

PP L an MA L NFTA FIRUCT ATA7ATF A1H+U FOLPAY?

1. A?
2. hAAMPIP

216

NANTU AR LD AL ATTA ML MG +PI° NFRHLENT ME+
A EULF ML ATLINTCF aRoH 79HN An+UT FOPAU?

AP
AAD.$ID

217

@ NF+U NACTHS @%F ANNAN PMS FoIC A9RF 1NC?

AP
AADAYFgo

218

AN AP NPYT 927 L7 PG FoICTF AJTME (NATE NAL
AN £FAQ)

PAN ATPNPNA
aneyf (ARSYP)
PATACT .U
aeAn

PAE T PLT T
PAM.YF N
&+ 2N

go it
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bl

PARS &NHH

6. NNEPLL
yaogoe 0
7. h&+F At |
8. Pha.1t+ 11
MYIHEHE 12
9. hti44.N Foc
10. &Ny OOAY
11. PRI aog A
12. AA 2
N&A 3. MUNLP AT NUAP U13PFY N+aAh+
301 | AC9IHS AFTT NF 10 PAR.aRAN+MO-? 1. A®P 1
2. hEPAGE 2
302 | ppeam mA L A7AAT PARARANFM, AT NF 1OR? 1. AP 1
2. h2EAJD 2
303 | Y&AMC AT NANLEY A+NEPL ML $ a0 mA L NFFA 1. AP 1
oY B RFAAT? 2. AR
304 | nNANAU IC NA $£a° mAL ATFA +DP L FTF U FMPATU? 1. A9 1
2. RIM.®IP 5
N&A 4. eM.T +FT N+ANt ( WHY N4+ APLTP DAL A7494F AYL.+ NF)
401 | APLaD @A L AFFA AT7A91F PARLAMNT 64 N 1D NAY | 1. AP 1
2
FANAY? 2. AREAg X
AAMLSID
402 | e9AAMY TAMC ACPMNP ANA hUN9Re NAGRP M-¢h, AA 1. AP 1
2
NG A18£70 £NANAA B2 2. hEBEATR ;
AAML&GD
403 | eyh9eg NAGR P NATFSEFT NLIN PA+HT18A LY . KPP 1
2. hEPAGE 2
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3. AAQPI

404 | amANP A PE 403 AELATE NPT TPRTPET £IAR?

405 | pp e am MA L A7ATAT PARAMNT NF ADTLTID IOF 10 1. AP
T 2. AREAg
AAD.S I

406 | aph A PR 405 ALLATR NPT TRALL+T £9IAB-?

407 | e ean mA L A7AATF N M4 £NHA ML? 1. AP
2. ARRAgD
AADLP IO
408 | amANP Am P 407 AP NPTE ATAIT AT TH 927 PUA $R? | - N+
409 | N ean @A L A1A%F @3F N7 T+ A1AATF 2A+HE 1P+ 1. A®P
89 2. AREAgD
AADLP IO

410 | mANP ADPE 409 AELATE NUPTT TPRTPET RAIAG? | e

411 | eppao mA L A7A°AF PARLADNTF PN NAT ADTLT R 1. A®P
YD D9 2. RELAGD
AAMLSID

412 | aoAh AP 411 ALLATE NPT 92N TP+ 9oL Im-2

hdNITAU
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