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Background: Participation of male partners in antenatal care (ANC) is a complicated
process that involves social and behavioural transformation. It necessitates that males take
a more active part in reproductive health. Men’s participation in prenatal care has been
linked to beneficial health outcomes such as enhanced maternal health outcomes across the
world. However, culture has been identified as a barrier to male partners’ participation in
prenatal care.

Aim: The aim of the study was to explore and describe the cultural barriers to male partner
involvement in ANC.

Setting: The study focussed on selected clinics and hospitals under Vhembe District, Limpopo
province.

Methods: Qualitative, exploratory, descriptive, and contextual research design was used in
this study. Qualitative data were collected through individual semi-structured interviews and
Focus Group Discussions (FGDs). A thematic analysis approach was used to analyse the
collected data from semi-structured interviews and FGDs.

Results: The findings revealed three themes: cultural beliefs and practices that affect male
partners’ involvement in ANC; gender-related barriers that affect male partners’ involvement
in ANGC; and socioeconomic barriers to male partners” involvement in ANC.

Conclusion: The study’s findings revealed that certain cultural beliefs and practices are a
stumbling block to male partners” involvement in antenatal healthcare.

Contribution: Culturally based developed strategy might help in improving the knowledge
and practices of male partners in ANC.

Keywords: antenatal care; culture; male partner; cultural male involvement; cultural barriers.

Introduction

Globally, antenatal care (ANC) is an important part of women'’s pregnancy journey and is viewed
as their domain. By attending antenatal care, women get the opportunity to identify and address
underlying illnesses and early signs of pregnancy complications (Davis et al. 2018). Antenatal
care appears to increase the usage of emergency obstetric care and motivate women to deliver at
a public health facility (Pafs et al. 2015). However, the male partners are typically not included in
ANC despite that they have played a crucial role from the conception through to the delivery of
the child (Morgan et al. 2022). Several impediments have been recognised by researchers as
barriers to male engagement; and culture is viewed as a significant relevant element. Culture is
the biggest impediment to male partners” engagement in ANC in many countries across the
world (Ongolly & Bukachi 2019). In several African faiths, it is considered a taboo and highly
unnatural. Therefore, in South African rural areas, some male partners do not participate in
ANC, claiming taboo as a barrier (Falade-Fatila & Adebayo 2020).

The variance between culture and beliefs in other countries is that an African man is raised with
the mentality that the responsibility of ANC is only of the women (Falade-Fatila et al. 2020).
Furthermore, South African men assume that ANC is a women’s organisation. Because male
partners are viewed as decision makers in ANC, they must adhere to cultural norms when it
comes to maternal health concerns (Ongolly et al. 2019). However, in Tanzania, socioeconomic,
cultural, religious and ethnic disparities continue to inhibit women'’s ability to make decisions
regarding ANC, because of men’s allocation of family income, transportation and time, and access
to health services (Mapunda et al. 2022). In other cases, women do not have a say in cultural
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matters. Therefore, it also relies on the individual’s
educational standing (Bayeh 2016). In Madagascar, the
majority of male partners reside in remote rural regions
where they continue to practise traditional norms that
prevent men from engaging in ANC (Morris et al. 2014).

In many African cultures, pregnant women are well
respected, and pregnancy is viewed as a blessing from God
(Ongolly et al. 2019). Similarly, in the Vhavenda culture, a
pregnant woman is considered an important person, and
pregnancy is treated with respect. It is a customary practice
in South Africa that pregnant women are not permitted to
remain in a queue for public services unless they are at the
clinic where they are seeking comparable services. In Kenya,
healthcare providers encourage male partners to be involved
in ANC (Ongolly et al. 2019).

Despite a dearth of male engagement in some situations,
male partners’ involvement in ANC has improved across
Europe as a result of government-imposed efforts to increase
male partners’ involvement in ANC (Maluka & Peneza 2018).
Furthermore, in the United Kingdom, male partners
participate in ANC because they feel that a man must work to
support his family (Mathews, MacDorman & Thoma 2015).
Another option for increasing pregnant women'’s access to
critical healthcare, such as ANC, is to enhance male partners’
participation in maternal health services (Yaya et al. 2019).
Several reasons are attributed to this; no other men are
available in the waiting rooms, negative healthcare provider
treatment of male partners, and long waiting times (Yende
et al. 2017). Therefore, there is a need to explore and describe
cultural barriers and practices affecting male partners’
involvement in ANC and address problems related to the
barriers and enablers that hinder male partners’ involvement
in ANC. Therefore, the purpose of this study was to explore
and describe cultural barriers and enablers that affect male
partners’ involvement in ANC.

Problem statement

Worldwide, men are considered key decision-makers and
chief providers, often determining women’s access to
economic resources. Furthermore, male partners have a
significant impact on the availability of healthy food,
women’s workload, and the distribution of money,
transportation, and time for women to visit health facilities
(Matseke et al. 2017). As a result, World Health Organization
(WHO) recommends that male partners be included in ANC
concerns (WHO 2015). They should get a complete education
about minor pregnancy problems, nutrition, desires and
vomiting during pregnancy, and other expectations during
ANC visits with their partners to counsel and assist the
women (Kiptoo & Kipmerewo 2017).

However, in South Africa, some males are not active in ANC
services, and they are unaware of what is truly required of
them during ANC (Nesane, Maputle & Shilubane 2016). The
absence of male partners’ engagement in ANC is mostly
because of their cultural views that forbid men from engaging
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in ANC (Younas et al. 2020). The continued lack of
involvement of men in ANC services could lead to few
women seeking maternal health services, and as a result,
worsening the negative maternal health outcomes for women
(Selection, Medicines & Organization 2014; Mersha 2018).
Men are not involved and they appear to be comfortable
because they are not involved in ANC and they may not
realise when pregnant women require medical treatment. As
a result, women postpone getting medical treatment. This lag
might increase maternal morbidity and death (Matseke et al.
2017). This study intends to investigate the cultural barriers
and facilitators influencing male partners’ engagement in
ANC to make recommendations that would increase men’s
involvement in ANC.

Research methods and design
Study design

A qualitative method using an explorative, descriptive, and
contextual research design was undertaken (Rutberg &
Bouikidis 2018). The contextual design allowed the researcher
to explore cultural barriers to male partners’” involvement in
ANC.

Research setting

This study took place at the public health facilities, which
include 10 clinics and 7 hospitals which were selected in the
Vhembe district, Limpopo province, South Africa. The clinics
were selected because of the high number of deliveries per
facility, and all hospitals in the Vhembe district were included.

Population and sampling

The study population consisted of males who accompanied
their pregnant partners and males partners who came for
ANC consultation at the selected government clinics and
hospitals of the Vhembe district. Male partners usually stay
in the cars while accompanying their partners at the health
facilities. The male partners who were included were those
who agreed to participate. A convenience sampling method
was used. This sampling method was carefully selected to
diversify and obtain rich information from the participants.
Ten clinics were selected because of the highest number of
ANC attended there per month. All the seven hospitals in the
Vhembe district were selected as they are the referral
hospitals for the clinics. Only male partners aged 18 years
and above were included in this study. Those who agreed to
participate were given a further explanation of the study and
a consent form to sign as participation in the study was
voluntary (Guetterman 2015).

Data collection procedures

Qualitative data were collected through individual semi-
structured interviews and focus group discussions (FGDs).
The FGDs were facilitated by the researcher. Individual in-
depth interviews were carried out with 22 individuals, and
data saturation was achieved after interviewing 16 of them.
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Each FGD had a total of seven participants. The researcher
arrived at the clinic early in the morning, waited for the male
partners who accompanied their partners for ANC and those
who came for consultation, then addressed them, described
the study to them, and asked if they were interested to
participate. Only four male partners from the participants
were at the health facility accompanying their partners.
Interviews lasted between 30 min and 45 min per session. As a
result of coronavirus disease 2019 (COVID-19) requirements,
interviews were completed in one of the facility’s counselling
rooms and over the phone. Participants were informed that
their participation was voluntary and that the information
they provided will be managed in a confidential manner by
not revealing their names during reporting on, or publication
of the study. Some individuals were contacted at clinics and
hospitals and data collection was facilitated over the phone.
Interviews took place between November 2021 and March
2022. Each facility was visited twice.

As some of the interviews were conducted over the phone,
the researcher took notes and utilised probing to facilitate a
deeper investigation of the event. The researcher gathered
data in English. A semi-structured interview guide was
created by the researcher. The researcher produced a list of
pre-determined questions to be asked of the participants
during the interview. After accepting to take part in the study,
the participants completed the permission form (Krueger &
Casey 2015).

Data analysis

Data analysis continued concurrently with data collection
because the researcher reflected on the raw data as these
became available. All the recorded interviews were
transcribed verbatim. A thematic analysis approach was used
to analyse the collected data from semi-structured interviews
(Maguire & Delahunt 2017). Thematic analysis is the process
of coding qualitative data to generate themes. The thematic
analysis enables the researcher to detect patterns in the data
and then build themes or typologies that define these
patterns. Thematic analysis (Guest, MacQueen & Namey
2011) was employed. To increase familiarity with the data,
the researcher transcribed the interview recordings. There
are six processes of performing thematic analysis: firstly;
familiarisation, secondly; creating initial codes, thirdly;
looking for themes, fourthly; evaluating themes, fifthly;
defining and labelling themes, and sixthly; producing the
report.

To accomplish familiarisation, verbatim transcripts were
checked for accuracy by conducting a thorough reading and
re-reading of each interview transcript while listening to the
audio recording. An independent coder, who was an expert
in qualitative research, was given the data for analysis, and a
consensus discussion was held to discuss the final themes.
After the researcher had completed the coding process and
identified the emerging themes, categories and subcategories
from the data, the researcher scheduled a meeting with the
independent co-coder to discuss the findings. Atlas TI
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software was used during coding. Open coding was used
during data analysis. The independent co-coder’s inputs
were incorporated to refine the coding process. In this study,
the data were analysed until saturation of data and consensus
of the themes, categories and subcategories was reached
between the researcher and the independent co-coder. A
literature control was used to verify the findings.

Trustworthiness

The model of Lincoln and Guba (1985) as described by
Babbie and Mouton (2002), De Vos et al. (2005) was utilised
to ensure trustworthiness, credibility and transferability,
confirmability and dependability and authenticity of the
findings. Transferability was ensured through data
saturation and a dense description of the study design and
methods, and the findings were made available with
supporting quotes from participants. Dependability was
aided by literature control, extended engagement, and
member checking, and confirmability was provided by data
triangulation. To avoid influencing the participants’ replies,
the researcher practised flexibility by writing down his own
background and experience. The data acquired through the
interview guide was checked by an independent coder in
this study:.

Ethical considerations

Ethical clearance to conduct this study was obtained from
the University of Pretoria Research Ethics Committee
(No. 261/2021).

The researcher also obtained permission to collect data in the
health facilities from the Limpopo province Department of
Health. The nursing service managers of the chosen facilities
were contacted and asked to undertake the research.
Throughout the procedure, the researcher ensured that the
participant’s right to privacy, anonymity and secrecy, fair
treatment, and protection from discomfort and injury were
all taken into account. Before the interviews, anonymous
individuals provided written informed permission. Participation
in this study was fully voluntary, and participants were free to
leave at any moment without penalty. Only the researcher, an
independent coder, and the two study supervisors had access
to the collected data. To preserve their identity and privacy,
participants were given a number that was utilised throughout
the data-gathering procedure.

Results
Demographic profile of participants

Participants were 22 male partners between the age of
18 and 55 years. A total of 14 male partners worked, while
8 did not. Furthermore, 16 of them were Christians while
6 believed in African culture. There were 17 from Vhavenda
culture while 5 were from Tsonga culture. A total of 8 had
Bachelor’s degrees, 7 had diplomas and the other 7 had
matric.
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TABLE 1: Themes and categories.
Themes Subcategories

Cultural beliefs and practices that
affect male partners’ involvement
in ANC

Cultural beliefs regulating male
involvement in ANC

Cultural beliefs affecting pregnant women

Prevention of harm to men

Prevention of harm to women

Gender-related barriers affecting
male partners’ involvement in ANC

Gender-related barriers (segregating male
and female responsibilities)

Socioeconomic barriers Work and finance related barriers

Health-related barriers

Information-related barriers

ANC, antenatal care.

Themes

Three themes and eight subcategories emerged from data
analysis. Table 1 presents the themes and categories.

Theme 1: Cultural beliefs and practices that affect male
partners’ involvement in antenatal care

From the interviews conducted, it was discovered that in the
Vhavenda and Vatsonga cultures, male partners were not
allowed to take part in ANC. Pregnancy has been viewed as
a women’s domain for a long time. Many women suffered
during their pregnancies as a result of their spouses’ failure
to provide the necessary assistance. The selected categories
under this issue include cultural beliefs governing male
engagement in ANC, cultural beliefs impacting pregnant
women, prevention of harm to women, and prevention of
harm to women.

Cultural beliefs regulating male involvement in antenatal
care: Participants expressed some cultural beliefs that
regulated them from being involved in ANC. These cultural
beliefs include: norms, traditions, and cultural views that
pregnancy is a women’s domain. This is supported by the
following quotations:

‘In the Venda tradition, when we were growing up, it was not
allowed for a man to become involved in ANC or any pregnancy-
related activities. Traditionally, only elderly women were
allowed to interact and be involved in the advisory role.” (P1,
26 years old, male)

‘Because I have a bit of knowledge about my culture (traditional
times) when a woman is pregnant and her days are due, I take
her home to stay with her mother and give birth while there
being taken care of by her mother. She returns when the child is
four—six months old.” (P3, 31 years old, male)

“Yes, our culture influences us. I am a Venda man, so culturally,
many things are not allowed to be done by men when the wife is
pregnant; we are expected not to be much involved because
when the wife is pregnant, she is a responsibility of the older
people of the family not to the younger people or the husband.’
(P5, 38 years old, male)

Cultural beliefs affecting pregnant women: Some participants
expressed that the Vhavenda culture hinders male partners’
involvement in ANC, with some cultural beliefs negatively
affecting pregnant women and becoming a barrier to
attaining quality ANC. This is supported by the following
quotations:
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‘There are certain cultural beliefs that affect the well-being of a
pregnant woman for example the tradition does not allow a
pregnant woman to travel. It is a problem when I want to take
my wife to the city.” (P1, 26 years old, male)

“Yes sometimes some cultural beliefs prohibit male partners from
being involved in antenatal care. Things like, if you accompany
you wife to the clinic you should not tell on the way because it
will delay your partner during labour.” (P4, 44 years old, male)

Prevention of harm to men: Prevention of harm to men was
considered an important matter in Vhavenda culture, which
consequently prohibited male partners from being involved
in ANC. Participants revealed that there is a view that if men
see and know what takes place in the ANC consulting rooms
and during delivery, they may be affected psychologically
and lose interest in sex. This is supported by the following
quotations:

‘Eish! The older people are protecting us from harm, and if I see
how difficult it is for women at the clinic during examination
and childbirth, I will lose interest in having sex.” (P11, 44 years
old, male)

‘T am afraid of going inside and seeing it. I think I will no longer
be free to be with my wife again if I see what is happening
during ANC consultations and childbirth.” (P10, 18 years old,
male)

‘They say that if male partner enters the consultation room
during antenatal care, male partner can lose interest to women.’
(P6, 38 years old, male)

Prevention of harm to women: Some participants expressed
that in their culture when their partners are pregnant, they
are expected to limit sexual activities with them so that the
men cannot bring home sexually transmitted diseases and
stated:

‘Culturally, it is not allowed to have sex when the woman is
pregnant; this is to prevent sexually transmitted diseases to
pregnant women.” (P9, 24 years old, male)

‘Old people always assume that male partner Sir [sic] another
partners outside the relationship. That’s why they say we should
not have too much sex when the wife is pregnant.” (P7, 40 years
old, male)

During the FGDs, the participants emphasised the issue of
men having multiple partners during pregnancy as a
challenge. It was expressed that because men are prohibited
from having sex with their pregnant wives, some male
partners find other women who will satisfy their sexual
desires for that period. This is expressed as follows:

“We are discouraged to sleep with our wives because they know
that men will always be men. We will be going out with
extramarital sex, so they do not want us to bring back the
diseases from other women, so they are trying to protect this
woman from sexually transmitted diseases and other diseases.’
(P4, 44 years old, male)

‘We are not allowed to touch her or come close to her. We did
not have to trouble her during the pregnancy. We are also
not allowed to upset her, that's why we also try not to let her
see text messages from other ladies as she will become jealous.’
(P2, 49 years old, male)
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Theme 2: Gender-related barriers that affect male
partners’ involvement in antenatal care

Gender-related barriers seemed to influence male partners to
refrain from attending ANC, as they viewed pregnancy as a
women’s domain. Some participants revealed that pregnancy
is for women and men have to work and provide for the
family. Gender-related barriers that affected male partners’
involvement in ANC included segregating male and female
responsibilities.

Gender-related barriers (segregating male and female
responsibilities):  Participants viewed gender-related
barriers that involved the segregation of male and female
responsibilities to influence the thinking that it is the pregnant
woman'’s responsibility to go to the clinic or hospital for
antenatal visits. Male partners revealed that they are shy to
enter government clinics and hospitals because these
healthcare facilities are always full of women seeking medical
care:

‘No, I can’t go to the clinic because I'm a shy man. I cannot be
there in the clinic with a lot of ladies there in the clinic so for me,
I think I cannot be there, and I am not supposed to be there.” (P5,
38 years old, male)

‘Going inside the clinic is for this young man. I am old and I
cannot go inside the clinic which is full of women.” (P11, 48 years
old, male)

Similarly, one participant stated the following:

‘I think ANC is a women’s issue. What will I do at the clinic?
What will people think of me.” (P2, 48 years old, male)

‘I normally don’t enter the clinic with my wife when she’s
pregnant. That clinic is always full of ladies.” (P8, 42 years old,
male)

Theme 3: Socioeconomic barriers

Socio-economic status was viewed as a barrier to some male
partners’ involvement in ANC. As the majority of the men
were unemployed, this made it difficult for them to
accompany their wives to the healthcare facilities to attend
ANC. Instead of going with their partner, some male partners
would opt to give money to the wife so that they can save as
the healthcare facilities are too far. The socio-economic
barriers included work and finance related barriers,
healthcare system-related barriers, and information-related
barriers.

Work and finance related barriers: Participants revealed that
as male partners, they are involved in ANC financially. They
provide for their families and make sure that their wives get
everything they want during pregnancy. This is supported by
the following quotations:

‘With me, I make sure that my wife is having money so that if
anything happened related to the pregnancy, she will be able to
consult as early as possible to avoid a lot of complications due to
lack of money.” (P16, 37 years old, male)

“Uh yes, I do accompany her but not most of the time because
there are transport constraints and the clinic is far so I can’t
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spend much money because I don’t have that money because to
go to the clinic is around R25 each person so to come back is R50
which is R100 and so if she can go alone at least we can be able
to save at least that the future and we can buy something.’
(P2, 48 years old, male)

‘The clinic is very far from here. We pay a lot from here to a
clinic. It is better for her to go alone so that we can save money.’
(P19, 51 years old, male)

Healthcare system-related barriers: Participants expressed
that they felt that the public hospitals and clinics were not
built in such a way that male partners could enter the
consultation room with their partners without invading
other patients” privacy; therefore, it hindered male partners’
involvement in ANC. The male partners also indicated that
hospitals were not designed to accommodate males or
anyone who accompany a pregnant woman. The system and
the environment were also not conducive for males to feel
free to be able to support their partners:

‘In a public hospital, it’s a big room with so many beds, because
there are other people who also want to give birth, so men are
not allowed to enter.” (P3, 31 years old, male)

‘There is also no space for males at the ANC clinic. It is often
overcrowded, and you feel out of place as a man.” (P12, 44 years
old, male)

Information-related barriers: Some male participants
expressed a lack of information and knowledge about ANC.
They also revealed that it is important for male partners to
have information related to ANC so that they can be involved
as early as possible to save the baby and the mother’s lives.
This is supported by the following quotations:

‘Not at all because even if you can go anywhere, you won't find
the pamphlets or the notice saying men should be involved in
pregnancy or something to show that men are important during
pregnancy. what you see are only children and women advert.’
(P2, 48 years old, male)

‘Thardly see anything related to antenatal care here and the clinic
and even when I visit the hospital I have never seen anything
talking about antenatal care.” (P21, 49 years old, male)

Discussion of findings

The findings revealed barriers to male partners ‘involvement
in ANC. Male partners were controlled by culture in their
daily lives. According to the interviewees, certain (various)
cultural ideas and behaviours still prevent males from
participating in ANC. Other male partners expressed
enthusiasm about participating in ANC, while others did not
explain their absence. Male participation has generally been
portrayed as either obstructive, limiting women’s decision-
making on the use of family planning, or non-existent, with
male partners absence entirely owing to a lack of interest in
reproductive health issues. However, in many historically
patriarchal cultures, males dominate decision-making over
family size and ANC (Kabagenyi et al. 2014).

Cultural barriers take the lead in preventing and
encouraging male partners’ involvement in ANC. As culture
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is the main barrier to male partners” involvement in ANC,
other male partners, especially youth, ignore culture and
support their partners during ANC; hence, older male
partners cited culture as the stumbling block to involvement
in ANC.

Cultural beliefs regulating male partners’ involvement in
ANC seem to be among the stumbling blocks of their
involvement in ANC. Male partners follow cultural traditions
that prevent them from being involved in ANC. Most
developing nations have patriarchal systems, with males
serving as the major decision-maker and managers of the
home finances. As a result, the male partner or spouse
generally chooses to seek care (the initial delay). However,
male companions are not expected to be directly involved in
their wife’s pregnancy and delivery care in other cultures. If
they are, their peers will perceive this as a sign of weakness
(Suandi, Williams & Bhattacharya 2020). According to the
findings of this study, some male partners were hesitant to
participate in ANC because they did not want to be perceived
as weak men. Furthermore, male partners assume that a man
must be strong and take on all of the responsibility.

In this study, several male partners were somewhat involved
in prenatal care, indicating that culture limits their
involvement. However, in sub-Saharan Africa, the
participation of male sexual partners in maternity care is a
contentious and complex subject; historically, males do not
accompany their wives to maternity clinics and pregnancy is
considered a woman’s affair (Jefferys et al. 2015). This is
different from some of the male partners in the study, as they
participated while their partners were pregnant.

From the interviews conducted in this study, male partners
viewed involvement in ANC as a difficult thing to do, as
the woman is the one who should attend antenatal clinics.
Similarly, male companions are uncommon in prenatal
clinics in sub-Saharan Africa. Men coming to ANC check-
ups with their partners may be inconceivable in some areas
(Babalola & Fatusi 2009). Meanwhile, within that socio-
cultural environment, males have absolute control in the
household in terms of decision-making (Story et al. 2012).
Because men determine the majority of family decisions,
some experts think that male partner engagement in ANC
is critical in resolving the first two of the three delays that
contribute to maternal death (Kumbeni et al. 2019). In this
study, male partners preferred private health facilities over
public health facilities because private facilities are not full
and have enough space to accommodate male partners.

In this study, some male partners wanted to participate in
ANC, but they were shy, and they thought about what other
people will say when they see them supporting the pregnant
woman at the health facility. Cultural beliefs regulating male
partners’ involvement in ANC are barriers to their
involvement in ANC. Male partners grew up traditionally
and they prefer to follow their traditions. During the
interviews, the researcher found out that there are cultural
beliefs that regulate pregnant women. In other cultures,
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pregnant women are not allowed to do as they wish. In this
study, the researcher found out that there are women who are
regulated by cultural traditions. Furthermore, they (pregnant
women) decide on their pregnancy concerning what they
believe in.

Whereas, Mapunda et al. (2022) found that socioeconomic,
cultural, religious and ethnic disparities continue to inhibit
women’s ability to make decisions regarding their health
because of men’s control of the allocation of family income,
transportation and time, and access to health services. Male
involvement in maternal health services remains a challenge
to safe motherhood, despite its essential role in providing
financial, emotional, and physical support to women.
Efforts to engage male partners in maternity care not only
prevent delays in receiving appropriate care but also
facilitate adequate treatment at the appropriately equipped
health facility level (Mapunda et al. 2022). Some other
efforts to engage men in ANC are hindered by cultural
beliefs that regulate pregnant women. Cultural beliefs seem
to be a stumbling block to male partners” involvement in
the ANC.

The Vhavenda tradition prohibits male partners from being
involved in ANC. The tradition itself does not allow male
partners to take part when the woman is pregnant, because
they believe that the male partner will lose interest in the
woman. From a social perspective, the notion of joining one’s
wife at an antenatal clinic is unusual in many communities,
and the husband’s presence is often considered superfluous.
Perceived traditional gender roles and a lack of knowledge
and opportunities for involvement in obstetric care have
been reported as barriers to male partner involvement in
rural Tanzania (Suandi et al. 2020).

The findings of the study revealed that healthcare providers
encourage men to actively participate in ANC, partly because
in most cultures, men influence most decisions made within
their families, including those concerning the health of their
family members. Decisions regarding when, where, and how
women and children access healthcare are often made by
men. This is influenced by men’s position as providers and
decision makers in their households (Ongolly & Bukachi
2019). Other cultural beliefs are there to prevent harm to male
partners. Male partners follow cultural traditions to protect
themselves from harm.

During the interviews, the researcher observed that cultural
ideas govern male partners’ participation in ANC to protect
women. These cultural beliefs protect pregnant women and
elevate them to a higher status during their pregnancy.
Similarly, in Ghana, where patriarchal norms such as men’s
control over household decision-making and greater mobility
in public spaces are prevalent, it has been argued that
maternal and child survival necessitates active participation
of men, as well as improvements in comprehensive and basic
obstetric and child healthcare coverage and quality (Kwambai
et al. 2013). In patrilineal South Asia, the role of men in
maternal healthcare has been acknowledged (Thapa &
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Niehof 2013). Similarly, in South Africa male partners’
involvement is recognised because men are given 10 paternity
leave days after the delivery of the baby. Indeed, male
involvement is a key component of the recent WHO’s (2015)
recommendations on health promotion interventions for
maternal and newborn health (Ganle et al. 2016). There are
cultural beliefs that protect or prevent harm to women. Male
partners seem to be following them hence low involvement
in ANC.

The researcher discovered that male partners viewed the
ANC as a woman’s domain and they did not want to be
involved in it. Segregating male and female responsibilities is
a barrier to male partners’ involvement in ANC because male
partners would not want to do the duties of women. However,
male partners are rarely seen in healthcare facilities and have
little contact with healthcare workers, which limits their
exposure to health information. Older women, especially the
male partner’s mother, are regarded as experts on infant care
and feeding (Forbes et al. 2018).

Men’s involvement in reproductive health and their behaviour
imposes a positive impact on women’s reproductive
health and the well-being of the children and society as
well. The involvement of males in reproductive health has
recently been promoted as a promising new strategy to
improve maternal and child health (Asefa, Geleto & Dessie
2014).

Men are an important stakeholder and should be considered
as half of the equation in maternal and child health. Even
though men have important decision-making roles related to
maternal and child health issues, in many sub-Saharan
African countries including Ethiopia, maternal and child
health is viewed as a woman'’s affair (Mohammed et al. 2019).
The lack of participation of men in antenatal, postnatal,
newborn, or post-abortion care may be because they do not
benefit from any information provided by health providers
regarding the health of the mother and the baby or their roles
in it (Mohammed et al. 2019).

Societal ascriptions of gender roles for men and women
strongly influence access to skilled birth care for pregnant
women. The gender division of household roles usually
makes male partners heads of their households. Being
the heads of their households, the male partners usually
decide when and what means of accessing healthcare the
family including the women should use. Male partner
involvement refers to ‘the various ways in which men
relate to reproductive health problems and programmes,
reproductive rights, and reproductive behaviour’. Male
partner involvement in maternal healthcare also refers to the
direct assistance provided by men to improve their partners’
and children’s health through the perinatal, antenatal,
labour, and delivery period (Saah et al. 2019). Culturally,
there are duties that are performed by men and duties that
are performed by women. Antenatal care is viewed as
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women’s domain and men do not see the importance of
being involved.

During the interviews, the researcher discovered that male
partners lacked information about their involvement in
ANC. If male partners were provided with information, they
would have been involved in ANC. Globally, the big
challenge is to improve maternal health and male attendance
at skilled ANC and delivery care facilities. In sub-Saharan
Africa, the absence of support from the husband is one of the
main reasons for many pregnant women not seeking
maternity services. This indicates that the characteristics of
the health delivery system, economic and geographic
accessibility, and socio-demographic factors are not the only
factors affecting the uptake of maternal healthcare (MHC)
(Tessema et al. 2021).

It was reported that many men in low-resource countries
including South Africa do not accompany their partners to
the health facility during pregnancy unless there is a
complication. Others wait outside the clinic, while the
woman participates in health talk and consultation with the
healthcare provider. Therefore, men are often unaware of
the health promotion and disease prevention strategies
discussed in these sessions. Men often control the family
finance; thus, they may disregard health promotion until
complications arise partly because of ignorance (Adeniran
et al. 2015). The majority of male partners lack information
about ANC. A lack of information about their role in ANC is
a barrier to male partners” involvement in ANC.

Male partners verbalised that they work far from home,
and it is difficult for them to be available during ANC.
Some other male partners indicated that the clinics and
hospitals are situated far apart; hence, it will cost them to
accompany their partners to seek medical care. Other
barriers include transportation problems and a lack of
social and financial support from a family member. Women
are socially expected to ask permission from their male
partners before making decisions about their healthcare
utilisation. Besides the husband, other key actors in the
referral of pregnant women to health services in southern
Mozambique include matrons (influential older women),
community health workers (CHWs), and neighbours (Galle
etal. 2019).

Male partners always give a reason that they cannot be
involved in ANC because they are always at work or work
far from home. Some give some reasons that they are situated
far from clinics, and the transport is expensive, especially
when there are two fares.

Thehealth system does not favour male partners’ involvement
in the ANC. If male partners opted to be with their wives in
the consultation room, it means they would be invading
other patients’ privacy which is not allowed.

In sub-Saharan Africa, however, men were considered a major
obstacle to women’s use of maternal health services. For
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example, men often restricted women’s access to resources
necessary for safe delivery and were generally viewed by
health promoters as uncaring and negligent. Reproductive
health programmes typically focused on empowering women
to make decisions about their healthcare and paid little
attention to the prevailing gender dynamics in the household,
where men were the primary decision-makers. In the 1990s,
greater recognition of gender and power dynamics led the
international development community to acknowledge men
as potentially useful contributors to sexual and reproductive
health promotion (Story et al. 2016).

The study also revealed that male partners do not like
queuing in public hospitals or clinics. As a result, male
partners prefer to wait for their partners outside the clinics
and hospitals.

Strengths and limitation

The study provided a broader understanding and insight
into how a male partner’s involvement in ANC can assist
pregnant women. In addition, the use of an explorative
design enabled participants to freely narrate and interpret
their experiences and views and make suggestions for
improvements. Furthermore, the use of convenience
sampling allowed the researcher to select the sample based
on the participant’s knowledge of the phenomena being
studied, which helped the researcher to obtain in-depth
information and prevent bias. The results obtained in this
study were collected from health facilities in Vhembe
District. Consequently, it cannot be said that the findings of
this study are representative of all the districts.

Recommendations

The following culturally based recommendations were
suggested to improve male partners’ involvement in ANC.

The Department of Health should have many awareness
programs and campaigns to improve male involvement in
ANC.

The education curriculum of healthcare practitioners (nurses
and doctors) should include the collaboration of culture and
modern practices during pregnancy so that healthcare
practitioners can interact with male partners and educate
them on their roles while the partner is pregnant.

Policy guidelines should be developed to assist in the
development and creativity of time and space allocation for
male involvement in ANC. There must be appropriate
recommendations that all male partners who accompany
their partners for ANC and delivery are not turned away
after visiting hours. They must be allowed to be with their
partners during ANC.

The same research topic can be repeated on a wider scale
in the province to develop a model of male partners’
involvement in MHC services.
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Conclusion

Culture seems to be the main barrier to male partners’
involvement in ANC. Some of the male partners are partially
involved in ANC while others are not involved. Most of the
participants who viewed male partners’ involvement in
antenatal as women’s domain, are men between the age of 50
and 60 years. Some young male partners seem to be eager to
be involved in ANC, the challenge is that they do not know
their roles in ANC. Male partners do not like to utilise public
health facilities because of long queues and long waiting
time. Even the structures of public health facilities do not
accommodate male involvement in ANC.
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