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\I think it’s important men are involved and go with the
wife to pregnancy care because . . .

it’s an act of showing love."

Male religious leader, 56 years old.
(Respondent Study 3)
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Preface
My PhD Journey started in 2015, after working as an ICRH-intern in Mozambique.
From a midwife working for doctors without borders to a fulltime PhD scholarship
was not the most typical path. It is only because of the motivating and open spirit
of ICRH I have taken that path and until now did not regret it a single day. Back
then, I was convinced there were simple and quick solutions for complex problems.
As a midwife you are trained to recognise a problem and react quickly. I believed
that getting more men involved in pregnancy and childbirth was such a simple
quick solution for improving maternal health. I believed in invitation letters and
randomised controlled trials, while today 5 years later, I look completely different
at it. I learned how certain solutions might create new problems and that a \one
fits all approach" almost never works.

Besides becoming a better researcher throughout the past five years, this PhD has
given me several opportunities and new challenges, and I am grateful my promotors
always encouraged me to grab these opportunities with two hands. I want to thank
my supervisor Prof Olivier Degomme, who always gave me more questions than
answers, but also pushed me to get the most out of this PhD in all aspects. In
the first months I could do a very rewarding internship in Uppsala (thank you
Elin!), later on I could make a film about fathers (thank you Marleen Temmerman
Fund!), I could teach for the London Tropical School of Medicine and Hygiëne
in Uganda and Tanzania (thank you Phill!) and make a photo exposition (thank
you Nafissa & Cindy & Tina!). I am grateful I could stay close to myself and
combine the pure scientific work with all these valuable more hands-on activities.
I would like to thank my supervisor Prof Nafissa Osman, who always opened
doors for setting up new projects. I will miss our encouraging talks in the small
hospital office in Maputo. Also a special thank you to my supervisor Prof Kristien
Roelens, who guided me by sharing her expertise as researcher and gynaecologist
in both Mozambique and Belgium. I also would like to thank Miss Sally Griffin for
her endless time and support, without her investment and guidance this doctoral
dissertation would not have been possible. In the past five years I have been
surrounded by great people in and outside work, which made this PhD journey an
exciting and happy period of my life.

An important life-event in 2018 made me even more motivated to complete my
PhD trajectory. I became a mother myself, which let me experience how important
partner support is in all his facets. My first pregnancy I experienced support from
a long distance, and in the second pregnancy my partner could not have been
closer, being in my corona bubble for 24h a day. Becoming a mother has been one
of the most beautiful and rewarding events in my life, but from my own experience

7



I can say all support, being it from a partner, family, or friends, makes it even
more joyful.
My brother has been probably the one in the family most familiar with the hassles
of writing a PhD and has been the one reassuring me all would be fine in the end.
Just as my sisters, Sara & Roosje, he has been one of the reasons why I always
was happy to come home to Belgium after a (sometimes very long!) fieldtrip. I
am grateful to my both parents, who always supported me, even if I was working
at the other side of the world. Then, my amazing friends, who distracted me
during lunchbreaks in Ghent and even travelled 24h if that was the only way to
meet. Thank you Olena, Helena, Leonie, Xantippe, Audrey and Inez. Lastly, my
husband Ayuk, who was by my side almost every hour of the last year and was
always helpful and understanding, also when I suddenly needed to work in the
evening or weekend. Besides all those amazing people there have been many more
who were helpful, the list is endless less, therefore to all the people underneath,
thank you and you all know why.

Anna 25/03/2021
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0.1 List of Abbreviations

ANC: Antenatal Care

BPCR: Birth Preparedness and Complication Readiness
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CICI: Context and Implementation of Complex Interventions
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MMR: Maternal Mortality Ratio
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SARI: Severe Acute Respiratory Illness

StIs: Sexually Transmitted Infections

SDGs: Sustainable Development Goals

TLTL: Too Little, Too Late

TMTS: Too Much, Too Soon

TB: Tuberculose

UN: United Nations
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NGO: Non-Governmental Organisation

UNICEF: United Nations International Children's Emergency Fund

AMOG: Associação Moçambicana de Obstetras e Ginecologistas

MCH: Mother and Child Health
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0.2 Outline of the Thesis

This doctoral dissertation is divided into 7 chapters. Chapter 1 starts with a gen-
eral introduction regarding maternal health care, the concept of male involvement
in maternal health and the context of the conducted studies (which is Mozam-
bique). Chapter two outlines the objectives and research questions of this disser-
tation, followed by an overview of the di�erent methodologies that have been used
to assess them. Subsequently the three main research aims of this dissertation are
addressed in chapter 3, 4 and 5 respectively. Chapters 3-5 are based on six articles,
of which �ve have been published and one submitted for publication.

Chapter 6 of this dissertation consists of an overall discussion of the �ndings, a
thorough re�ection on the strengths and limitations, and a discussion on the impli-
cations of these �ndings for maternal health practice, policy, and future research.
Lastly, an English and Dutch summary of the main �ndings, curriculum vitae and
other appendices conclude the dissertation in Chapter 7.
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Chapter 1

General introduction

In this chapter I will �rst discuss the concept of maternal health from a public
health perspective and current evidence regarding the role of men in maternal
health. This will be followed by describing the speci�c context in which majority
of the studies have been conducted, namely southern Mozambique.

1.1 Maternal health

1.1.1 Concept

Maternal health refers to the health of women during pregnancy, childbirth and
the postnatal period (until 6 weeks after childbirth) according to the de�nition of
the World Health Organisation (WHO)[1]. While pregnancy should be a positive
experience, ensuring all women and their babies reach their full potential for health
and well-being, many women risk to lose their life while giving birth[1].Although
important progress has been made in the last two decades, about 295 000 women
died during and following pregnancy and childbirth in 2017[1]. The most common
direct causes of maternal injury and death are excessive blood loss, infection,
high blood pressure, unsafe abortion, and obstructed labour, as well as indirect
causes such as Human Immunode�ciency Virus (HIV), anaemia, malaria, and heart
disease[1].Taking into account that majority of maternal deaths are preventable
with timely management by a skilled health professional working in a supportive
environment, the burden of maternal mortality worldwide remains unacceptably
high.
Ending preventable maternal death remains at the top of the global public health
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agenda[2]. Nevertheless maternal deaths are only a small portion of the global
maternal burden of ill health. It is estimated that for each death, nearly 20 addi-
tional women su�er from life-long disabilities as a result of severe pregnancy-related
morbidity[3, 4]. As a consequence, simply focusing on surviving pregnancy and
childbirth can never be the marker of successful maternal health care. Recently
e�orts to improve maternal health have been expanded, by also reducing mater-
nal injury, disability, and mental su�ering. Maternal health and well-being has
been promoted by taking into account di�erent markers of maternal health such
as experience of care and evidence based standards. The number of indicators
used to monitor the state of maternal and newborn health globally have increased
tremendously the last decade, in an attempt to cover di�erent dimensions of health
system and input, care access and availability, care quality and safety, coverage
and outcomes, and impact. Especially regarding quality of care recent debate has
grown to increase validity and feasibility of indicators[5].

1.1.2 Recent gains in maternal health

Much progress has been made during the Millennium Development Goals (MDGs)
era in improving maternal, newborn and child health. According to United Nations
(UN) inter-agency estimates, the global maternal mortality ratio declined by 44
per cent - from 385 deaths to 216 deaths per 100,000 live births - between 2000 to
2015[6]. After the 2015 MDG agenda , the Sustainable Development Goals (SDGs)
were designed, which posed a rede�ned list of priorities based on the successes and
shortcomings of the MDGs.The SDGs include 17 goals to be achieved by 2030.
Goals related to maternal health are SDGs 3, 5, and 10: the achievement of good
health and well-being, of gender equality, and of reduced inequality respectively.
However, unlike MDG 5, the SDGs do not reserve a goal speci�cally dedicated
to maternal health. The closest they come is in setting a target under SDG 3 to
reduce maternal mortality to 70 deaths per 100000 live births globally[2].

First reports regarding maternal health since the SDGs report substantial progress
is continuing (with in majority of countries worldwide more than three-quarters of
women receiving ANC and SBA services), but the extent of intraregional inequality
remains overwhelming, especially for Asia and Africa[2, 7, 8].Furthermore levels of
maternal mortality remain unacceptably high in certain regions, especially in sub-
Saharan Africa, and in particular in rural areas[7]. Preventable maternal morbidity
and mortality in Low and Middle Income Countries (LMICs) is often associated
with the absence of timely access to quality care, de�ned by Miller et. al in 2016
as \ too little, too late " , which means inadequate and delayed access to services,
resources, or evidence-based care[9].

Globally, e�orts have largely focused on increasing antenatal care (ANC) coverage
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and facility-based childbirth as key mechanisms to reduce perinatal and maternal
mortality[10, 11] during the MDGs era, together with improving access to fam-
ily planning services and safe abortion services (where permitted). While these
e�orts met with some success, availability of emergency obstetric care in LMICs
continues to be hampered by many factors, including human resource shortages
and health system weaknesses[12]. Moreover, increased coverage of interventions
must be matched with improvements in quality of care, which seems much harder
to achieve[13]. More recently, maternal health e�orts are shifting from an em-
phasis on boosting service utilisation to improving quality of care, because poor
quality of care in health care settings seem to compromise the expected health
gains of the increased antenatal care coverage and institutional delivery rates in
LMICs[13].Quality issues are often aggravated by inequities and evidence sug-
gests that especially poor and marginalized women (e.g. adolescents and single
women) may encounter disrespectful or abusive care, a�ecting the overall quality
of care[14, 15].

1.1.3 Quality of care

In the past decades, quality of care has received several de�nitions by di�erent or-
ganisations and researchers[16]. The Institute Of Medicine (IOM) and the WHO
for example have each their unique de�nition of healthcare quality, shaped by
their interests and priorities[17, 18]. The IOM (2013) de�nes healthcare quality
as "the degree to which health services for individuals and populations increase
the likelihood of desired health outcomes and are consistent with current profes-
sional knowledge", while WHO emphasizes healthcare quality should be de�ned
as the process of making strategic choices in health systems[17, 18]. The IOM
established six domains of health care quality in 2001 which have been re-utilised
by many other important stakeholders, including WHO. The six dimensions dic-
tate that health care should be safe, e�ective, patient-centered, timely, e�cient,
equitable[19]. Improving quality of maternal and newborn health care will be
fundamental in further reducing global maternal and newborn mortality and mor-
bidity in the future and achieving the SDGs. To support this goal, WHO developed
a framework for the quality of maternal and newborn care in health facilities (see
�gure 3)[20]. The framework de�nes eight domains of quality of care, with quality
standards for each domain, and is unique in that it encompasses both the provision
and experience of care, as well the cross-cutting areas of su�cient resources and
the availability of competent, motivated human resources.

The framework is in line with the de�nition of WHO regarding quality of
care by emphasizing the important role of health systems in providing quality of
care[18, 20]. According to the WHO framework, dimensions important for the

17



experience of care include e�ective communication with women and their families
about the care provided, their expectations and their rights; care with respect
and preservation of dignity; and access to the social and emotional support of
their choice. This re�ects the growing attention to interpersonal and respectful
maternity care. The WHO quality of care standards informed the development of
new WHO intrapartum care recommendations[21], emphasizing the importance of
respectful maternity care.

Figure 1: WHO framework for the quality of maternal and newborn health care
from the WHO recommendations on Intrapartum care for a positive childbirth ex-
perience 2018.

1.1.4 From quality of care to respectful maternity care

On the continuum of maternal health care, two extreme situations exist: too little,
too late (TLTL) and too much, too soon (TMTS)[9]. TLTL describes care with
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inadequate resources, below evidence-based standards, or care withheld or unavail-
able until too late to help. TMTS describes the routine over-medicalisation of nor-
mal pregnancy and birth. TMTS includes unnecessary use of non-evidence-based
interventions, as well as use of interventions that can be lifesaving when used ap-
propriately, but harmful when applied routinely or overused[18]. Although TLTL
remains a global public health problem, the rapid increase in facility births has in-
troduced new challenges. TMTS is rapidly increasing everywhere with increasing
rates of potentially harmful practices (especially in the private sector), re�ecting
weak regulatory capacity as well as little adherence to evidence-based guidelines in
many facilities. Historically TMTS is typically ascribed to high-income countries
and TLTL to low-income and middle-income ones, but today these extremes co-
exist in many countries worldwide driven by social and health inequities[18]. The
need for a global approach to quality and equitable maternal health, supporting
the implementation of evidence-based care for all, has also spurred the attention
for more \ respectful maternity care" worldwide[22, 23].

Respectful care in childbirth is often regarded as a human right[24] and is re-
ferred to by the WHO as care organized for and provided to all women in a
manner that maintains their dignity, privacy and con�dentiality, ensures freedom
from harm and mistreatment, and enables informed choice and continuous sup-
port during labour and childbirth[25]. Respectful maternity care was brought to
global attention in 2010 by Bowser and Hill's landscape analysis, de�ning disre-
spect and abuse in childbirth by 7 categories: physical abuse, non-consented care,
non-con�dential care, non-digni�ed care, discrimination, abandonment and deten-
tion in facilities[26]. A categorisation that is still used today by several researchers.
There exists a growing body of evidence regarding the high prevalence of disrespect
worldwide, ranging from 15-98% , with adolescents, women of low socio-economic
status, migrant women, women living with HIV and ethnic minority women being
at the highest risk[27].

1.1.5 Respectful maternity care along the continuum of ma-
ternal and newborn health care

Disrespect and abuse (often referred to as the absence of respectful maternity care)
and respectful maternity care have both been used as headings in the maternal
health care literature to describe similar problems and concerns. Until today there
is no consensus on what constitutes respectful care, but an emerging Respect-
ful Maternity Care (RMC) movement (supported by the White Ribbon Alliance,
Amnesty international and WHO) advocates for a patient-centred care approach,
based on respect for women's basic human rights and clinical evidence[28]. The
seven rights of childbearing women are the rights to: freedom from harm and
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ill treatment; information; informed consent and refusal; respect for choices and
preferences, including the right to a companion of choice wherever possible; con�-
dentiality and privacy; dignity and respect, equality, freedom from discrimination
and equitable care; timely healthcare and the highest attainable level of health;
and liberty, autonomy, self-determination, and freedom from coercion[24]. This
vision was also endorsed by WHO, referring to those rights in several statements
about respectful maternity care[29, 25, 27]. The inclusion of the right to\ timely
healthcare and the highest attainable level of health" shows RMC goes beyond the
de�nition of Bowser & Hill, where timely healthcare and broader quality of care
standards are not included.

Allowing a birth companion of choice during labour and childbirth is one of the
crucial aspects of RMC that has been receiving more attention recently, with
an evidence-to-action brief published by WHO in 2020[30]. Birth companions
have shown to improve outcomes for women and new-borns, nevertheless only
half of the African countries seem to have a policy regarding free choice of birth
companionship. Furthermore not all policies are successfully translated into good
practices. Evidence has shown women preferences regarding companionship are
hardly known and respected[30].

Noteworthy, mainly labour and childbirth have been extensively studied with re-
gard to respectful care while\ maternity care" encompasses health services deliv-
ered to women in the prenatal, intrapartum and postnatal period[31]. The focus
on intrapartum care for providing respectful maternity care is often justi�ed by
highlighting the well-known critical hours around childbirth for preventing mater-
nal and neonatal deaths [27] and the fact that women are particularly vulnerable
during childbirth[25]. The period around childbirth is the most critical for saving
the maximum number of lives and preventing stillbirths. About 45% of post-
partum maternal deaths occur during the �rst 24 hours[32]. However we could
argue that the primary goal of respectful maternity care is not directed towards
reducing maternal mortality and morbidity (\ the hard numbers" ), but improving
the experience of care and mitigating disrespect and abuse. In that aspect, also
prenatal and postnatal care could bene�t from an increased focus on respectful
care. While several studies and guidelines also focus on experience of care dur-
ing prenatal care, this is often from a quality of care perspective (for example
the WHO recommendation on a positive pregnancy experience from 2016) rather
than avoiding disrespectful treatment. The only reference made to respectful care
during pregnancy by WHO is the advice to integrate a lay companion (eg the
male partner/a friend or relative) already during ANC, referring to the important
role they might play later on as a birth companion:\ companions should already
be involved into antenatal care visits (and childbirth education classes etc.) to
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empower them with knowledge about the process of labour, familiarity with the
health care facility structure, and the skills and con�dence to better support the
woman" .

Also regarding postnatal care for women and newborns much less guidance and
research exists on what is considered as\ respectful" care. Overall postnatal care
is a neglected area along the continuum of maternal and newborn healthcare, with
in many LMIC the lowest adherence compared to antenatal care and institutional
delivery[33, 34].

1.1.6 The role of men in maternal health

Men often play a critical role in increasing access to and utilisation of maternal
health services[35]. Especially in strong patriarchal communities the in�uence of
men on maternal health care utilisation and access is profound. Men in these
settings control household resources and often make critical decisions that af-
fect maternal health, including the access and utilisation of health services[36].
Furthermore men often play a central role in birth preparedness and the actions
needed in case of an emergency[37]. Men can also adopt, and encourage other
household members to adopt health-promoting behaviours at home such as im-
proved nutrition and malaria prevention[38, 39]. Interventions to increase male
involvement in Maternal and Newborn Health (MNH) have also been linked with
positive changes in couple dynamics, such as increased couple communication and
equitable decision-making, which contribute to improved health and care-seeking
outcomes[40]. All these di�erent pathways regarding the importance of men's role
in maternal health have been summarised by Tokhi et al in 2018 in Figure 5 [41].
Notably the relationship between male involvement and couple relationships is the
most debatable one, with some studies also highlighting potential harmful conse-
quences of male involvement on couple relationships [41](see further). Furthermore
the causal pathway might also be constructed di�erently, with some studies report-
ing male involvement and improved maternal health as aconsequenceof improved
couple (gender equitable) relationships rather than the cause[42].
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Figure 2 Explanatory model for the e�ect of male involvement on MNH outcomes
by Tokhi et al.[41]

1.2 Male involvement in maternal health

1.2.1 The conceptualisation of male involvement in mater-
nal health

Both the understanding and operationalization of male involvement in maternal
health have changed over time, often de�ned by the context. The �rst articles on
the father's role during pregnancy and childbirth emerged in 1960, focusing on male
support during pregnancy in the Western world and exploring the pros and contras
of husbands' presence in the delivery room. Later on also reports regarding the
e�ect of male partner's involvement (often based on the marital status of women
or registration of a father on the birth �les) on neonatal outcomes were studied,
mainly in North America. Nevertheless scienti�c studies were scarce and only
boomed after 1990 (see Figure 6), with a new �eld of male involvement literature,
focusing on the role of the male partner in mother to child transmission of HIV and
prevention of Sexually Transmitted Infections (STIs) in Sub Saharan Africa. As
a consequence, the literature on male involvement programs has been dominated
by studies from LMICs in the last decade.
The concept of male involvement in maternal health has always been multifaceted
and topic of debate among social and medical scientists[43, 44, 45]. Over time the
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motives for involving men have also changed: ranging from pure medical reasons
(mainly combatting HIV and STIs) to increasing social and �nancial support for
women, obtaining gender equality or improving later participation in child rearing.
As a result of these changing concepts, the concept of male involvement in maternal
health has been viewed and indexed in di�erent ways at di�erent times.

Figure 3 Number of articles found per year in the pubmed database (after entering
a search strategy for retrieving articles about male involvement in maternal health,
see additional �le 1, article 1).

1.2.2 Male involvement on the public health agenda

In the �eld of public health, the concept of involving men in maternal health (and
broader �eld of reproductive health) has received major attention for the �rst time
at the Cairo conference in 1994[35]. The signatories of the International Confer-
ence on Population and development (ICPD) Programme of Action agreed that
it is important for men to take more responsibility for their sexual and reproduc-
tive behaviour and family life[46], The language of the Programme of Action of
ICPD was quite progressive, even today, indicating men should be involved in re-
productive health for improving their families' health, but importantly, also their
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own health. Furthermore the document also refers to obtaining gender equality
when involving men by stating that "Men play a key role in bringing about gender
equity since, in most societies, men exercise preponderant power in nearly every
sphere of life, ranging from personal decisions regarding the size of families to the
policy and programme decisions taken at all levels of Government. It is essential
to improve communication between men and women on issues of sexuality and
reproductive health, and the understanding of their joint responsibilities, so that
men and women are equal partners in public and private life"[46]. Noteworthy,
obtaining gender equality and improving men's own health are both elements that
have often been neglected in male involvement interventions until today. Most
programs' primary intention is to improve maternal and newborn health outcomes
and use male involvement as an instrumental approach to reach these goals[47, 48].

1.2.3 The association of improved health outcomes and male
involvement

Globally, the involvement of men in maternal health programs has been associated
with positive maternal health outcomes and increased uptake of interventions to
prevent HIV transmission[49, 50]. A systematic review of 2015 by Yargawa et
al. showed that male involvement has a bene�cial impact on maternal health
through reduced odds of maternal depression and improved utilisation of maternal
health services, more speci�cally by higher rates of skilled birth attendance and
postnatal care[47]. Male involvement was also associated with decreased likelihood
of childbirth complications, although the evidence was less strong. Contrary to
reports from developed countries, there was little evidence of positive impacts of
husbands' presence in the delivery rooms[42]. Studies exploring male presence at
childbirth in Low Income Countries (LICs) are scarce and rather in a piloting
phase, furthermore strong socio cultural norms often hamper the involvement of
men as birth companions[51, 52, 53].

A later review in 2018 found that interventions to engage men were associated
with improved antenatal care attendance, skilled birth attendance, facility birth,
postpartum care, birth and complications preparedness and maternal nutrition[41].
This was con�rmed by another review of Suandi et al. (2019), showing that involv-
ing a male partner in antenatal care was associated with institutional delivery and
post-partum visit uptake[54]. The impact of interventions on mortality, morbidity
and breastfeeding is less clear[41]. Other perceived bene�ts of male involvement
interventions are increased couple communication and joint decision-making, but
the e�ects on women's autonomy are ambiguous[48, 55, 41]. The latter is often not
documented in male involvement studies, because they lack measures that capture
power dynamics within couple relationships and as a consequence certain negative
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side-e�ects on women's autonomy might stay under the radar[41]. Also personal
experiences with male involvement interventions of men and women are often not
captured, which are considered as limitations of the current study designs[48].

1.2.4 Barriers towards male involvement

Barriers to male attendance at antenatal care and broader involvement in mater-
nal health operate at multiple levels and vary according to the context. Within
the community, gender norms/roles in reproductive health care usage, HIV re-
lated stigma, and the perception of female oriented services are barriers for higher
involvement of men[56, 57, 58, 59]. At health system level negative provider atti-
tudes, overcrowded services and limited opening hours seem prominent barriers[60,
59]. At interpersonal level distrust or outlined gender roles in division of tasks
are hampering male involvement, while at the individual level poor maternal
health knowledge or interest, fear of HIV related stigma and limited time/access
(for example men working abroad or with strict working hours) have been cited
[57, 43, 61, 62]. Majority of studies report women and men are in favour of
more male involvement[61, 63], although a study of Ghana reported the oppo-
site; women had a negative attitude regarding more male involvement in maternal
health[64]. Women reported they might lose their\ safe space" , consider pregnancy
and childbirth as their domain and fear negative reactions in the community[64].
Importantly, majority of the studies focus on barriers towards male antenatal care
attendance [43], which might not correspond to barriers towards other aspects of
involvement (emotional and practical support for example).

1.2.5 Sociocultural factors a�ecting male involvement

Di�erent sociocultural contexts and norms within and between countries hamper
generalisability of speci�c approaches to male involvement in maternal healthcare.
While male involvement strategies mostly operate from a medical point of view
(such as improving maternal health care attendance and adherence to prevention
of mother-to-child transmission (PMTCT) strategies), they often have an impact
on deeply rooted socio-cultural values and norms[48, 65, 66], varying globally.
These sociocultural factors include gender roles, social expectations and traditions
in reproduction and child-care, cultural systems such as family structures and
inheritance systems (marital versus patriarchal), and the role of the extended
family in reproductive decision making (such as the role of parents in law). Issues
surrounding gender roles and power are especially relevant within the context of
male involvement and serve as barriers to both male and female participation in
maternal health care services. More recently more attention is given to these
socio-cultural structures (not seldom from social scientists) and how to set up
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e�ective male involvement interventions intervening at di�erent levels. Several
studies have shown that multicomponent interventions are often more successful
and sustainable, by taking into account barriers at di�erent levels[67, 48, 65].

1.2.6 Measurement challenges

De�ning and measuring male involvement is important for evaluating the e�ect
of male involvement interventions on maternal and newborn health outcomes, as
well as to compare the �ndings of di�erent strategies. However, the absence of a
common de�nition and measurement has been highlighted as a major research gap
and weakness of the current evidence in the literature [44, 68, 69].

Many di�erent de�nitions of male involvement in maternal health have been used
in literature. Common single used measures of involvement include antenatal HIV
testing[49] and male attendance at antenatal care visits [70]. Other measurements
often combine di�erent items into an index or scale. Byagamishu's male involve-
ment index (2011) combines participation in maternal health care services, knowing
and discussing ANC appointments, �nancial support and condom use[71]. Another
similar composite, described by Ampt et al. (2015) added shared decision making
on maternal health care issues as an item[72]. Also knowledge of maternal health
care issues and birth preparedness have been included as measurements of male
involvement[49, 73, 74, 75]. Within the �eld of PMTCT a novel validated\ male
partner involvement scale" has been constructed by Hampanda et al. in 2020 [76],
including male encouragement/reminders for adherence to treatment and active
participation in PMTCT services as indicators. Despite some attempts to create
these male involvement indexes, they often only serve for one study in one speci�c
context, demonstrating a lack of consensus on which aspects should be taken into
account when measuring\ male involvement" in maternal health globally.

1.2.7 Unintended negative e�ects of male involvement

Male involvement strategies' primary aim has always been to improve maternal
and newborn health outcomes. However, previous programs have documented
some negative side-e�ects that are potentially harmful to women's and newborns'
health and women's empowerment. Side-e�ects could include decreased exclusive
breastfeeding or early breastfeeding cessation among HIV positive women (be-
cause of pressure of the husband) [41], pressure to alter a woman's health choices
and service preferences [41] and intimate partner violence (IPV) [77, 78]. Also
disclosure of IPV during antenatal care might be hampered by male involvement
strategies due to a lack of privacy[79, 80]. These e�ects could have unintended
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consequences on uptake of maternal services and maternal and newborn health
outcomes. In extreme cases, some male involvement strategies (implemented by
both the government and local leaders) have encouraged the denial of services to
women who present themselves at ANC without male partners, compromising the
uptake and access to early initiation of maternal care [81, 82, 39, 83]. Therefore
male involvement strategies should always try to consider, assess and minimise the
potential negative e�ects of increased male involvement.

1.2.8 WHO guidance on male involvement

The need to involve men has been increasingly recognized since 1990, but only in
2015 the World Health Organization set partner involvement as one of the priority
interventions to improve PMTCT outcomes [27]. The 2015 WHO recommen-
dation on maternal and newborn health promotion interventions included active
involvement of men during pregnancy, child birth and post-partum period as an
e�ective intervention to improve maternal as well as newborn health outcomes[27].
Focusing on pregnancy and childbirth more detailed recommendations are men-
tioned in the \ WHO recommendations on antenatal care for a positive pregnancy
experience" and \ WHO recommendations on Intrapartum care for a positive child-
birth experience" [21].

During pregnancy WHO states that men should be targeted during the implemen-
tation of community mobilization through facilitated participatory learning and
action, community mobilisations and home visits. The primary aim of engaging
male partners is to guarantee they support women to make healthy choices for
themselves and their children. Furthermore they emphasize it is important to con-
sider women's preferences, as including male partners could also have a negative
e�ect for women who would prefer to discuss pregnancy-related and other matters
without their partner's involvement.

During childbirth, WHO recommends a companion of choice, such as her spouse
or partner, for all women throughout labour and childbirth. However, they also
add that simple measures such as allowing only female relatives to accompany
women during labour could be used as cost-e�ective and culturally sensitive way
to address privacy issues and cultural preferences[30].

All these WHO recommendations are highlighting the importance of involving
men, but also show the emphasis on guaranteeing women's autonomy under all
circumstances. Furthermore the practical implementation of how men should ac-
tually be involved in a respectful way stays vague.
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1.3 Mozambique

1.3.1 Geography

Mozambique is a sub-Saharan country
located in the Southeast African region.
It has a total surface of around 800 000
square km and 2.500 km of coastline
along the Indian Ocean. The coun-
try has geographical boundaries with
Tanzania, Malawi, Zambia, Zimbabwe,
Swaziland, and South Africa. Mozam-
bique has a tropical climate with two
seasons, a wet season from October to
March and a dry season from April to
September[84].

The country is divided into 11 provinces.
The capital city (Maputo City) also
has a provincial status. The provinces
are further divided into 154 districts
and 407 administrative divisions, en-
compassing smaller localities and ag-

gregated villages[85]. The total population of the country was estimated to be
around 30 million in July 2020[85], a doubling of the population since 1995. The
fertility rate has reduced since 1970 but is still high, with an average of almost 5
births per women in 2018[85]. Around 36% of the total population is estimated to
be living in urban areas[85, 86].

1.3.2 Population

Mozambique's population of 30 million inhabitants is ethnically diverse. Over
twenty di�erent cultural sub-groups of both matrilineal and patrilineal systems
of descent can be identi�ed in the country[87, 88]. Northern and parts of cen-
tral Mozambique have a matrilineal marital, kinship and inheritance system while
southern Mozambique has a patrilineal system. In a patrilineal system the woman
moves to live with the husband's family after marriage, that pays a bride price to
the woman's family in exchange. In this system women often have less power than
in a matrilineal system because the man has\ paid" for the woman and thus has
power over her and their children. In the northern provinces most of the commu-
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nities are characterised by a matrilineal structure, which implies that descent is
traced through the mother and the maternal ancestors, the inheritance of prop-
erty and land titles belonging to mother's lineage and that the man moves to the
house of the woman after marriage. The globally more common patrilineal type
of societal structure is the opposite and is, for instance, the cause of the male's
surname often being taken when a new family is started[89]. Closely related to the
two di�erent marital systems, southern and northern Mozambique are signi�cantly
di�erent socio-economically and culturally, including in terms of gender dynamics
and family structure[88].

1.3.3 Socio economic background

Mozambique has enjoyed remarkable economic gains in the last decade, with an
average of 7% of economic growth between 2011 and 2015 [90]. Unfortunately this
trend has turned recently, in 2017 the GDP decelerated to 3.7% with increasing
external debts and an ongoing �nancial crisis [90]. Furthermore the economic
gains per capita are rather small, due to the fast growing population and only
a minority of the population bene�ting from the higher living standards brought
about by increased levels of income.

Currently, the country is witnessing a boom in the natural resources extraction
industry. Coal and natural gas have been the two main products mobilizing some
international investors into the country. All major gas projects are oriented in
the Cabo Delgado province, a region with major threats of armed groups[91]. The
insurgency is led by al-Shabab, a group that pledged allegiance to the Islamic state
in 2019 and who is increasing attacks in this predominantly Muslim region [91].

Overall, large scale corruption at di�erent levels and poor governance seem to
hamper increased economic and social welfare, despite the economic gains from
natural resources[92]. Mozambique is facing major challenges in the area of social
development and protection and the level of wealth distribution among its citi-
zens, with an increasing inequality level between the highest and lowest incomes.
Mozambique is placed in the position of 180 out of 188 countries in the 2018 Human
Development Index[93].

1.3.4 General living conditions

There are substantial variations in the distribution of wealth across the country.
Six out of ten households (64% ) have access to an improved source of drinking
water, ranging from 53% in rural areas to 89% in urban areas[94]. More than
50% of the people has cell phones in most provinces, except in Zambézia (47% ),
Niassa (48% ) and Cabo Delgado (49% ). Most households in rural areas (90% )
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do not have electricity. The country has a national standard for measuring wealth
(divided in �ve quintiles) by calculating a score based on the number and types
of consumer goods they own, from a television to a bicycle or car, and based on
housing characteristics, such as a source of drinking water, sanitary facilities and
building materials of the house. More than three quarters (81% ) of the population
in urban households are in the fourth and �fth richest quintile of wealth unlike
the rural area where 80% of the population are in the lowest three quintiles[94].
However, poverty in cities might be masked by this assessment because of high
inequality within the cities. Furthermore people living in slums might have more
\ goods" compared to certain rural areas, although they live in an unsafe and
unhealthy environment.

At the provincial level, Zambézia has the highest percentage of population in the
lowest quintile (35% )[94]. Inhambane (2% ), Gaza (1% ), Maputo Province (<1%
) and Maputo City (<1 % ) have the lowest percentages of the population in the
lowest wealth quintile[94].

1.3.5 Education and employment

Mozambique has one of the lowest average years of schooling in the world. Four-
teen percent of women and 27.3% of men above 25 years old received some form of
secondary education. Half of the female population (50% ) above 15 years old can
read and write, while this is 73% for the male population [84]. The overall literacy
rate increased the last years from 48% in 2003 to 61% in 2017[95]. Illiteracy is more
prevalent in rural areas, where 57% of people are non-literate, compared to 23%
in urban settings[95]. The Government has tried to enhance school access for the
growing young population but struggles to also improve quality. The rapid expan-
sion of the population has placed intense pressure on school management, teaching
personnel, and the overall quantity and quality of e�ective classroom instruction,
resulting in a large number of overcrowded schools, growing student/teacher ra-
tios, and low reading and math test scores[96]. Furthermore the system is dealing
with high rates of teacher and director absenteeism, a�ecting the overall quality
and organisation of education [97].

The labour market is dominated by the informal economy. Agriculture continues
to employ the vast majority of the workforce with 71.7% , followed by services (all
type of work where someone is hired to o�er a certain service) with 20.4% . The
vast majority (83.1% ) of employment is considered as\ vulnerable" employment.
Vulnerable employment is de�ned as people engaged as unpaid family workers and
own account workers[84].This type of work is considered vulnerable because of the
risk of sudden loss of income and lack of social security.
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Labour migration is common in Mozambique, mainly by men, with South Africa
as main destination[98]. Mining and farming jobs are the norm for Mozambicans
working in South Africa, with about 24,000 Mozambicans working in the mining
sector[99]. As a consequence the South, poor in natural resources and more prone
to drought and �oods than the other regions, has labour migration as its most
important economic feature, distinguishing it from the Centre and North[98]. Some
argue that the di�erence in wealth between the regions is largely attributed to
the labour migration and the transfer of signi�cant volumes of remittances[98,
100]. In line with other studies about migration, a study conducted in southern
Mozambique also showed an increase in women's autonomy and decision making
power within the household associated with their husbands' migration[100].

1.3.6 Inequality

Looking at data from 1995-2015, there is no common trend in inequality in the
African continent, not even clear regional trends[93]. Income distributions evolved
in a wide variety of ways across countries, underlining the role of national insti-
tutions and policies in shaping inequality. While inequality in East Africa had
declined substantially in Ethiopia and Kenya, the gap between rich and poor has
increased tremendously in Mozambique and Zambia. In Mozambique the incomes
of the bottom 40 percent grew 40 percentage points less than the average[93].
Also gender inequality in Mozambique remains a major challenge in the access to
health services. The Gender Inequality Index synthesises gender-based inequali-
ties in three dimensions�reproductive health, empowerment, and economic activ-
ity�on which Mozambique ranks 138 of 160 countries [93].

1.3.7 Health system organisation

The provision of healthcare services in Mozambique is mainly through the public
sector. The national health system comprises of four levels of care: the primary
healthcare level (Community based care and Health Centers), the secondary level
of care (District Hospitals and Rural Hospitals serving more than one district),
the tertiary level of care (Provincial Hospitals and General Hospitals in the main
cities) and the fourth level of care (Central and Specialized Hospitals)[101, 102]. In
theory, the �ow of patients should follow this organization with minimal bypass but
in reality continuity of care and functioning referral systems are a major challenge.
Similar to several other health systems in LMICs, appropriate gatekeeping to limit
the number of patients using tertiary care who could be better served in primary
care is limited[103].
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In 1991, the Government of Mozambique approved the practice of private medicine[101].
The country witnessed a fast increase in the number private clinics, speci�cally in
the main towns and in particular in Maputo City. Despite this increase in the num-
ber of private health facilities, it is estimated that more than 90% of maternal and
child healthcare services is provided by the public health facilities, although exact
numbers are lacking[104]. Outside the o�cial national health system, traditional
medicine plays an important role in Mozambique. According to the Ministry of
Health, around 70 per cent of the people in Mozambique uses traditional medicine
to treat physical, as well as mental and social, illnesses[105]. The most known
traditional practitioners are herbal practitioners and traditional midwives[105].

Healthcare services evolution

The population in Mozambique has su�ered from colonial oppression, political in-
stability, several episodes of civil war and starvation as a consequence of severe
droughts and �oods in the last century[106]. The severe social and political insta-
bility within the country has a�ected the installation of a strong and functioning
health system in a negative way (for more information about the health system
evolution and policies, see appendix 1). While Mozambique has been a donor
darling for the West for years, donors are increasingly withdrawing their support
because of corruption. At the same time, the government is taking a more au-
tonomous line, angered by donor impositions[107]. Today the health sector is led
by the Ministry of Health or \ Ministério da Saúde" (MoH/MISAU) at the central
level and supported by 11 Provincial Health Directorates or\ Direcção Provin-
cial de Saúde" (DPS) at the provincial level and 150 District Services for Health,
Women, and Social Action or\ Serviço Distrital de Saúde, Mulher e Acção Social"
(SDSMAS) at the district level.In 2017, the health sector received 7.8 percent of
the total value of the State Budget. Mozambique spends nearly the same as other
low income countries on `health as a percentage share of total government expendi-
ture', but slightly less than other sub-Sahara African countries[108]. Furthermore
donor-provided resources to the Health Sector have been both inconsistent and
declining in real value, which is related to the hidden debt crisis around 2016 and
associated national �nancial crisis, causing distrust among donors[109].

1.3.8 Health status indicators

Infectious and communicable diseases

The country's burden of disease is largely a consequence of the high levels of
poverty and a result of the high prevalence of infectious and communicable dis-
eases. Among the top contributors to the country's disease burden are malaria,
diarrhoea, HIV/AIDS, respiratory infections and tuberculosis [110]. Malaria
is considered the major contributor to the country's burden of disease with
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being responsible for 40% of all outpatients' attendance at clinics and approx-
imately 30% of all hospital deaths[111]. Around forty percent of children age
6-59 months tested positive for malaria by rapid diagnostic test according to
the 2018 Mozambique Malaria Indicator Survey[112]. Preventive measures have
improved over the last decade but can still be improved for avoiding malaria re-
lated morbidity and mortality. The same study from 2018 showed that 73%
of children under 5 and 76% of pregnant women age 15-49 slept under an
Insecticide-treated bed net the night before the survey and that two �fth of
pregnant women age 15-49 received 3+ doses of Intermittent preventive treat-
ment in pregnancy to prevent malaria. Malaria prevalence varies widely among
the country: ranging from 1% in Maputo Cidade and Maputo Provínice to 57%
in Cabo Delgado.

Mozambique is one of the sub-Saharan African countries most a�ected by the
HIV/AIDS epidemic, with a national HIV prevalence of 15.1 percent in 2015 for
adults ages 15�49[113]. The other two major killers in Mozambique are Severe
Acute Respiratory Illness (SARI) and diarrhoea, major causes of deaths in chil-
dren under-�ve years of age [114]. Mozambique is also one of the WHO 30 high
tuberculosis (TB) burden countries and faces many challenges in its successful
control of TB, especially among persons living with HIV[115]. In 2018, WHO
estimated Mozambique's TB prevalence to be 551/100,000 people[115].

The co-existence of all these severe diseases such as TB, HIV, malaria, and se-
vere viral infections with non-communicable diseases, results in a\ double bur-
den of disease" [116]. Within the health system, the current focus on vertical
disease programming (often implemented by speci�c donors) has been criticised
because vertical programming traditionally fails to recognize comorbidities or
to encourage joint management approaches[116]. Nevertheless, Mozambique
has been investing in integrated community case management (iCCM) of di-
arrhoea, malaria and pneumonia by installing a national community health
worker (CHW) programme, mainstreamed into government policy and service
delivery. The program was installed in 1978, suspended in 1989 because of
several problems related to �nancing and weak supportive supervision, but re-
launched in 2010 [117]. Evaluations show that the CHW's can play a vital role
in timely accessing health care services in case of both mild diseases and health
emergencies in the communities [118, 119].

Neonatal and Child health

Worldwide, about 44% of child deaths occur during the neonatal period (before
age 1 month) and this proportion is increasing because neonatal mortality is
decreasing slower than is under-5 mortality (=child mortality rate)[120]. In
Mozambique neonatal mortality accounts for 39% of child deaths and was esti-
mated at 29 per 1000 live births in 2019, with the child mortality rate being at
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74 deaths per 1,000 live births[121]. Both demographic indicators show a steady
decline over the last years. Also the infant (=children under 1 year of age) mor-
tality rate decreased in Mozambique in the last three decades (see Figure 2),
but it is still high with 55 deaths of children less than one year of age per 1000
live births in 2019 [122]. Infant, child and neonatal mortality rates are usually
considered to be a re�ection of the extent and impact of prevailing poverty lev-
els and as a proxy indicator of socio-economic development[123]. Among the
main causes are cited the poor quality of healthcare, caused by a low number
of quali�ed health professionals (HPs) and lack of equipment and supplies. Ad-
ditional contributors are a lack of decent referral system, long distances, lack of
transport, a lack of accountability among health providers, poor communication
between health care workers, and gender issues[124, 125, 126, 127]. Studies in
Mozambique, Benin, India and Tanzania have all reported how gender norms
dictate the role of women in the society, whereby women (with their children)
might have a lack of economic options, lack of autonomy and limited decision
making power. Factors that all hamper access to health services and might
have a negative impact on women's and children's health [128, 57, 129].

Figure 4 Infant mortality trend between 2009-2019 for Mozambique (according to
data.unicef.org)
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Maternal health

The maternal mortality ratio (MMR) has decreased signi�cantly in Mozambique
over the last years (see �gure 5). Nevertheless, the latest numbers from 2017 in-
dicate that the MMR is still among the highest in the world with 289 maternal
deaths per 100 000 livebirths (according to the World Bank collection of devel-
opment indicators, compiled from o�cially recognized sources)[130]. Noteworthy
Mozambique has wide variations across the country for almost all health indicators,
with worse health indicators in the northern provinces. On a positive note, the
country has made signi�cant progress in encouraging women to deliver in health
facilities, with a nationwide institutional delivery rate of 70.3% [113]. However,
also here progress has been uneven, with a rate of 87.5% in Maputo Province but
only 41.5% in Zambezia[113].

Besides increasing the number of women delivering in the hospital also the as-
pect of quality of care has received more attention over the last years[113].Recognising
the importance of quality of care, the MoH of Mozambique has made humaniza-
tion and patient friendly care during ANC and delivery one of its priorities since
2007. The culture of promoting RMC has become more widespread in Mozambique
and a selection of maternity wards have become centers of quality and humanized
Maternal and Newborn Health care provision under the �Iniciativa Maternidade
Modelo� (Model Maternity Initiative)[131]. Respectful maternity care is one of
the essential packages of the model and includes respect for beliefs, traditions, and
culture; the right to information and privacy; choice of a companion; freedom of
movement and position; skin-to-skin contact and early breastfeeding; appropriate
use of technology and e�ective lifesaving interventions; and prevention of violence
and disrespectful care[26]. Besides training health providers the initiative also in-
cluded several quality assessments at facility level. More information about all
components of the initiative can be found online at https://www.mchip.net/sites/
default/�les/Promoting_RMC_in_Mozambique.pdf. By 2017 the initiative was
implemented in all hospitals (central, provincial and district) within the country
and almost half of the health centres [unpublished report JHPiego and MoH].
However, no evaluation has been conducted (or made public) after introducing
this model regarding women's experiences with care during labour and delivery in
Mozambique. Studies examining the prevalence of disrespect and abuse in mater-
nity care in Mozambique are scarce, especially in comparison to other countries in
the region such as Tanzania, South-Africa and Kenya[132, 133, 134, 135].
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Figure 5 Maternal mortality trend between 2000-2017 for Mozambique (according
to the World Bank Estimates.)

David et al. (2014) examined the prevalence of maternal deaths in Maputo
Province and analysed the causes of these deaths more in depth [136]. In line
with global causes of maternal mortality, life-threatening emergencies around the
time of birth seems the major contributor to maternal mortality because of sev-
eral delays in reaching the facility and a lack of adequate emergency responses
inside health services. More than half of maternal deaths in Maputo Province
were related to indirect causes such as HIV (20% ), malaria (20% ) and other
infectious diseases (11% ). The direct causes count for 49% of maternal deaths
and include post-partum haemorrhage, pre-eclampsia/eclampsia and, and sepsis
[137]. The high proportional rate of maternal deaths related to indirect causes can
be explained partly by a high HIV prevalence (15.8% ) among pregnant women
[138, 82, 139]. HIV infection during pregnancy increases the risk of maternal death
by about eight times. In countries with a high HIV and malaria prevalence ante-
natal care can reduce maternal mortality signi�cantly by preventing and treating
these infections in an early state, as well as allowing detection of other morbidities
during pregnancy and providing the opportunity for adequate treatment [140].
Inadequate antenatal care (both attendance and quality) is cited as one of the
causes of maternal morbidity and mortality in Mozambique [136]. The last avail-
able data showed that 93% of women have at least one antenatal care consultation
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during pregnancy but that only 55% received the recommended four or more ANC
visits[113].

Chavane et al. (2018) analysed maternal mortality in Mozambique by the three
delay model and found that 40% of maternal mortality was related to a delay
to reach the health facility that provides emergency obstetric care (delay type
II) and 14 % of maternal deaths were related to a delay in receiving appropriate
care once reaching the health facility providing emergency obstetric care (delay
type III). The last delay demonstrates that the Mozambican health system is
struggling to provide adequate emergency obstetrical care services, due to several
factors such as is the lack of speci�c midwifery and specialist skills from health
providers, shortage in supplies and a hampering referral system.The standardized
national curriculum of midwifery education requires 4 years of studying, followed
by continuous professional development through in-service training and refresher
courses[141, 142]. However, midwifery care in health facilities is often provided by
health professionals with less years of schooling ("nursing assistants" for example
with 1 year of training) due to a lack of midwives. Delays in reaching the health
facility (delay type II) seem in�uenced by long distances from health facilities,
poor referral systems within the health system, and lack of money and decision
making power [143, 101]. Also smaller studies, focusing on both urban and rural
areas, report similar �ndings including spatial disparities in geographic access to
reproductive health services and gender inequality in decision making power in
pregnancy[144, 145, 146] as causes of poor maternal health outcomes.

An at risk group for poor maternal health outcomes in Mozambique are young girls.
Adolescent pregnancy is known to be one of the contributors to Mozambique's high
maternal mortality rate, with almost half of girls aged from 15 to 19 years having
a child or having been pregnant[113]. Teenage mothers are more likely to su�er
serious complications and death, as well as their newborns[147]. Approximately
20% of maternal deaths occur in girls who have not reached their twentieth year
and 14% as a result of abortion[148].

Also unsafe abortions [149] are a major contributor of maternal mortality in
Mozambique, although national data about the prevalence of safe and unsafe abor-
tions are hard to �nd. A recent study in Maputo and Quelimane reported that
9.2% of women had undergone an induced abortion, of which 20% was unsafe[150].
In addition there is a high unmet need for family planning services (one in four
women of reproductive age has an unmet need) [150], causing a high number of
unplanned pregnancies and high fertility rate of 5 births per women.

It is important to realise that men seem to be the main decision makers in accessing
maternal health services in Mozambique, varying from accessing antenatal care
to delivering in a health facility and accessing family planning services[151]. The
important role of men in maternal health care access and utilisation was shown in a
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recent study showing a direct link between male participation in birth preparedness
and complication readiness (BPCR) and higher odds of institutional delivery[152].

1.3.9 Focus of the thesis

In this thesis we focus on pregnancy and childbirth along the continuum of ma-
ternal and newborn health care (see Figure 4) in southern Mozambique with a
particular focus on\ respectful maternity care" . In addition we focus on the role
of the male partner within this period, as they are hardly included in maternal
health care programs but play an essential role in accessing and receiving maternal
health care services [35].

Figure 6 Packages in the continuum of care, adapted from the WHO Technical
Consultation on Newborn Health Indicators[153]
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Chapter 2

Objectives and general methods

2.1 Objectives

The main focus of this dissertation is respectful maternity care in southern Mozam-
bique and the role of the male partner. The following three aims, each with speci�c
research questions, guided this dissertation:
The �rst aim is to assess the implementation of respectful maternity care
in southern Mozambique, including the role of the male partner . The
following research questions will be answered:

1a. To what extent are the principles of respectful maternity care imple-
mented in Maputo City and Maputo Province?
1b. What are potential contributors to the occurrence of D&A during
childbirth (from the providers' perspective).

The second aim is toassess the role of the male partner during pregnancy
and childbirth in southern Mozambique and explore barriers for male
involvement .

2a. What are barriers and facilitators at policy level, provider level and com-
munity level for involving men during pregnancy and childbirth in Mozam-
bique.
2b: What are current practices of men and level of knowledge of danger signs
during pregnancy and childbirth in the community in southern Mozambique

The third aim is to explore the conceptualisation of male involvement in
maternal health from a global perspective .

3a: Which de�nitions and indicators have been used in the scienti�c litera-
ture in the last 20 years for assessing male involvement in maternal health.
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3b: What are the most relevant and evidence based indicators for measuring
male involvement in maternal health from a global perspective.
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2.2 General methods

To answer the research questions and study objectives of this dissertation, several
data-collection methods and data sources were used, namely quantitative surveys,
in depth individual interviews, focus group discussions, a systematic review of the
literature and a Delphi study. For clarity and coherence, we will brie�y describe
the rationale for the chosen approaches and methods in this section. A timeline
giving an overview of the data collection period of each study can be found in table
1 at the end of this section. For detailed information regarding the used methods
and analysis of each study we refer to the next chapters and information in the
publications.

Every aim was explored by mixing quantitative and qualitative data because
we believed that neither quantitative nor qualitative methods were su�cient to
achieve the particular research aims. Mixed methods is a procedure for collecting,
analysing, and\ mixing" or integrating both quantitative and qualitative data at
some stage of the research process within a single study for the purpose of gaining
a better understanding of the research problem [154, 155]. While every aim of our
research was explored by a mix of qualitative and quantitative data and examined
by a mixed method approach, we decided to publish results in di�erent publica-
tions (and not as one mixed method study) because of the word limit of journals
and di�ering time lines of analysis and publication. Nevertheless, we published
intertwined studies in the same journals and referred to one and other within the
publications for emphasizing the coherence of the di�erent studies.

1) Assessthe implementationof respectfulmaternity carein southernMozambique
and in particular the role of the male partner

The study design for exploring the �rst aim was a sequential explanatory
mixed method design[156, 157], First quantitative data was collected, more
speci�cally a quantitative survey among women on the maternity ward in two
di�erent settings regarding the provision of respectful maternity care. The
study used a cross sectional design, examining the prevalence of disrespect
and abuse in two di�erent settings (urban versus semirural) by interviewing
women in the �rst days after childbirth about their experience of the care
provided during childbirth. This data supported the design of the second
study (and second research question), namely examining potential contribu-
tors to the occurrence of disrespect and abuse (D&A) from the perspective of
midwives. This study used focus group discussions to obtain the knowledge,
perspectives and attitudes of midwives about RMC, and seek explanations
for the occurrence of D&A. Because of the sensitive nature of the topic, which
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might be di�cult to explore by direct questions in one-to-one interviews, Fo-
cus Group Discussions (FGDs) were chosen as the most suitable method of
data collection[158]. We selected homogeneous FGDs (by organising a di�er-
ent FGD for the head midwives) to stimulate con�dence among individual
group members in voicing their own views [159]. Contrary to the �rst study,
FGDs took place with midwives in one setting, based on the assumption that
midwives often have worked in various places and can also reveal potential
contributors in other settings than their current working environment.

2) Assessthe role of the male partner during pregnancy and childbirth in
southernMozambiqueand explorepersistentbarriers for male involvement.

The second aim was explored by conducting a situation analysis regarding
male involvement in maternal health in southern Mozambique, consisting of a
mix of quantitative and qualitative data, for which an exploratory sequential
design was used[160]. Firstly, qualitative data was collected in two semirural
districts at di�erent levels to explore policymakers, health providers and
community perspectives regarding male involvement in maternal health in
Mozambique. Semi-structured observations, in depth interviews and focus
group discussions were used as data collection method. These �ndings lead
to the answer of research question 1.

The preliminary results of this qualitative analysis were used to direct the
next quantitative phase, consisting of a household survey in the same setting
regarding the role of men during pregnancy and childbirth. Questions for
this survey were formulated based on the existing literature and preliminary
�ndings of the observations and interviews from the qualitative phase. Fur-
thermore interpretation of the results of this household survey was facilitated
by the knowledge gained during the qualitative data collection. Findings of
this cross sectional household survey were used to formulate a response to
research question 2.

3) Explore current de�nitions and indicators of male involvement in maternal
health from a global perspective

The third aim was achieved by conducting a quantitative systematic review
(for answering research question 1) and modi�ed Delphi study (for answering
research question 2). An explanatory mixed method approach was used,
meaning that the �ndings of the systematic review were further re�ned by
means of a Delphi study.
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In the systematic review we focused on quantitative studies and likewise only
quantitative analysis were conducted (including descriptive statistics, infer-
ential statistics and text mining). Immediately after obtaining the results of
the systematic review, a Delphi study was conducted to re�ne the �ndings
and receive input from experts globally. While a Delphi study is considered
as a mix of quantitative and qualitative data collection[161, 162, 163], the
qualitative �ndings were most dominant for the �nal conclusions.

Table 1 A timeline indicating the data collection period of every study included in
this dissertation
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Chapter 3

The implementation of respectful
maternity care in southern
Mozambique, including the role of
the male partner

3.1 To what extent are the principles of respectful
maternity care implemented in Maputo City
and Maputo Province?

Disrespectand abuseduring facility-based childbirth in southern Mozambique: a
cross-sectionalstudy.

BMC Pregnancy and Childbirth � Open Access � Published 22 October 2019

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2532-
z
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SUMMARY

What is already known?

-Worldwide, maternal health e�orts have been shifted from an emphasis on boost-
ing service utilisation to improving quality of care. The increased focus on quality
of care has brought to attention the aspect of respectful maternity care, demon-
strating many women experience disrespect and abuse worldwide when giving
birth.

-The aspect of respectful maternity care is hardly studied in Mozambique, although
several programs have been implemented to train health care providers regarding
the core principles of respectful care for women during labour and childbirth.

What are the new �ndings?

-Our study showed that disrespect and abuse during childbirth was common in
southern Mozambique although the prevalence of certain forms of abuse such a
physical violence and bribing were rather low compared to the neighbouring coun-
tries.

-There was a huge di�erence in prevalence of disrespect and abuse between the
district hospitals and referral hospital.

-Restrictive policies and lack of privacy made it impossible for the male partner
to accompany the woman during childbirth, although the majority of women were
in favour of having the male partner as a birth companion.

What are the implications of the new �ndings?

-The occurrence of disrespect and abuse was much higher in the district empha-
sizing the high need for tailored interventions according to the context.

-Allowing male partners as birth companions should be explored further, as women
seem in favour of involving their partners. Furthermore some studies indicate
involving the male partner as birth companion might also be a protective factor
against D&A.
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3.2 What are potential contributors to the occur-
rence of D&A during childbirth (from the providers'
perspective)?

A qualitative study on midwives' identity and perspectiveson the occurrenceof
disrespectand abusein Maputo city.

BMC Pregnancy and Childbirth � Open Access � Published 19 October 2020

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-020-03320-
0
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SUMMARY

What is already known?

-Disrespect and abuse during childbirth are widespread and many maternity providers
have witnessed or engaged in disrespect and abuse of women during childbirth.

-Some initiatives have been taken to improve respectful care during childbirth in
southern Mozambique but studies regarding providers' perspectives on the occur-
rence of disrespect and abuse are scarce.

What are the new �ndings?

-Midwives in southern Mozambique are struggling with their low position in the
health system and in society and might fuel their frustrations on patients. In addi-
tion they do not seem adequately trained to handle stressful emergency situations
and risk to conduct disrespectful behaviour when an obstetric emergency occurs.

- In our study we could not identify an intentional abuse by providers, making
terms such as obstetric violence and abuse misplaced in this context.

-Supportive supervision and avoiding a blaming culture, seems key for mitigating
D&A in health facilities, together with an increased respect for midwives (both by
society and within the health system).

-Midwives are in favour of continuous labour companionship and are open for
receiving men as companions when privacy can be respected.

What are the implications of the new �ndings?

-Better training and supervision of health care providers can contribute to avoid-
ing D&A in obstetric care. A more positive approach to the problem (by using
terms such as RMC instead of disrespect and abuse) is needed for avoiding further
blaming of health care providers.

-Allowing male birth companions should be pilot tested within the hospitals, as
there is a demand from women and their partners. Main barriers for male involve-
ment during childbirth seem originated at the health system level.
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Chapter 4

The role of the male partner during
pregnancy and childbirth in
southern Mozambique and
persistent barriers for male
involvement.

4.1 What are barriers and facilitators at policy
level, provider level and community level for
involving men during pregnancy and childbirth
in Mozambique.

Policymaker, health provider and community perspectiveson male involvement
during pregnancyin southernMozambique: a qualitative study

BMC Pregnancy and Childbirth � Open Access � Published 28 October 2020
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2530-
1
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SUMMARY

What is already known?

-Barriers to male attendance at antenatal care and broader involvement in mater-
nal health operate at multiple levels and vary according to the context.

-Research from central Mozambique showed that a) gender inequality in decision
making and b) community beliefs that male participation in ANC services re�ects
a woman's HIV-positive status are major barriers for male involvement in maternal
health.

What are the new �ndings?

-Persistent gender inequality in and outside the health facility hamper successful
implementation of male involvement programs

-The long standing association of men attending ANC services with being HIV
positive is a serious barrier for male presence at ANC in southern Mozambique as
well.

-External donors often focus on speci�c measurable health outcomes (such as male
testing and male presence at ANC) when implementing male involvement programs
in southern Mozambique.

What are the implications of the new �ndings?

-Couple oriented ANC consultations are needed to correspond to men and women's
needs during pregnancy and childbirth, together with promoting gender equitable
relationships between men and women in and outside the health facility.

-Male involvement programs should also focus on other aspects of men's role during
pregnancy and childbirth than ANC presence and HIV testing for improving not
only maternal health outcomes but also broader health outcomes.
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4.2 What are current practices of men and level of
knowledge of danger signs during pregnancy
and childbirth in the community in Mozam-
bique

A cross-sectional study of the role of men and the knowledge of danger signs during
pregnancy in southern Mozambique

BMC Pregnancy and Childbirth � Open Access � Published 29 September 2020

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-020-03265-
4
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SUMMARY

What is already known?

-Male presence at ANC is estimated to be very low in Mozambique, but national
numbers or estimates are not available.

-High quality antenatal care is a challenge in Mozambique and often not all com-
ponents of care are provided in rural health facilities.

What are the new �ndings?

-Maternal health care cannot solely be considered as\ a women's business" , in
majority of the cases men are involved in the decisions about antenatal care at-
tendance and providing �nancial support.

-Maternal health care knowledge was equally low among men and women and male
presence during ANC (at least once in the last pregnancy) was reported to be 30%
.

-Communication with the partner was associated with higher maternal health
knowledge among men and women, while presence at ANC was not.

What are the implications of the new �ndings?

-The quality of ANC should be improved for optimising maternal health care
provision, whereby counselling of men and women regarding birth preparedness
and knowledge of danger signs takes a central place.

-Improving and facilitating communication between men and women about ma-
ternal health care issues might be an important intervention strategy to improve
male involvement and maternal health outcomes.
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Chapter 5

The conceptualisation of male
involvement in maternal health from
a global perspective.

5.1 Which de�nitions and indicators have been used
in the scienti�c literature in the last 20 years
for assessing male involvement in maternal health.

A systematic review of the concept \ male involvement in maternal health" by
natural languageprocessingand descriptive analysis

https://gh.bmj.com/content/6/4/e004909

Submitted to BMJ Global health 30th of December 2020, accepted for publication
18th of March.
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SUMMARY

What is already known?

-Increasing male involvement (MI) in maternal health (MH) is considered to be a
promising and e�ective intervention for improving maternal and newborn health
outcomes.

-Male involvement is described as a multifaceted concept in the quantitative liter-
ature, although a multidimensional evidence-based set of indicators is lacking.

-In qualitative literature male involvement is often described by men and women
from di�erent settings as the male partner\ being there" , meaning giving physical
and emotional support.

What are the new �ndings?

-Conceptualisation of male involvement in maternal health in the literature is
done by focusing on either the psychosocial aspects or on maternal health care
utilisation. The attention given to one or both aspects resulted in the use of
di�erent indicators and depended on the geographical context of the study.

-Overall male involvement was most often measured by instrumental actions such
as presence at health services, �nancial support or providing transport. Other
aspects of male involvement, such as communication, emotional support and shared
decision making have received little attention, especially in low- and middle-income
countries.

What do the new �ndings imply?

-More research into other aspects of male involvement (such as the subjective
feeling of perceived support and shared decision making) can broaden the potential
of male involvement programs and also reveal and minimize potential negative
side-e�ects of male involvement interventions.

-A more holistic assessment of MI in MH, exploring di�erent aspects of male in-
volvement, could facilitate researchers to generate more robust �ndings, strength-
ening the existing evidence on male involvement programmes.
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