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A B S T R A C T   

Background: The implementation of maternity waiting home (MWH) has been used as a strategy to improve 
maternal health outcomes in low-resource settings such as Ethiopia. However, MWH utilization is low in 
Ethiopia, and women’s access to MWH depends largely on male partners’ decisions. This study explored male- 
partners perspectives of MWHs including their experiences of paternal support in rural Ethiopia. 
Study design: An exploratory qualitative study with a phenomenological methodological orientation was 
performed. 
Methods: This study was conducted in Ana-Lemo and Gibe districts of Hadiya Zone, in rural Southern Ethiopia. 
The study participants were male partners. A purposive sampling technique was used to recruit 47 participants. 
Data were collected from May 10–25, 2023. Four focus group discussions, 15 in-depth interviews, and obser-
vations were conducted. The interviews were audio-recorded, transcribed and the thematic content analysis was 
performed using ATLAS.ti 7.1.4 software. 
Results: This study showed that male-partners participated in spousal communication and provided practical 
support such as sharing household chores and financial support; however, they did not accompany their spouses 
to health facilities. Long distances, lack of transportation, poor referral services, and perceived poor quality of 
care were barriers to maternal health services. Furthermore, male-partners demonstrated poor awareness and 
unfavorable attitudes of MWHs. 
Conclusions: Male-partners participated in spousal communication, shared household chores and provided 
financial support to their spouses; however, they did not accompany them to health facilities. They had poor 
awareness and unfavorable attitudes of MWHs. Creating awareness among male partners may improve their 
attitude towards MWHs and other maternal health services in rural Ethiopia.   

What this study adds  

⁃ This study found that male partners participated in spousal 
communication, shared household chores and provided financial 
support. However, they did not accompany their spouses to health-
care facilities during pregnancy. 

⁃ Male partners demonstrated poor awareness and unfavorable atti-
tudes toward maternity waiting homes. 

Implications for practice  

⁃ Creating awareness through health education among male partners 
may improve their attitudes toward maternity waiting homes as well 
as the practices of paternal support. 

1. Introduction 

The World Health Organization (WHO) recommends the imple-
mentation of maternity waiting homes (MWH) as a strategy to improve 
the maternal and newborn health outcomes in low-resource settings [1]. 
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Maternity waiting home is a shelter located near a qualified health fa-
cility where a pregnant woman can stay and be transferred to delivery 
wards shortly before childbirth, or earlier should complications arise 
[2]. Ethiopia has implemented MWHs for several decades; however, its 
utilization is low in the country [3,4]. 

Some of the important barriers of women’s access to MWHs were 
household chores and the fact that their use of MWHs depends largely on 
male-partners’ decisions [5,6]. Given the patriarchal dominance, final 
decisions regarding MWH use in Ethiopia is mainly made by 
male-partners [7]. In some instances, male-partners prevented women 
from using MWHs [8]. Studies showed that involving male-partners can 
contribute to improvements in health behaviors and the use of maternal 
health services [9]. However, in a study from Ethiopia, only half of the 
male-partners were involved in MWHs [10], implying significant pro-
portion of male-partners did not involve in MWHs. Some of the impor-
tant roles of male partners in MWHs included decision-making and 
securing funds for transport, food, cleaning materials, and clothes for the 
mother and the newborn to use during and after labor [7]. 

In a study from rural Zambia, male partners perceived several po-
tential benefits of MWHs, including improved access to health facility 
delivery services and treatment in case of labor complications [7]. 
However, studies that explore male partners’ perspectives of MWHs are 
deficient in Ethiopia. Therefore, this study explored male partners’ 
perspectives of MWHs, including their experiences of paternal support in 
rural Ethiopia. In this study, male partner refers to the husband of a 
woman living together at the time of this study. 

2. Methods 

2.1. Study setting and period 

The study was conducted in Gibe and Ana-Lemo districts of Hadiya 
Zone in rural Southern Ethiopia, from 10th – 25th of May 2023. The two 
districts were purposefully selected based on the availability of func-
tional MWHs. There were 10 health centers with functional MWHs in 
these two districts. Based on the information we obtained from the Zonal 
health department, the total estimated population of the two districts 
was 295,000 in 2023. Moreover, there was one primary hospital and 42 
health posts in the two districts. The livelihood of the population mainly 
depends on agriculture. 

2.2. Study design 

An exploratory qualitative study with a phenomenological method-
ological orientation was performed. 

2.3. Sampling technique and sample size 

Two districts (Gibe and Ana-Lemo) were selected based on the 
availability of MWHs. Five health facilities (Megacho, Omochora, 
Fonko, Achamo, and Bandelecho health centers) which had functional 
MWHs were selected. Then the participants were recruited using pur-
posive sampling technique from the catchments of the selected health 
centers. Health centers heads and health extension workers (from 
remote health posts) assisted in the recruitment of the participants. 

As a result, a total of 47 participants were recruited. The participants 
were allocated to the focus groups and in-depth interviews purposively 
based on their residence and feasibility of gathering for the focus groups. 
Four focus group discussions (FGD) with an average number of 8 par-
ticipants and 15 in-depth interviews (IDI) were performed. The ques-
tions for FGDs focused on exploring participants views on MWHs 
whereas questions for IDI addressed both views on MWHs and experi-
ences of paternal support. Thus, IDIs were primarily used to explore 
participants’ personal experiences of paternal support, including views 
on MWHs, whereas FGDs were used to explore perspectives on MWHs. 
The sample size was determined based on the concept of theoretical 

saturation [11]. The data saturation was considered when new ideas 
were no longer obtained from the interviews. 

2.4. Study participants 

The study participants were male-partners of women who gave birth 
in the last 12 months and were living together at the time of the study. 

2.5. Inclusion criteria 

Male-partners of women who had given birth in the last 12 months 
prior to the study lived at least ≥2 h of walking distance from the nearest 
health facility, had limited access to transportation, and were willing to 
participate in the study. All the recruited participants participated in the 
study. 

2.6. Data collection procedures 

Data were collected through IDIs, FGDs and observations. Informed 
consent was obtained from each participant. The interview guides were 
prepared by the research team members (S1 Appendix & S2 Appendix). 
The in-depth interviews took 20–45 min whereas the FGDs lasted 30–55 
min, and all were audio-recorded. 

2.7. Research team composition and their relationship with study 
participants 

The research team was composed of three investigators: two from 
Jimma University, Ethiopia; and one from Torrens University Australia, 
Adelaide, Australia. Two assistants who participated in data collection 
were public health experts. Neither the investigators nor the research 
assistants had a prior relationship with the participants. 

2.8. Data analysis 

The FGD and IDI audio-records were transcribed, and thematic 
content analysis was performed. Data analysis process comprises three 
steps. First, the primary author developed a priori codebook based on 
the study objectives and interview guides. Second, this codebook was 
further refined by the other two investigators, and the coding process 
was completed by using ATLAS.ti 7.1.4. Third, the codes were catego-
rized into a priori developed themes based on the similarity in partici-
pants’ opinions. Newly emerging themes were assessed to see their 
compatibility with the priori established themes. 

We used the Consolidated Criteria for Reporting Qualitative 
Research (COREQ) checklist [12] to guide reporting of this study. To 
illustrate the themes, narrative texts were used in combination with 
quotes from participants. 

2.9. Patient and public involvement 

It was not possible to involve patients or the public in the design, 
conduct, reporting, or dissemination plans of our research. The study 
results will be shared with the participants and the public once pub-
lished. We thank all the participants. 

3. Results 

3.1. Characteristics of the participants 

The study showed that above half of the participants were in the age 
group 30–39 years. Likewise, more than half of the participants had no 
formal education, and nearly three-fourths were farmers (Table 1). 
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3.2. Availability of infrastructures and basic facilities at MWHs 

All of the MWHs were found in the compound of the health facilities, 
and seven of them were independent houses whereas three were rooms 
originally built as part of the health facility but dedicated for MWH 
services. The MWHs without pipe water sources transported drinking 
water from municipality water sources. We observed registration books 
at eight of the MWHs (Table 2). 

4. Perspectives on MWHs and paternal support 

The data were coded and codes were grouped into three themes and 
eight sub-themes. The themes were experiences of paternal support, 
maternal healthcare, and perspectives on MWHs (Fig. 1). 

4.1. Theme 1: experiences of paternal support 

4.1.1. Spousal communication 
Most participants said they talked with their spouses and made de-

cisions regarding family matters including pregnancy and delivery is-
sues. However, some did not exercise open communication on health 
matters. They mentioned lack of awareness about maternal health as a 
reason of poor communication. 

“We usually talk and make decisions together. We openly talk about any 
issue, including health matters. For example, in her last pregnancy, we 
decided the place of delivery together.” (30–39 years old participant, IDI) 

4.1.2. Practical support 
Participants supported their spouses by sharing housework; howev-

er, some did not involve in any housework activity due to high burden of 
field works such as gardening and agriculture. In some situations, sup-
porting one’s wife was considered foolish due to the patriarchal nature 
of the family system and gender roles. 

“I take care of my children, fetch water, wash clothes, and split firewood. 
Even I washed her feet although this is considered foolish in some in-
stances.” (40–49 years old participant, IDI) 

The participants did not allow their spouses to perform heavy tasks 
such as ploughing and splitting firewood during pregnancy. 

“I provide food for her [my wife] and my children. In the last pregnancy, I 
prohibited her from ploughing and splitting firewood until one year after 
delivery.” (20–29 years old participant, IDI) 

In addition, participants provided locally available foods to their 
spouses and cover maternal health service-related costs such as trans-
portation and medication expenditures. 

“I am responsible for my family’s livelihood including food, trans-
portation, and medications.” (30–39 years participant, IDI) 

4.1.3. Physical support 
Participants did not provide physical support to their spouses by 

accompanying them to health facilities during antenatal visits and 
childbirth. However, they made their spouses to feel relaxed and good 
and provided support by sharing their social responsibilities, such as 
participating in ’Iddirs’ [Iddir - a local association where people gather 
and support each other[13].] 

“I did not accompany my wife when she visited a health facility for 
antenatal care or delivery. But I covered her social responsibilities such as 
‘Iddirs’.” (30–39 years old participant, IDI) 

Participants mentioned that they could not stay with their expectant 
spouses at home during pregnancy due to various reasons such as work 
conditions. Family members such as woman’s mother or sister stayed 
with the woman during pregnancy. 

“I cannot stay with her at home. If I have to care for the cattle and work in 
the garden. Usually, stays at home with her mother or sister.” (30–39 
years old participant, IDI) 

4.2. Theme 2: maternal healthcare 

4.2.1. Access to health services 
Most of the participants witnessed that their spouses did not visit 

health facility for antenatal care (ANC). For some mothers, home de-
livery was the only preferred option as health facility is far from their 
living areas and access to transportation is limited. Some delivered on 
the road while being transported to health facilities. 

“Only few women visit health facilities for ANC services due to fear of 
travelling long distances. Sometimes women delivered on the road while 
going to the health facilities for delivery. That is why women prefer home 
delivery.” (30–39 years old participant, FGD) 

Long distances and lack of transportation were reasons for poor 
attendance at ANC and skilled birth. 

“All of my children were delivered at home. Because we live far from the 
health facilities and there is no transportation.” (30–39 years old 
participant, FGD) 

Table 1 
Characteristics of the participants in rural Ethiopia, 2023.  

Characteristics Category Number of participants 

Age 20–29 9 
30–39 26 
40–49 10 
≥50 2 

Educational status No formal education 25 
Primary (Grade 1–8) 12 
Secondary (Grade 9–12) 6 
Tertiary (> Grade 12) 4 

Occupation Farmer 35 
Government employee 8 
Others* 4 

Number of children 0–2 11 
3–4 24 
≥5 12 

Others*: Community volunteers or local militia. 

Table 2 
Availability of infrastructures and basic facilities at MWHs in rural Ethiopia, 
2023.  

Variables Response category Frequency 

Type of house Traditional huts 2 
Corrugated iron 8 

Number of classes 2 6 
≥3 4 

Number of beds 4 7 
≥5 3 

Cooking area Yes 10 
No 0 

Latrine Yes 10 
No 0 

Pipe water Yes 7 
No 3 

Bathroom Yes 10 
No 0 

Electricity Yes 10 
No 0 

Television Yes 10 
No 0 

Registration book Yes 8 
No 2  
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In addition, lack of timely referral services affect use of maternal 
health services. Lack of ambulance services and limited access to 
transportation aggravated this situation. 

“I took her [my wife] to the health center which was 8 km far when labor 
starts but they referred her to a primary hospital. There was no ambulance 
for transportation. She delivered on the way before reaching the hospi-
tal.” (40–49 years old participant, IDI) 

4.2.2. Quality of care 
The perceived poor quality of care and health workers behavior 

affected women’s decisions to use maternal health services. Health 
workers did not welcome women during ANC visits. The participants 
suggested that providing incentives to women at health facilities may 
encourage other women to visit health facilities. 

“Sometimes health workers do not welcome them [pregnant women]. 
They are not good especially during labor and birth.”(30–39 years old 
participant, FGD) 

4.3. Theme 3: perspectives on MWHs 

4.3.1. Knowledge of MWHs 
The participants’ demonstrated poor awareness of the MWHs. Par-

ticipants who were informed about the existence of MWHs did not know 
what services were available at the MWHs. 

“I was informed about maternity waiting home. It is a home where 
pregnant women stay until delivery. However, I do not know what services 
are available at MWHs.” (30–39 years old participant, IDI) 

Healthcare professionals were sources of information. Some partic-
ipants were informed about MWHs by the health workers at health fa-
cilities or health extension workers. 

“I heard about waiting home when I came to the health center last year 
with my wife to get our child vaccinated. Nurses informed us. They 
showed us the home in the compound of a health facility.” (40–49 years 
old participant, IDI) 

4.3.2. Attitude towards MWHs 
Participants had unfavorable attitude towards MWHs. They thought 

that allowing their spouses to stay at MWH would be difficult for them 
due to housework burden and lack of someone to care for children left at 
home. They preferred their expectant to stay at home and go to health 
facility if need arise, rather than staying at MWH. 

“I am not sure about the services provided at waiting home. But I think it 
will be difficult for a woman to stay away from home for weeks. Who will 
care for the kids and do the housework? Our women usually stay at home 
until delivery. We take them to health facilities only if they face a problem 
during labor.” (40–49 years old participant, FGD) 

Furthermore, participants stated that women did not want to miss 
the ceremonies at home during childbirth. They would be surrounded 
with their families, relatives, and neighbor during labor and after birth 
while at home. However, they said educating the community about 
MWH in village and public gatherings (in marketplaces) may improve 
understanding and attitudes regarding MWH. 

“Our women do not want to miss the cultural ceremonies at home during 
childbirth. They will be surrounded by families, neighbors and relatives. 
They will miss this if they stay at waiting home. In addition, we do not 
have proper knowledge about waiting home. I suggest health workers 
educate the women and community about waiting homes at market pla-
ces.” (30–39 years old participant, FGD) 

4.3.3. Perceived barriers to MWHs 
Lack of awareness and problems with basic facilities, such as 

Fig. 1. Codes & themes flowchart.  
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shortages of water and medical supplies, threaten women’s use of 
MWHs. We observed that some of the MWHs did not have registration 
books. 

“There is a shortage of water in this health center. The women at MWHs 
are facing the problem of water shortage to cook food and take baths. 
Sometimes there is a shortage of gloves and syringes.” (20–29 years old 
participant, FGD) 

5. Discussion 

Findings of this study showed that male-partners participated in 
spousal communication, sharing household chores, and financial sup-
port; however, they did not accompany their spouses to health facilities. 
In addition, male-partners had unfavorable attitude and poor awareness 
of MWHs. 

In this study male-partners took part in spousal communication and 
provided financial support to their spouses; however, they did not 
accompany them to health facilities. The patriarchal nature of Ethiopian 
community [14] affects maternal healthcare utilization including 
MWHs. Likewise, in another study male partners involved in spousal 
communication and provided financial support to their spouses during 
pregnancy and childbirth [15,16]. This implies that interventions 
involving couples to improve maternal health services uptake including 
MWH may work in these settings, as families have a practice of couple 
communication, although the practice differs. Such interventions may 
also improve male partners’ participation in accompanying their spou-
ses during antenatal visits and delivery to health facilities. 

The participants also provided practical support to their spouses 
through sharing household chores. Likewise, a study from Zambia shows 
male-partners provided food, cleaning supplies, and clothing for the 
mothers and their newborns [7]. In contrast, other studies show that 
male-partners provided little or no support to their spouses [17,18]. Our 
study also revealed that, supporting one’s wife is considered foolish. 
This can discourage paternal support and affect women’s access to 
maternal health services including MWHs. Studies from Kenya and 
Nepal reveal that the feminization of maternal health issues and stigma 
discouraged male-partners involvement [15,19]. Therefore, the exis-
tence of social and cultural norms discourage paternal support and 
involvement in maternal health services including MWHs. 

In this study, the ANC attendance was poor and women had the only 
option to prefer home delivery due to geographic barriers. Likewise, 
other studies show low attendance at ANC[20,21], women prefer 
traditional birth attendants or faith healers and do not use ANCif there is 
no illness during pregnancy [15,20], and home delivery was preferred 
because of lack of household and community support [22]. Long dis-
tances and lack of transportation, poor referral services, perceived poor 
quality of care and behavior of the healthcare staff were reasons for poor 
attendance at ANC and skilled birth. This is consistent with other studies 
that show the low quality of health services [23], poor attitude of health 
workers [24], and geographical distance and unavailability of transport 
services [15,20] are barriers to maternal health services. It is crucial to 
consider these factors while performing maternal health service 
interventions. 

The participants had poor awareness of the MWHs. In line with this, 
another study shows that lack of awareness is one of the barriers that 
influences male-partners’ participation and women’s access to MWHs 
[10]. In our study, health workers were source of information about 
MWH. In support of this, other studies stated health workers to be 
sources of information about MWH [8,25]. This indicates that health 
workers can be a potential source of information about maternal health 
services including MWH. In addition, in our study, participants had 
unfavorable attitude towards MWH. They perceived that it is difficult for 
women to stay at MWH due to housework and other family re-
sponsibilities at home. However, they suggested the promotion of MWHs 
at public gatherings to create community awareness and attitude 

towards MWH. In support, another study recommends mass-media 
campaigns to improve their awareness and attitudes of MWH [25]. 
This implies that educating the community about MWH may enable 
them to acquire the awareness of and favorable attitude towards MWH. 

In some MWHs, shortages of medical supplies and water were chal-
lenges to service provisions. Similarly, other studies revealed that costs 
related to medical supplies during MWH stay and poor access to clean 
water are challenges to using MWHs [8,26]. Even though MWH services 
are free of charge, the lack of basic facilities, including clean water and 
medical supplies, might discourage women’s access to MWHs. 

5.1. Strengths and limitations of the study 

We used multiple data collection methods, including IDI, FGD, and 
observations to improve the trustworthiness of the study. However, this 
study had a limitation. Because, the participants were male-partners 
whose spouses had given birth in that last 12 months. This might have 
caused a recall bias in data on experiences of paternal support. 

6. Conclusion 

This study showed that male-partners participated in spousal 
communication and provided practical support by sharing household 
chores and financial support. However, they did not provide physical 
support such as accompanying their spouses to health facilities. Long 
distances, lack of transportation, poor referral services, and poor quality 
of care were perceived barriers to maternal health services. Male- 
partners showed poor awareness and unfavorable attitude towards 
MWH. Creating awareness among male partners may improve their 
attitude towards MWHs and other maternal health services in rural 
Ethiopia. 
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the women living in remote and rural areas who are suffering from 
problems of access to health facilities during pregnancy and childbirth. 
We will interview you for some minutes. Your voices will be recorded; 
however, your names will not be mentioned in the recording. Rather, 
codes will be assigned to the recording. We will remove all the voice 
recordings once we transcribed the data. The data generated from this 
study will be used for study purpose only. We warmly invite you to 
participate in this interview. You can withdraw after you we start the 
interview at any time, if you feel any discomfort. 

Consent of the participant 

I, the undersigned, have been informed and understood the purpose 
of the research. I have been told that the information I give will be used 
for the study purpose only, and my identity and the information I pro-
vide will be kept confidentially. Based on this information, I agree to 
participate in the study voluntarily. 

Signature/finger print of the participant. 
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