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Educational needs assessment for men’s participation 
in perinatal care
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ABSTRACT To assess men’s educational needs to improve their involvement in perinatal care we carried out a 
descriptive, cross-sectional study on 400 women seeking perinatal care in Shahid Beheshti University of Medical 
Sciences hospitals and 400 men who were accompanying them. Participants were recruited using a quota 
sampling method. A questionnaire was used to collect information on demography, men’s educational needs 
and attitude assessment. The mean attitude score was 79.13% (SD 10.5%). More than 95% of participants agreed 
with perinatal care education for men and the content most required was “Signs of risks during the perinatal 
period” and “Mothers’ nutrition”. The majority of participants preferred the face-to-face couples’ counselling 
method, at home as the best place, evening and weekends as the best time and marriage classes as the best time 
for initiation. Men’s education is necessary to promote male involvement in perinatal care. 
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تقييم الاحتياجات التعليمية للرجال المشاركين في الرعاية في الفترة المحيطة بالولادة
معصومة سيمبر، فاطمة ناهيدي، فهيمة رمضاني تهراني، عليرضا أكبر زاده

الخلاصـة: لتقييم الاحتياجات التعليمية للرجال من أجل تحسين قدرتهم على المشاركة في الرعاية في الفترة المحيطة بالولادة، أجرى الباحثون دراسة 
كانوا  رجل  مئة  ولأربع  الطبية،  للعلوم  بهشتي  الشهيد  جامعة  مستشفيات  في  بالولادة  المحيطة  الرعاية  التَمَسْنَ  امرأة  مئة  لأربع  مستعرضة  وصفية 
التعليمية  الديموغرافية، والاحتياجات  المعلومات  استبيان لجمع  النسبي. واستُخدم  الاعْتيَِان  البحث وفقاً لطريقة  المشاركون في  أُدْرِجَ  بصحبتهن. 
للرجال، وتقييم الموقف. كان متوسط أحْرَاز الموقف 79.13% )الانحراف المعياري 10.5%(. وقد وافق أكثر من 95% من المشاركين على ضرورة تثقيف 
الرجال حول الرعاية المحيطة بالولادة، وتمثَّلت أكثر الموضوعات التي طُلب التركيز عليها في: »علامات الاختطار أثناء الفترة المحيطة بالولادة«، وفي 
ل غالبية المشاركين أسلوب تقديم المشورة إلى الزوجين وجهاً لوجه، والمنزل كأفضل مكان، والمساء أو عطلات نهاية الأسبوع  »تغذية الأمهات«.  وفَضَّ
كأفضل وقت لذلك، والحصص الدراسية الخاصة بالزواج كأفضل وقت لبدء هذا التعليم. وقد دلّت الدراسة على أن تعليم الرجال ضروري جداً 

لتعزيز مشاركة الذكور في الرعاية المحيطة بالولادة.

Évaluation des besoins en formation des hommes pour leur participation aux soins périnatals

RÉSUMÉ En vue d’améliorer l’implication des hommes dans les soins périnatals, nous avons conduit une étude 
descriptive et transversale portant sur 400 femmes consultant pour des soins périnatals dans les hôpitaux de 
l’Université des sciences médicales Shaheed Beheshti (République islamique d’Iran), et sur les besoins en 
formation des 400 hommes les accompagnant. Les participants ont été recrutés à l’aide d’une méthode de 
sondage par quotas. Un questionnaire a été utilisé pour collecter les données démographiques ainsi que les 
besoins en formation des hommes et évaluer leur attitude. Le score moyen concernant les attitudes était de 
79,13 % (E.T. 10,5 %). Plus de 95 % des participants approuvaient l’idée d’une formation en soins périnatals 
destinée aux hommes. « Les signes de risque pendant la période périnatale » et « la nutrition maternelle » étaient 
les thèmes les plus demandés. La majorité des participants préférait recevoir des conseils en rendez-vous de 
couple, à domicile, en soirée et pendant les weekends. Les cours sur le mariage étaient considérés comme le 
meilleur moment pour débuter. Les hommes doivent recevoir une formation pour les encourager à s’impliquer 
dans les soins périnatals.
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Introduction

Acceleration  in decreasing of mater-
nal mortality has been  announced as 
the  top priority of  reproductive health 
programmes  by  the  World  Health 
Organization  [1]. Nowadays, men’s 
participation  in maternal  health  care 
is considered a  strategy  for decreasing 
maternal mortality, however, men are 
not  seen  in maternal  services  and do 
not have access to the information nec-
essary  for making  informed decisions 
about protection and  improvement of 
maternal health [2]. Men can participate 
in maternal health by being involved in 
safe motherhood programmes. They 
can actively participate  in:  contracep-
tive use,  child  limitation and  spacing, 
ensuring  childbirth  is  attended  by 
skilled health personnel, neonatal care 
during the postpartum period, playing a 
responsible role in the family and elimi-
nating violence against women [3]. The 
Population Council reported successful 
male involvement in prenatal care in the 
programme on men’s role in India and 
South Africa [4]. 

There  are  gaps  in  our  knowledge 
about the role of the father in the family, 
especially in the perinatal period. Expect-
ant fathers can play roles such as coach, 
witness or assistant in perinatal care and 
are able  to  learn participation  through 
education [5]. In addition, fathers need 
to adapt to their new role as parents, and 
it  is  sometimes more difficult  for  them 
because they are usually ignored by the 
family and by health personnel [6]. Edu-
cation  to promote men’s participation 
has  positive  effects  on maternal  and 
neonatal care as evidenced  in different 
countries.  In  Indonesia education  im-
proved men’s knowledge and prepared 
them to help in the process of childbirth 
[7].  In Turkey,  education  about  the 
role of family members in perinatal care 
led to improvement in the participants’ 
knowledge, attitudes and practices  re-
garding  reproductive health, mainly  in 
the  area of  family planning, neonatal 
health,  breastfeeding  and  supporting 

their wives. The authors recommended 
culturally  appropriate prenatal  educa-
tion  free of  charge  for groups of men 
[8,9]. Men’s  education  in  India  was 
mentioned as a contributor  in  the suc-
cess of  a maternal health programme 
[10].  In El Salvador, men’s participa-
tion  in a prenatal care programme was 
considered a new opportunity  for men 
to be  involved  in  their own and  their 
family’s health  improvement  [11]. An 
Egyptian study showed that family plan-
ning counselling with  couples during 
the antenatal period had a positive effect 
on  couples’  knowledge  and  practice 
[12]. Men’s participation in breastfeed-
ing programmes increased the rate and 
continuity of breastfeeding [13] Men’s 
education had positive effects on spous-
al  communication  and  their parental 
roles [14]. There have been a few studies 
in  Iran  to assess male participation  in 
family planning programmes [15–17] 
but  their participation  in perinatal care 
programmes has been less studied even 
though male participation has  recently 
been  emphasized  to  achieve Millen-
nium Development Goals  such as  im-
proving maternal health, gender equity, 
decreasing child mortality,  eliminating 
illiteracy and eradicating diseases as well 
as  the objectives of  the  International 
Conference  on  Population  and De-
velopment  [18–20]. Therefore, men 
require  educational  programmes  for 
their participation. 

This  study  aims  to  assess  educa-
tional needs  for men’s participation  in 
perinatal care as a base  for an effective, 
culturally  appropriate,  acceptable  and 
feasible education.

Methods

This was a cross-sectional study and the 
quantitative part of a sequential qualita-
tive–quantitative triangulation research 
strategy  to  assess men’s  educational 
needs for participation in prenatal care. 

The  qualitative  part  of  the  study 
was  performed  using  focus  group 

discussions (FGD) [21]. Eight groups 
of  clients of SBMU perinatal  services 
(including 4 groups of women and 4 
groups of men) participated  in FGDs. 
A  semi-structured questionnaire with 
7 guide questions was used. The aim of 
FGDs was exploration of hidden opin-
ions of the community and to design an 
appropriate questionnaire for this study 
(quantitative part).

Using  a  non-randomized  quota 
sampling method, 800 subjects (includ-
ing 400 male and 400 female subjects) 
participated  in  the  study  from May 
2008 to January 2009. The sample size 
was  calculated using  the  formula  for 
descriptive  studies  [22]. The partici-
pants were clients of perinatal  services 
(prenatal care services and postpartum 
wards) of Mahieh, Taleghani, Shohada 
and Emam-Hosein hospitals of Shahid 
Beheshti University  of Medical  Sci-
ences. Women were interviewed in the 
prenatal care clinic or postpartum care 
units and men were  interviewed  in  the 
waiting rooms after a detailed explana-
tion about  the aims and procedure of 
the study and  taking a written consent 
for their participation.

The  tool  for data  collection was  a 
structured  questionnaire,  which was 
developed  after  content  analysis  and 
extraction of  the  statements  from  the 
results of the qualitative part of the study 
[21]. The  questionnaires  were  com-
pleted by  interview and  there were no 
drop-outs among the participants of the 
study, nor were  the data  incomplete  in 
any of the questionnaires. All interviews 
were performed by a  trained midwife. 
She carried out the interviews on work-
ing days and continued until completing 
of sampling process. There were only 5 
cases of refusal for participation.

The questionnaire  included 3  sec-
tions:  demographic  (12  questions), 
educational  needs  assessment  (22 
questions), and a Likert  scale  to assess 
attitude  towards  male  participation 
(30  statements). Each questionnaire 
required 45 minutes to be completed.
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The content and face validity of the 
questionnaire were assessed by 10  re-
productive health experts. The reliability 
of the questionnaire was assessed using 
test  retest  and half  splitting methods 
and was  confirmed by 0.92  and 0.96 
correlation coefficient,  respectively. To 
assess test retest reliability, 15 question-
naires were  filled up by 20 male  and 
female participants twice with a 1-week 
interval.  Cronbach  alpha  coefficient 
of 0.87 confirmed  the  reliability of  the 
questionnaire.

The aims and  the procedure of  the 
study were explained to the participants, 

and  their  written  consent  was  given 
before  the  interviews. Approval of  the 
ethical  committee of Shahid Beheshti 
University of Medical Sciences was ob-
tained for the study.

To  calculate  attitude  score,  each 
statement  scored 0,  1 or 2  (disagree, 
neutral  and agree),  respectively. Then 
the sum of the scores was calculated as a 
percentage. Scores 0%–33%, 34%–66% 
and 67%–100% were classified as nega-
tive, neutral and positive attitude respec-
tively.

The data were analysed using SPSS, 
version 16, using  the  t-test,  analysis of 

variance  (ANOVA) and  chi  squared 
tests with 95% confidence interval. 

Results 

Demographic characteristics of the par-
ticipants are presented  in Table 1. The 
mean age of  the 800 participants was 
28.32  [standard deviation (SD) 5.51; 
95% CI: 17–42] years. 

The  mean  attitude  score  of  the 
participants was 79.13 (SD 10.52. The 
t-test demonstrated men had a  signifi-
cantly higher attitude  score, 82.4 (SD 

Table 1 Demographic characteristics of male and female participants in selected hospitals of Shahid Beheshti University of 
Medical Sciences, 2009

Characteristic Females 
(n = 400)

Males 
(n = 400)

Total 
(n = 800)

Mean (SD) Mean (SD) Mean (SD)

Age 26.79 (5.23) 29.86 (4.45) 28.32 (5.51)

No. of children 1.12 (0.99) 1.07 (0.67) 1.09 (0.88)

Size of family 3.42 (1.54) 3.21 (0.76) 3.31 (1.22)

No % No % No % 

Education

Illiterate 28 7.0 28 7.0 56 7.0

Primary school 67 16.5 100 25.0 167 20.9

Middle school 52 13.0 66 16.5 118 14.8

High school 220 55.0 162 40.5 382 47.8

University 33 8.5 44 11.0 77 9.6

Employment

Unemployed/householder 384 96.0 0 0.0 384 48.0

Labourer 7 1.5 120 30.0 127 15.9

Office personnel 4 1.0 120 30.0 124 15.5

Teacher 4 1.0 0 0.0 4 0.5

Small business 1 0.5 160 40.0 161 20.1

Accommodation

Rented 241 60.5 292 73.0 533 66.6

Owned 110 27.5 68 17.0 178 22.3

Living in family home 49 12.2 40 10.0 89 11.1

Monthly income (US$)

0 4 0.5 0 0.0 4 0.5

< 150 387 96.8 2 0.5 389 48.6

150 to < 300 3 0.5 152 38.0 155 19.4

300 to < 500 6 1.5 234 58.5 240 30.0

500 to < 1000 0 0.0 8 2.0 8 1.0

> 1000 0 0.0 4 1.0 4 0.5

SD = standard deviation.
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8.2),  compared with women,  with  a 
score of 57.87 (SD11.48) (P < 0.01). 
As  shown  in Table 2,  the  statements 
“Education about perinatal care  is nec-
essary  for  both mothers  and  fathers” 
and  “Pregnant mothers need  a  lot of 
emotional  support during pregnancy” 
had the highest rates of agreement. High 
rates of disagreement were recorded for 
the  statements  “Men’s  involvement  is 
not necessary because pregnancy and 
childbirth  is  the mother’s  job”,  “Men’s 

participation is not common in our so-
ciety”  and  “Men’s participation  is not 
usual in our family”. 

The  participants  were  also  asked 
about  the desired educational content; 
their responses are summarized in Table 
3. The highest  rates of agreement were 
for  the content of  “Signs of  risks during 
pregnancy”, “Postpartum complications” 
and  “Mother’s nutrition”. The highest 
rates  of  disagreement were  for  “Baby 
bathing” and “Baby nappy changing”. 

Table 4  shows  the attitude of par-
ticipants about the features of education 
sessions. The most  frequent  sugges-
tion  for  place was  at  home,  for  time 
was weekend and evening, for educator 
was  female or midwives,  for method 
was  couples’  face-to-face  and  using 
self-learning booklets. The best  time to 
initiate  the education programme was 
thought to be premarital classes. 

The suggested education duration 
was 4.96 (SD 6.96;  range 1–45) h  for 

Table 2 Distribution of participants (n = 800) according to attitude towards men’s participation in perinatal care in selected 
hospitals of Shahid Beheshti University of Medical Sciences

Statement Agree Neutral Disagree

No. % No. % No. %

Education on prenatal care is necessary for both, fathers and mothers 793 99.1 1 0.1 6 0.8

Pregnant mothers need a lot of emotional support during pregnancy 791 98.9 1 0.1 8 1.0

The media can promote male participation in maternal health 781 97.6 5 0.6 14 1.8

He(I) provide(s) my(her) favourite food as soon as possible 779 97.4 3 0.4 18 2.2

Fathers should have perinatal leave for participation in the birth 775 96.9 3 0.4 22 2.8

Fathers should be allowed to attend prenatal visits 771 96.4 7 0.9 22 2.8

Fathers would participate if they had perinatal leave 763 95.4 5 0.6 32 4.0

He(I) help(s) because the child belongs to us both 760 95.1 3 0.4 36 4.5

He(I) care(s) about my (her) nutrition during pregnancy 749 93.6 5 0.6 46 5.8

Movies and TV serials may contribute in promotion of men’s participation 724 90.5 5 0.6 71 8.9

He(I) care(s) about the signs of risks during the pregnancy 709 88.6 1 0.1 90 11.2

He(I) like(s) to accompany me (her) in the visits 707 88.4 1 0.1 92 11.5

He(I) remind(s) me(her) about taking iron and vitamins 626 78.6 7 0.9 164 20.5

Her(my) family encourage me(him) to help her(me) during pregnancy 578 72.2 14 1.8 208 26.0

Consent for women’s discharge from hospital should be conditional on the 
father having received perinatal health care education 551 68.9 21 2.6 228 28.5

Community leaders can promote male participation 524 65.5 81 10.1 195 24.4

He(I) smoke(s) beside me(her) during pregnancy 484 60.5 7 0.9 386 39.0

He(I) do(es) not know how to help 433 54.1 7 0.9 360 45.0

Women raised children without help in past 408 51.0 2 0.4 389 48.6

Wives have no job except household and self care 346 43.2 8 1.0 446 55.8

Husbands who help are called “wife’s servant” 338 42.2 9 1.1 453 56.6

He(I) help(s) when his(my) family is not present 336 42.0 14 1.8 450 56.2

His(my) friends encourage him(me) to help me(my wife) 214 26.8 42 5.2 544 68.0

He(I) is(am) always too tired to help me (my wife) 208 26.0 7 0.9 583 73.1

He(I) work(s) so long and has(ve) no opportunity to help me(her) 208 26.0 1 0.1 591 73.9

Neonatal care is not men’s job 134 16.8 13 1.6 653 81.6

He(I) is(am) too busy and so has(ve) no mood to support me(her) 
emotionally 116 14.5 5 0.6 679 84.9

Help to a pregnant mother is not usual in his(my) family 96 12.0 3 0.4 701 87.6

Help to a pregnant mother is not usual in our community 86 10.8 3 0.4 711 88.9

He(I) do(es) not help in the perinatal period because it is a woman’s job 56 7.0 7 0.9 737 92.1
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prenatal  sessions  and 4.95  (SD 7.19; 
range 1–50) h for the postnatal period. 
The great majority (95.0%) of partici-
pants believed men  like  to participate 
and 94.8% stated that men were practi-
cally involved in perinatal issues; 65.0% 
also stated  that expectant  fathers need 
care for emotional adaptation to father-
hood.

There were no significant differences 
between attitude scores of participants 
according  age  group  (ANOVA  F = 
1.32; P = 0.26) but  there was a statisti-
cally significant difference by education 
level  (ANOVA F  = 2.58; P  = 0.036). 
The Tukey test showed that the illiterate 
group had  a  significantly  lower  score 
compared  to  the groups with primary, 
middle and secondary school education 
as well  as university-educated partici-
pants (P < 0.05).

Discussion

This  is  the first  study  to assess educa-
tional needs of men’s participation  in 
perinatal  care  in  the  Islamic Republic 
of  Iran. Male participation  to  improve 

maternal health  is highly  emphasized 
in  the declaration of  the  International 
Conference  on  Population  and De-
velopment  in  Cairo  in  1994  and  is 
considered a strategy to achieve the Mil-
lennium Development Goals [18,19]. 

The results  showed the positive at-
titude  of  participants  towards men’s 
participation  in perinatal care and  that 
the majority  believed  that  education 
is necessary  for both mothers  and  fa-
thers  and  they  thought men did  not 
know how  to  help;  this means  there 
is  a  demand  for men’s  education.  It 
has  frequently been documented  that 
men’s education has positive effects on 
maternal and neonatal health [7–14].

The majority of participants  stated 
that  pregnant mothers  need  a  lot  of 
emotional support. In fact, the perinatal 
period  is  a  time  for  parental  adapta-
tion to  the role of parent and  is an op-
portunity for health personnel to make 
the  couple prepared  for  parenthood. 
Pregnant mothers experience different 
emotional physiologic  changes which 
needs  as  much  care  as  the  physical 
changes do [5,6]. The rate of depression 
among pregnant mother  is reported to 

be high and it seems that giving neces-
sary  education  about  emotional  sup-
port has resulted in a decrease in related 
complications [23]. It should be noted 
that  not  only  pregnant mothers,  but 
also expectant  fathers experience psy-
chological  problems  [24]. Therefore, 
men’s education seems to be necessary 
for their own adaptation to fatherhood. 
There are  educational  classes  for par-
ents in many countries: in Scandinavian 
countries 95% of  fathers participate  in 
such classes [25].

The high rate of agreement with the 
statement of  “He (I) help(s) because 
the child belongs to both” and high rate 
of disagreement with  the 3 statements 
“He(I) do(es) not help in perinatal be-
cause  it  is women’s work”,  “Help  to a 
pregnant mother is not usual in his(my) 
family” and “Help to a pregnant mother 
is  not  usual  in  our  community”  sug-
gests that helping a pregnant mother is 
becoming not only a  subjective norm 
but also a family and social norm. 

The special attention to family arises 
from  Iranian  and  Islamic  beliefs  and 
culture  [26]. Besides,  it  is  emphasized 
that  “Programmes  and  education  to 

 Table 3 Distribution of participants based on their attitude towards the educational contents for men’s participation in 
perinatal care in Shahid Beheshti University of Medical Sciences hospitals

Educational content Agree Disagree
No. % No. %

Signs of pregnancy 704 88.0 96 12.0

Postpartum complications 694 86.6 106 13.2

Maternal nutrition 667 83.4 133 16.4

Pain relief for child birth 653 81.6 147 18.4

Prenatal health 630 78.8 170 21.2

Type of delivery (normal or caesarean section) 630 78.8 170 21.2

Common complications of pregnancy 629 78.6 171 21.4

Exercise during pregnancy 628 78.2 172 21.5

Emotional changes during pregnancy 624 78.0 176 22.0

Emotional support of mother 620 77.5 180 22.5

Neonatal care 611 76.4 189 23.6

Physiological changes during pregnancy 602 75.2 198 24.8

Emotional changes for paternal adaptation 565 70.6 235 29.4

Neonatal feeding and complementary food 502 62.7 298 37.2

Baby bathing 446 55.8 354 44.2

Baby napping 390 48.8 410 51.2
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engage  men’s  support  for  maternal 
health and safe motherhood should be 
developed;  all  countries  are urged  to 
seek changes in high-risk sexual behav-
iour and  to devise  strategies  to ensure 
that men share responsibility for sexual 
and reproductive health” [18]. Accord-
ing  to  this global  attempt  to promote 
men’s participation, it is essential to im-
prove  their knowledge and practice by 

providing the required education about 
maternal health. However,  there  is  still 
some misconception such the humour 
of  “wife’s  servant”  for  a husband who 
helps his wife, which may sometimes be 
a barrier. However, the role of a man is 
formed  in  the  family and enhanced by 
community leaders and the media [27]. 

A high  rate of  agreement with  the 
statements  “Broadcasting can promote 

male participation  in maternal health”, 
“Movies and television serials may con-
tribute  in promotion of men’s partici-
pation”  and  “Community  leaders  can 
promote male participation”  suggests 
that  the media can be an effective way 
to promote male participation, perhaps 
even more  effective  than community 
leaders. Thus mass media can help  to 
overcome the barriers and promote the 

Table 4 Distribution of participants according to preferred educational needs for men’s participation in perinatal care in 
selected hospitals of Shahid Beheshti University of Medical Sciences hospitals 

Preferred educational arrangement Females 
(n = 400)

Males 
(n = 400)

Total 
(n = 800)

No. % No. % No. % 

Place

At home 203 25.4 233 29.1 436 54.5

Health centre 67 8.4 84 10.5 151 18.9

Workplace 60 7.5 34 4.2 94 11.8

Physician’s office 44 5.5 28 3.5 72 9.0

Hospital 26 3.2 21 2.6 47 5.9

Time

Weekend 247 20.9 186 23.2 433 54.1

Weekday 153 19.1 219 26.8 367 45.9

Morning 86 10.8 26 3.2 112 14.0

Evening 171 21.3 240 30.0 411 51.4

Night 143 17.9 134 16.8 277 34.6

Prenatal 77 9.6 46 6.8 123 15.4

Postnatal 46 5.8 14 1.8 60 7.5

Prenatal & postnatal 277 34.6 340 42.5 617 77.1

Educator

Midwife/nurse 359 44.9 390 48.8 749 93.6

Physician 41 5.1 10 1.2 51 6.4

Female 328 41.8 286 35.8 614 76.8

Male 72 9.0 114 14.2 186 23.3

Method

Couple face-to-face 134 16.8 172 21.15 306 38.3

Fathers group 119 14.9 100 12.5 219 27.4

Father face-to-face 87 10.9 64 8.0 151 18.9

By telephone 2 0.2 0 0.0 2 0.3

Online 2 0.2 2 0.2 4 0.5

Self-learning booklet 14 1.8 142 17.8 156 19.5

CD 129 16.1 2 0.2 131 16.4

Initiation time

Premarital classes 168 21.0 164 20.5 332 41.5

Prenatal classes 127 15.9 104 13.0 231 28.9

High school: girls and boys 99 12.4 132 16.5 231 28.9

High school: boys 6 0.89 0 0.0 6 0.8
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culture of gender equity and  responsi-
ble sexual and reproductive behaviour. 
As  a  result,  young boys  should  learn 
responsible  reproductive behaviour  in 
their  families,  and young girls  should 
have enough skills to have income for fi-
nancial support of themselves and their 
future children and finally men should 
involve in all responsibilities of the fam-
ily, including perinatal care [19,27].

The  results demonstrated  that  the 
majority of men are  involved  in provid-
ing  their wives nutrition and  they care 
about  the  risks of pregnancy as well  as 
accompanying  them  in  the  visits. This 
was consistent with our findings about 
preferred educational content, viz  signs 
of risks and mothers’ nutrition. So it can 
be postulated that men like to learn about 
the subjects that they are involved in.

Usually men  are  the  source of  fi-
nances in the Iranian family. Education 
about signs of risks and nutrition is nec-
essary to make proper and timely deci-
sions, which certainly lead to a decrease 
in maternal and neonatal morbidity and 
mortality.

Our results suggest men prefer cou-
ples’  face-to-face  education, which  is 
also  recommended  by  experts  [5,6]. 
The husband’s understanding and  in-
volvement are necessary, however,  the 
inability of  the husband to accompany 
the wife during perinatal care and coun-
selling may  arise  from  the  system of 
the  service provider:  some do not  let 
husbands attend as shown in this study 
and a study  in Saudi Arabia [28]. So  it 
is time to reorient the perinatal services 
based on the demand of the clients and 
provide a  system with a defined place 

for counselling both mother and father 
together. Nowadays, prenatal  services 
are called family-friendly services [25]. 

The  results  also  indicate  that men 
have a preference for self-learning book-
lets and are interested in being educated 
at home during  the evening or  at  the 
weekend. This may be due to weekdays 
being busy. Educational materials (e.g. 
pamphlets,  brochures  and  booklets) 
have been suggested to improve repro-
ductive health services  in other studies 
in  the  Islamic Republic  of  Iran  [29]. 
A  study  in  Scandinavia  also  showed 
men  liked  to be educated using online 
services.  So  it  can  be  recommended 
that couples or men be educated about 
4–6  hours  in  prenatal  and  postnatal 
visits separately and complementary in-
formation can be packaged in the form 
of booklets, CDs or other educational 
aids and to be sent home for self-study. 
There  is  no  doubt  that  the  services 
should be evaluated periodically regard-
ing their cost effectiveness, efficacy and 
efficiency. 

The majority of participants agreed 
with the statement “Fathers should have 
perinatal leave for the participation” and 
believed  that  they would use  it. How-
ever, other research has shown men do 
not use it even if they have the right be-
cause it may increase their vulnerability 
in the workplace [27].

Most participants believed that edu-
cation about male participation should 
be started from high school and it sug-
gested  that knowledge and attitude of 
both sexes towards male participation in 
reproductive health should be addressed 
before marriage  [27]. Participation  in 

maternal health education could be ini-
tiated from premarital classes: there are 
strategic programmes  for parenthood 
education  and men’s  involvement  in 
reproductive health  in many countries 
[30]. Male education about parenthood 
responsibilities  could  be  considered 
in premarital  classes,  and details about 
male  involvement  in maternal  health 
could be provided  in perinatal classes. 
Although a majority of subjects claimed 
that men participate  in perinatal  care, 
the extent of their activities and average 
time that they spend are not clear. 

There was no association between 
age of participants  and attitude  score, 
however  illiterate  participants  had  a 
statistically  significantly  lower attitude 
score  compared  to other  groups  and 
this finding was consistent with other 
studies [15].

The only significant limitation of this 
study was  that male participants were 
accompanying husbands of  the clients. 
Although some husbands had to attend 
hospital  for women’s discharge,  some 
attended of  their own will. Therefore 
population-based studies are suggested 
in similar future studies. The future stud-
ies  should  also  consider  educational 
interventions to find the most effective 
educational strategies to improve men’s 
participation  in  reproductive  health 
programmes.
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