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ABSTRACT 

CONTEXT: Despite decades of Safe Motherhood programs, maternal mortality 

situation remains precarious in Nigeria. Estimates put the current rate at between 800 and 

1,100 per 100,000 live births. Various solutions to the problem of women’s health have 

been proffered including the mantra of ‘male involvement and responsibility in women’s 

reproductive health’. Though studies have done in male participation in reproductive 

health, no known study has examined the role of men in emergency obstetric care 

especially against the background knowledge that in most cultures men determine 

whether and when their spouses visit health clinics. This study fills this gap by examining 

male awareness and involvement in emergency obstetric conditions of their partners. 

METHODS: This study used a simple random sampling to select a sample size of 900 

households from three communities in Osun State, South West Nigeria. In each of the 

household separate interviewers interviewed a married man and his wife. In polygamous 

families, two wives of reproductive age categories were also interviewed. Data entry and 

analysis were done using SPSS Data Editor and STATA Version 7.0. Logistic regression 

analysis is the main statistic used. 

RESULTS: There is a high level of awareness of emergency obstetric conditions by men 

particularly in relation to pregnancy signs and labour pains. Only few of the conditions 

are regarded as normal but most of the respondents regarded all the identified obstetric 

conditions as serious and demanding medical help. Men also assist their wives during 

pregnancy and play some other useful roles in the family during this period. Women are 

allowed to take decisions on health care behavior during emergency obstetric conditions 

in the absence of the male partner. There seems to be a social change-taking place in this 

area of study. 

CONCLUSIONS: Education is found to be the major determinant of this change in male 

knowledge and behavior. The paper calls for the need to further promote universal basic 

education in the country especially in areas where the observable change in this study has 

not been noted. The need to extend this study to other zones in Nigeria is emphasized. 
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Introduction: 

Maternal mortality and morbidity rates in Nigeria have remained among the 

highest in the world today. UNFPA estimates that the current maternal mortality rate in 

Nigeria is between 800 and 1,500 deaths per 100,000 live births (UNFPA, 2001:14; 

Harrison and John, 1996:400; Federal Office of Statistics, 1990:85; National Population 

Commission, 1999:105). The risk of dying during pregnancy or childbirth faced by 

Nigerian women is one hundred times greater than that faced by women in the developed 

countries. More Nigerian women are known to suffer serious and often permanent 

damage to their health (Maine, 1987a:5; Maine, 1987b:10; Rosenfield and Maine, 

1987:691; Royston and Armstrong, 1989:233; Durfee, 1987: 255). The major causes of 

these deaths include postpartum haemorrhage, obstructed labor, hypertension, postpartum 

infection and abortion-related complications  (Maine, 1987a:6; UNFPA, 2001:14-20, 

FOS, 1990:86). The Safe Motherhood Initiatives helped to draw international attention to 

the problem of maternal mortality in developing countries. However, many studies still 

continue to show that existing strategies to save mothers' lives have been less successful 

than child survival programs(Maine, 1987a:6; Maine, 1987b:11; Rosenfield and Maine, 

1987:691; Royston and Armstrong, 1989:233; Durfee, 1987: 255). 

To prevent maternal mortality and morbidity, interventions have been in the area 

of hospital care; while less emphasis is placed on the adverse maternal outcomes 

inextricably tied to social factors that surround decision-making  (Adewuyi et al 1999: 

12)  when emergency obstetric care becomes needed. This may include recognition of the 

obstetric condition itself as an emergency, men's granting of permission to their wives to 
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go to the clinic when they are experiencing some discomfort, the expression of concern 

and determination to take reassuring action for treatment in the modern health care 

facility, etc. In fact, in the few cases where attention is drawn to a cluster of social factor 

as inhibiting women's reproductive health status, such attention is drawn mainly to the 

woman's lack of schooling, the early age at marriage and the high frequency at which she 

bears children, and her difficulties in gaining access to material resources (Obermeryer, 

1993:354-365). 

The gender ideology as it affects women's reproductive health is often 

tangentially focused in most studies.   Men's role in the family and particularly in the 

traditional African setting is currently recognized as an important issue to study (United 

Nations, 1994: 45). Studies on male role have been on family planning, sexuality and 

fertility (Ezeh, 1993:163-174; Feyisetan et al 1998:60-64). These and other studies 

concluded that in patriarchal traditional system men occupy a superior position in the 

family decision-making processes. The cultural setting recognizes men as the dominant 

factor in this regard: the man is the head of the family. Even when he is not the primary 

breadwinner in the household, culture confers on him the final say on family issues. 

When it comes to reproductive health, men's impression has been that pregnancy is not a 

sickness and should not necessarily demand the same attention required for a sick person. 

It is, to many men, ridiculous for women to complain of agonizing discomfort in 

pregnancy. This means the ignorance surrounding pregnancy and childbirth is well 

recognized in Nigeria however, the magnitude or level of this ignorance is now known. 

    The main focus of this study will be to examine the role of men in emergency 

obstetric care decision making. This is particularly important in patriarchal society like 
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Nigeria where women have little or no control over their sexuality (Murphy and Baba, 

1981:265-271; Stock, 1983:563-70).. In fact in some Nigerian contexts, it has been the 

husband's permission is required before the woman can take any step regarding her own 

health7. Stock commented on the reluctance of husbands to grant their wives permission 

to go to the health centers, particularly if the journey involves some distance to the health 

unit, if the condition is not perceived to be threatening, or if she has to go 

unaccompanied7. Thus, husbands who cannot appreciate or do not know of the health 

implications of frequent pregnancies, (with or without long intervals), may not give the 

required permission for the visit to the health units. In a Latin American survey, Robey et 

al reported that young males claimed that they knew little about contraception because 

they thought this was the girl's responsibility (Robey et al, 1992:23) Additionally, studies 

in many parts of the world have reported men as having more sexual partners than 

women over their lifetime. In the United States, it has been found that 56% of adult men 

surveyed said that they had five or more partners since the age of 18 as opposed to 30% 

of the women. The median number for men was six and for women two, over lifetime. 

(Lauman et al 1994:20). In Nigeria, the situation of women is worsened by the fact that 

there are some traditional norms, which tend to sanction the men's behavior and to make 

women more sexually submissive and less assertive (stigma or divorce, total submission 

to husband who is the head of the family, etc). Consequently, women cannot determine 

when to have sex and the only periods they are allowed to refuse sex is during 

menstruation, late pregnancy and post-partum breast-feeding (Odebiyi and Ondolo, 

1993:25; Orubuloye, 1994:12). According to de Zalduondo et al fears of the social 

consequences (being beaten, divorced/abandoned, neglected, etc.) tend to take priority 
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over the fears of the health consequences of such ill-timed sexual acts (De Zalduindo et 

al, 1989:165). This study was designed to examine the level of awareness and 

involvement of male spouses in emergency obstetric conditions of their partners. The 

study would also identify socio-economic and cultural factors affecting men’s awareness 

and role in emergency obstetric conditions of their wives    

The tension between husbands and wives with regard to emergency obstetric care 

is the primary focus of this study, particularly the tension created by specific gender 

ideology, which emphasizes male authority and male choice even in matters of life and 

death as it relates to the wife. The culture of male superiority and authority over the 

wife’s reproductive rights has implications for women's total well being  (Adamchak and 

Adebayo, 1987:57; Karanja, 1987; Afonja, 1996:157, Renne, 1993:343, United Nations 

1994: 45). In Northern Nigeria, Harrison noted the reluctance of men to grant permission 

for operative delivery when their wives are in prolonged labor. This is because they 

perceive this as a sign of reproductive failure and such actions have been known to have 

fatal consequences (UNFPA, 2001:14; Harrison and John, 1996:400; Federal Office of 

Statistics, 1990:85; National Population Commission, 1999:105; Ware, 1983). 

The practical interpretation of gender ideology for obstetric care is not well 

known. For example, what transpires in the reproductive decision making process is not 

clear, particularly as it relates to men's knowledge of women's health. It is assumed that 

men's treatment of women’s health, especially in the area of emergency obstetric care, 

may largely depend on the dominant cultural view of pregnancy and its outcomes rather 

than a medical understanding of the risk factors associated with pregnancy and its 

outcomes. Our literature review did not yield any information relating to male role in 
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emergency obstetric care especially within a cultural context of male supremacy, and the 

cultural system that views pregnancy and its outcomes as mere routines, rather than risky 

undertaking. For example, what is the context within which men explain and react to 

pregnancy related health problems such as hemorrhage, abortion, hypertension, infection 

and obstructed labor?  Therefore in this study, we set our to answer the following 

questions: What do men know about emergency obstetric conditions and care of their 

wives? To what extent are they involved in the health-seeking behavior of their spouses 

during obstetric conditions? What factors account for this role? 

Much of the interest in increasing male involvement in reproductive health is 

driven by the premise that such involvement will lead to healthier reproductive health 

outcomes for men and their partners. In fact sex education, counseling and health 

outreach services that have reached men have been shown to promote subsequent 

reproductive health by delaying the onset of sexual activity and by improving 

contraceptive efficacy  (Desai, 1992:25; Castle, 1993:137-158). 

 

Methodology 

 This study was conducted in Osun State in the South West region of Nigeria. 

Osun State has an estimated population of 2,30390 persons. Three communities at 

different levels of development were randomly selected. These are Ode-Omu, Otan 

Ayegbaju and Ejigbo.  

In each of the towns selected, we decided to select between 300 and 600 

households  per town. Since there was no authentic sample frame (census) at the time of 

the fieldwork, from which study samples could be drawn, we conducted a general 
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household listing in each of the three towns, from which a sample of 300 - 600 

households was drawn using a simple random sampling technique. Trained fieldworkers 

interviewed the husband and wife in each household separately. 

In some households, where there are more than one wife, all the wives in any 

polygynous setting along with their husband were interviewed, provided they were within 

the reproductive age category of 15-49. In this case, we noted the hierarchy of wives by 

date and age at marriage to the current husband.  The wives that have passed aged 49 

years were excluded from the sample. The implication of this strategy was an over-

sampling of the subjects. This worked for the advantage of the survey as we had a large 

data set that increased the validity, reliability and generalizability of our findings. At the 

end of the fieldwork, we interviewed 1,720 husbands and 1,957 wives. 

To complement the information collected from the survey, we also conducted 

some sessions of focus group discussion and in-depth interviews. The focus group 

discussions were conducted among homogenous groups of 8-10 persons with similar 

socio-economic background. Trained facilitator assisted by a recorder or note taker led 

the discussions. The sociologists in the research team coordinated the qualitative survey. 

Six sessions of focus groups discussions were organized in each area of study. In all we 

had eighteen sessions plus some in-depth interviews with some heads of household and 

their wives. At the end of the fieldwork, the tapes were transcribed by a research assistant 

and typed into the computer. The quantitative analysis was done using STATA Version 

7.0 while the Text base Alpha was used in the analysis of the qualitative data. 

Quantitative analysis is at three levels namely univariate, bivariate and logistic regression 

(adjusted and unadjusted) with 95 percent confidence interval. 
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Profile of Study Subjects 
 
 
Table 1: Percent distribution of respondents by socio-economic and 
demographic characteristics, Osun State, Nigeria, 2002. 
 
Characteristics Male respondents  

        N = 1,720 
Female respondents  
           N = 1,957 
 

Current Age   
< 30 years  27.73 18.58 
   30 – 44 years  58.63 60.46 
    45+   13.64 20.95 
Mean age    37.1 29.1 
Level of 
Education 

  

None    14.7 12.7 
Primary     29.7   9.57 
Secondary      37.9  35.25 
Post-secondary       12.1   36.94 
University          5.6      5.51 
Religious 
affiliation 

  

 Catholic      29.5 37.6 
 Protestants      16.82 21.3 
 Pentecostals       5.45   9.1 
 Islam       65.91 55.5 
 Traditional 
religion 

        0.45 - 

Number of Co-
wives 

  

 1      84.8 80.0 
  2+      15.17 20.0 
Media Exposure    
 % Listens to 
Radio daily 

    88.64 90.95 

 % Watch TV 
Daily 

    51.82 31.80 

Asset Ownership   
Radio  84.9 87.9 
Car  15.3 12.4 
Motorcycle  24.6 24.4 
TV  37.0 49.4 
Bicycle     7.1 16.4 
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NB: Some of the figures may not add up to 100 because of the exclusion of No 
response categories. 
 

. The mean age of the male respondents is 37 years while that of the females is 

29.1 years. About one-third of the respondents irrespective of the sex attended secondary 

school education.  Majority of the respondents are from monogamous marriages. 

Majority of the respondents have such assets as radio, television, car and motorcycle. 

 

 
Knowledge of, Attitude to Emergency Obstetric Care and Health-seeking practice. 
 
 Respondents’ awareness of and attitude to the concept of emergency obstetric 

conditions, care, and health-seeking role were measured by asking series of questions. 

There was an array of obstetric conditions identified and which the respondents were 

asked to comment on their perception of them as normal, serious and the kind of actions 

they had taken and or would take in the event of any of the conditions. There were in all 

51 obstetric conditions, which were identified with the assistance of the Consultant 

Obstetrician and Gynecologist in the research team. Examples of these conditions include 

hypertension, swollen feet, uterine contraction, prolonged labour (over 12 hours), heavy 

vaginal bleeding, foul smelling after delivery, and heavy bleeding in pregnancy, among 

others. Questions asked are as follows: 

1. How do you regard any of the following cases (List of emergency obstetric 

conditions): normal, serious, very serious, fatal and don’t know.   

2. What was the role of your husband when you had any of the following medical 

symptoms/conditions? 
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3. If a need for the following specific pregnancy conditions arises for you during 

pregnancy in the absence of your husband, what will you  

4. Where would you like to go in the event of any of the conditions? These questions 

were made relevant to the male respondents.  

 
Table 2: Percentage distribution of respondents’ awareness of obstetric 
conditions by the sex of the respondents, Osun, Nigeria 2002. 
Emergency conditions  Male 

 N = 1,720 
Female 
N = 1,957 

% Aware of labor signs     53.2    89.22 
Perception of Obstetric 
conditions as normal 

  

 Hypertension    4.1 15.24 
 Swollen feet 20.9 23.9 
Fatigue 21.9 17.9 
Abdominal pain without 
vaginal bleeding 

  5.4 5.4 

Prolonged labour more 
than 12 hours 

 1.3 7.1 

Heavy vaginal bleeding 0.3 3.6 
Vaginal bleeding without 
pains during pregnancy 

4.8 7.2 

Foul Smelling and heavy 
vaginal discharge post-
delivery 

 0.8 5.5 

 

Emerging from the above table is the fact that respondents’ perception of the 

normalcy of the above emergency conditions is a mixed bag; while close to one in 

every twenty respondents irrespective of sex, perceived the emergency obstetric 

conditions as normal. In other words majority of the respondents asserted that these 

conditions are serious, very serious or fatal and require medical attention. Thus there 

is a high awareness of the emergency nature of obstetric conditions. More than half of 

the male respondents are aware of labour signs, while 89 percent of the women 

reported so.  The identified labour signs and usual complaints in pregnancy according 
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to both respondents include all sorts of pains, uterine contraction, passage of fluid, 

tiredness; cold and fever, dizziness, nausea and vomiting etc. In the focus group 

discussions, most of the men described illustratively the kind of pregnancy and labour 

signs their wives experience, an indication that it is not absolutely true that men in a 

patriarchy society do not know about pregnancy signs. 

 

Perception of and Actual Husbands’ attitudes and actions to obstetric 
emergencies and health-seeking behavior. 
 
Table 3: Distribution of respondents’ responses to questions on perceived and 
actual roles of men in emergency conditions, Osun, Nigeria 2002. 
 
 
Responses Male Respondents Female Respondents 
% Husbands encourage 
heavy tasks by a pregnant 
wife 

12.0 20.14 

% Husbands encourage 
physical exercises by the 
pregnant wife 

73.1 78.7 

% Husbands encourage 
good appetite for pregnant 
wife 

90.2 74.34 

Family Decision-making   
Next-Child Decision-
Maker 

  

% Husband 44.2 70.6 
% Wife    3.2 7.9 
% Both 49.3 19.2 
% Parents   0.5 0.8 
% Friends/relations   0.5 0.8 
% Others   0.5 0.5 
Women’s antenatal care 
use 

 98.6 98.6 

Who decides for place of 
antenatal care  

  

Husband 62.3 59.2 
Wife 13.0 19.6 
Both 23.2 18.3 
Parents 0.34 1.33 
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Others 0.34 1.33 
In the absence of partner 
and emergency condition 
arises, who decides? 

  

She goes to parents-in-law 22.7 8.7 
She decides on her own 72.4 85.5 
She has to wait for me  1.10 4.23 
She goes to her relations 2.8 1.6 
Don’t know 1.10 - 
Specific supports from 
the husband during 
pregnancy 

  

Compliance with 
medication 

46.4 40.52 

Finance 95.5 90.0 
Reminder of clinic days 52.7 45.4 

% Husbands took to 
hospital in selected 
obstetric emergencies 

  

Hypertension 92.2 97.0 
Swollen feet 92.4 92.0 
Vaginal bleeding 95.3 93.0 
Abdominal pains 43.1 93.0 
Prolonged labour 93.9 92.0 
Heavy painful discharge 94.9 91.5 
% Favor caesarean section 87.21 70.3 
What to do in obstetric 
emergency when the 
husband is available 

  

Go to my parents-in-law 5.5 8.73 
Will wait for him  1.2 4.23 
Will decide on my own 86.8 85.45 
I will go to relations    1.2 1.59 
Action to take in the 
following emergency 
conditions 

  

Hypertension  89.8 81.7 
Swollen feet   87.1 81.6 
Uterine contraction   89.2 75.7 
Vaginal bleeding    90.6 80.9 
. 
 

There are a number of activities that have implications for the health of women 

especially when they are pregnant. These involve heavy tasks that may affect the 
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health of the woman and thereby threaten the pregnancy. These include carrying 

heavy loads, bending down a lot, pounding yam or doing any other hard tasks, while 

positive ones that will be nourishing include eating a lot of food and drinking a lot of 

fruit. We asked the men what would be their attitude if their wives are doing such 

things, and the women what would be the attitudes of their husbands if they engage in 

these activities. Table above shows that about 12 percent of the men will discourage 

their pregnant wives from doing heavy tasks while one in every five women said the 

same. It is also clear that majority of the men would support or encourage their 

partners to be taking fruits and food, and be doing a lot of physical exercises during 

pregnancy. These are believed to assist in the fetal and maternal development and 

health. This is normally recommended at the antenatal clinics. 

 It is also shown on the Table that men are the main decision-makers in the 

matter of next child as far the women are concerned while close to half of the men 

said it is a joint responsibility. Men also decide in the issue of place for the antenatal 

clinic, as close to six out of every ten respondents reported it is the husband that 

decides.  However, it is noted that in the case of obstetric conditions requiring 

emergency attention, majority of the respondents (86.8 percent for men and 86% for 

women) said that the woman could decide on her own where to go especially in the 

absence of the husband. In other words, in time of danger and in the absence of the 

male head of the household, the woman is free to take a decision to save her life and 

that of the baby while in normal times, the issue of the decision is left in the hand of 

the man and sometimes jointly made. This we will note later is not a rigid structural 

position. The men do not insist that the pregnant woman must go to a particular place. 
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The response is a reflection of the fact that the man is informed about the place for 

antenatal or makes suggestion. The man must be in the know of the place for medical 

attention. That a pregnant woman in this area can take a decision where to go on 

emergency contradicts the position that in most patriarchal societies women seek the 

permission of the male head of the household before they attend ante-natal or be 

escorted by a male member of the household to a health facility24. Only 4 percent of 

the women said they would wait for their partners to come back while an insignificant 

1 % of the men said the women should wait for them. This percentage may be from 

the poor group who out of poverty will like the men to be around and make a 

financial commitment. 

 In response to a question the men identified specific supports they give to their 

wives during antenatal care period. These include “financial support” (96%), 

“compliance with medications” (46%),  “remind her of clinic days” (53%). The most 

popular husband support is in the area of finance. In response to men’s action when 

their wives had obstetric condition, more than half of the men reported that they took 

them to hospital while about four out of every ten women took them to the hospitals. 

The position of the men is same as that of the women. The qualitative data support 

the above information. 

 The perceived roles identified by the women as ideal roles of the husbands in 

maintaining the general well being of their wives tend to differ slightly between the 

sexes. For the women respondents, husbands ideal roles in their health condition 

include  “taking wife to hospital for treatment”, “provide money”, “ensuring good 

health”, “show affection”, “ensure compliance with medication”. For men, their ideal 
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roles include “taking wife to hospital for treatment”, “helping in household chores”, 

“provision of financial support”, “and ensuring compliance with medication”. 

“Providing food, clothing and shelter”, “showing affection to wife”, “monitoring 

wife’s clinic attendance” and “ensuring emotional stability of wife”. 

“The husband should take the pregnant wife to the hospital for 
registration, provide funds for hospital bills, check the condition of 
the woman’s health…”  

 
For the women, a greater importance is attached to the husband’s role in helping them to 

comply with the medication recommended by the health care providers, helping in 

domestic chores while for men the major positive roles is taking adequate care of the 

pregnant wife and provision of orthodox and health care. Some of the negative roles 

husbands play in their wives health status include “neglect of responsibilities”, “failure to 

pay hospital bills”, “inability to follow wife to the clinic” and general neglect. 

 Commenting on the negative role of men in pregnant situation of their wives, 
 A female opinion leader in an in-depth interview said 
 

 “Men in this area see their wives as filthy rags. Their only hope and joy with 
them is sexual relationship. Once the wives are pregnant, they desert them till 
when they need sex”. 

 

Men in a focus group discussion supported thus: 

“Some men in this place show love to their wives only when they want to have 
sex. What happens later to the woman is none of their business. Most of the time 
they quarrel over sex matters especially during pregnancy. What they do is to 
hate such wives and refuse to care for them even in pregnancy. Many of our men 
desire ‘children only’ from their wives, they do not care to have any responsibility 
over them and their children”, (FGD with < 45 year old men). 

  

Actual roles of the men according to the participants include “making sure that their 

pregnant wives register promptly in the hospital, provide necessary finances and ensure 
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wife’s compliance with medication”. Other actions that the husbands carry out according 

to the excerpts from the focus group discussions and in-depth interviews include showing 

more affection to their pregnant wives; touching and feeling the movement of the baby 

and seeking medical counsel on traditional medicine etc. 

In a focus group discussion session with a group of women aged 15-34 years, they agreed 
 

 “The first thing a caring husband does is to take his wife to the hospital or 
maternity home for registration for scheduled clinical visits as soon as pregnancy 
occurs. He must monitor the regular visits of his wife to the hospital from the time 
the pregnancy occurs till the time of delivery. He must provide sufficient funds to 
cover all the bills incurred in the hospital.”  

 

From the group aged 35 and above, one of the participants said  
 

“My husband makes sure I use all the prescribed drugs and asks about my well 
being every day…he prays for me and gives all the necessary support …” 

 

Men’s Knowledge about Pregnancy and Related-Risks 

 Participants in both focus group discussions and in-depth interviews agreed that 

men’s knowledge of pregnancy is inadequate. Men, aged more than 45 years noted that, 

 
 “What we know about pregnancy is grossly inadequate. Parents do not 
teach their children about pregnancy and its outcomes. Pregnancy here is 
shrouded in secrecy. This contributes to our lack of knowledge”.  

 
A male opinion leader opined 
 

“ The current hospital program for pregnancy concentrate on women 
without reference to men. If men are seen as agents of change and for 
improved pregnancy outcomes, they would have no choice but show 
commitment” 
 

There is no much difference between the women’s expectations of their husbands and 

what the men actually did in the event of emergency obstetric conditions (Table not 

shown). 
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Bivariate analysis 

Table 3:  Men and women perceptions, attitudes and actions in relation to 
emergency obstetric conditions and health-seeking behavior controlling for age 
and education, Osun State, Nigeria 2002. 
 
 
Questions/Personal 
characteristics 

 Men  Women 

Current Age   
< 35   
Perception of Obstetric 
Conditions 

  

Normal 5.30 8.2 
 Serious 33.1 35.5 
 Very serious 49.0 34.3 
 Fatal 12.6 22.0 
> 35 years   
Normal 7.9 9.9 
Serious 35.1 35.2 
Very Serious 35.2 36.7 
Fatal 21.4 18.2 
Educational Level   
 Primary and Less   
Normal 9.1 10.3 
Serious 36.4 32.5 
Very serious 35.7 34.3 
Fatal 18.9 22.9 
Secondary and Above   
Normal 4.0 8.1 
Serious 32.2 36.9 
Very Serious 49.0 35.9 
 Fatal 14.8 19.1 
Husband’s action in 
obstetric conditions 

  

Age: < 35 years   
% Taken to hospital 90.3 95.9 
> 35 years   
% Taken to hospital 87.5 88.0 
Educational Level   
Primary/Less   
% Taken to hospital 20.0 90.0 
Secondary and above   
% Taken to hospital 90.6 92.2 
Husband’s attitudes to   
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selected activities of the 
woman during pregnancy 
Age: < 35 years   
% Discourage her to do 
heavy tasks 

92.8 87.3 

> 35 years   
% Discourage her to do 
heavy tasks 

86.2 84.2 

Educational Levels   
Primary & less   
% Discourage her from 
doing hard tasks 

87.4 80.8 

Secondary & above   
% Discourage her 92.6 90.7 
Wife’s action in 
emergency obstetric 
conditions in the absence 
of the husbands 

  

Age: < 35 years   
Go to parents in-law 3.0 9.2 
Wait for the husband - 3.3 
Decide on her own what to 
do 

92.4 82.9 

Go to relations/friends 3.8 4.5 
> 35 years   
Go to parents in-law 8.2 6.9 
Wait for the husband - 3.7 
Decide on her own what to 
do 

91.9 85.7 

Go to relations/friends 0.9 3.7 
Educational Level   
Primary & less   
Go to parents in-law 2.8 13.0 

Wait for husband - 1.3 
Decide on her own 95.3 80.7 
Go to my relations/friends 1.8 4.9 
Secondary & above   
Go to parents in-law 4.8 6.9 
Wait for husband - 4.6 
Decide on her own 91.0 84.3 
Go to my relations/friends 4.2 4.1 
Choice of Health 
premises for treatment of 
emergency obstetric 
conditions 

  



 
 20 

Age: < 35 years   
Government 
/Teaching/General 
Hospitals 

34.7 13.9 

Health Center 36.4 52.8 
Private Hospital/Clinic 25.0 30.6 
Spiritual Houses/Church 3.80 1.8 
TBA/Herbalist 0.54 0.5 
At home - 0.4 
> 35 years   
Government Hospital 27.0 16.3 
Health Centers 44.1 56.3 
Private Hospital/Clinic 26.1 23.0 
Spiritual Houses/Church 2.7 3.0 
TBA/Herbalist - 0.7 
At Home - 0.5 
Educational Level   
Primary & Less   
Government Hospital 33.9 16.9 
Health Centers 37.7 48.4 
Private Hospital/Clinic 26.4 31.5 
Spiritual House/Church 0.94 2.1 
TBA/Herbalist 0.94 0.5 
At Home - 0.2 
Secondary & Above   
Government Hospital 30.2 13.5 
Health Centers 40.7 58.1 
Private Hospital/Clinics 24.3 24.9 
Spiritual Houses/Church 4.76 2.4 
TBA/Herbalist - 0.7 
At Home - 0.3 
P<0.000 and P<0.05 
 

Further dis-aggregation of the relevant responses by two major socio-economic 

factors namely age and level of education highlights the significant contribution of 

these two variables to the respondents’ perceptions, attitudes and specific actions 

taken in respect of emergency obstetric conditions. For instance, those who reported 

that emergency obstetric conditions are normal, serious, very serious or fatal vary by 

age and educational level. More of the older men and women perceive these as 
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normal than the younger respondents aged 15-34 years. Ditto for the level of 

education as those with low level of education see these as normal than those with 

high level. 

However in terms of specific action taken when the woman experienced the 

condition, one-third of the younger and older men took their wives to the hospital for 

treatment while more of the educated men (that is with secondary education and 

above) took their wives to the hospitals than those with least level of education There 

is not much variation in husband’s attitudes to specific activities that the wives 

perform when they are pregnant as it can be seen that more than eight out of every ten 

respondents  irrespective of their age and level of education discouraged their wives 

from performing heavy tasks such as carrying loads, bending down, drawing water 

from the well, pounding yam, washing floors and other hard tasks 

 Though there is a common agreement in this study that men are the major 

decision-makers, yet it is shown that when it involved danger and in the absence of 

the main decision-maker, the woman is at liberty to take any decision that will save 

her life and the pregnancy. Controlling for age and education, there is no much 

difference as the younger and older men and women, low and high-educated 

respondents agreed in the same direction. There is no socio-economic differential in 

survival instincts in man as everybody would like to live.  As regards the choice of 

place of treatment in case of obstetric emergencies, there is a general preference for 

government hospital (teaching and general hospitals), and private hospitals. The 

seriousness of these conditions demand that experts commonly seen at the teaching 

hospital than the private health centers attend them to. However casual discussions 
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with the respondents and focus group discussants show respondents patronage of 

traditional medicine and traditional health care delivery in emergency obstetric 

conditions especially when finance is tight and where modern facilities are 

inaccessible either because of bad road network, lack of transportation or outright 

lack of facilities in modern health care delivery points. 

Correlates of men’s knowledge of and role in emergency obstetric conditions of 
their spouses 
 
Table 4: Adjusted and unadjusted logistic odds ratio of factors predicting men’s 
knowledge of and role in emergency obstetric conditions, Osun State, Nigeria 
2002. 
 Unadjusted Odds Ratio Adjusted Odds Ratio 
Characteristics  OR 95% C.I P > OR 95% C.I.  P> 
Age squared 1.0 1.0-1.0 0.000 1.00 1.0-1.0 0.000 
Education       
<=Primary 1.59 1.13-2.2 0.008 1.52 1.0-2.2 0.025 
Secondary and 
above 

1.70 1.1-2.7 0.010 1.73 1.1-2.8 0.030 

Religious 
affiliation 

      

Protestants .0.60 .37-.98 0.040 0.68 .40-1.2 ns 
Pentecostals  0.87 .47-1.61  ns 1.0 .51-1.95 ns 
Islam  0.57 .37-.88 0.010 0.79 .49-1.27 ns 
Occupation       
Tailoring 1.10 .56-2.2 ns 1.16 .50-2.65 ns 
Professionals 1.12 .69-1.83 ns 1.27 .69-2.35 ns 
Civil servants 1.06 .67-1.71 ns 1.08 .56-2.12 ns 
Others 0.65 .44-.96 0.033 0.81 .49-1.34 ns 
Number of 
wives 

      

> 2 1.7 1.2-2.5 0.004 1.8 1.13-2.9 0.013 
Availability of 
health facility 

2.06 1.5-2.8 0.000 1.7 1.11-2.6 0.015 

Media 
exposure 

      

Radio 0.93 .56-1.56 ns 0.95 .48-1.89 ns 
Television 1.27 .94-1.72 ns 1.61 1.03-2.5 0.033 
Note: Farming includes hunting, herding and butchery; Tailoring includes 
dressmaking, hairdressing and barbing and trading; Professional include teachers, 
accountants, medical workers, The reference categories are the missing categories of 
each of the variables.; ns: not significant at the 95% confidence interval 
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Table 5: Adjusted and unadjusted logistic odds ratio of factors predicting men’s  
  role in emergency obstetric conditions, Osun State, Nigeria 2002. 
 
 Unadjusted Odds Ratio Adjusted Odds Ratio 
Characteristics  OR 95% C.I P > OR 95% C.I.  P> 
Age squared 1.0 .99-1.0 0.05 1.0  ns 
Education       
<=Primary 2.02 1.21-3.4 0.007 1.38  ns 
Secondary and 
above 

2.38 1.1-5.1 0.024 0.82  ns 

Religious 
affiliation 

      

Protestants 1.3 .53-3.32 ns 2.6  ns 
Pentecostals  0.58 .22-1.53 ns .75  ns 
Islam  0.71 .34-1.51 ns 1.2  Ns 
Occupation       
Tailoring 0.45 .17-1.12 Ns .65  Ns 
Professionals 0.61 .27-1.33 Ns .84  Ns 
Traders 0.89 .39-2.0 Ns 1.1  Ns 
Civil servant 0.81 .40-1.62 Ns 1.08  Ns 
Number of 
wives 

      

> 2 1.01 .57-1.82 Ns 1.31 .54-3.18 Ns 
Availability of 
health facility 

2.4 1.5-3.9 0.001 2.6 1.16-5.9 0.020 

Media 
exposure 

      

Radio 2.09 1.03-4.2 0.041 1.74  Ns 
Television 1.1 .69-1.8 Ns 0.95  Ns 
Asset 
ownership 

      

Television 5.88 2.03-17.0 0.001 3.19  Ns 
Refrigerator 7.75 2.7-22.2 0.000 4.14  Ns 
Perception of 
emergency 
obstetric 
conditions 

      

Serious 2.2 .82-5.65 Ns 1.96  Ns 
Very serious 1.08 .41-2.78 Ns 1.19  Ns 
Fatal  7.11 1.34-37.5 0.021 7.84  Ns 
Note: Farming includes hunting, herding and butchery; Tailoring includes 
dressmaking, hairdressing and barbing and trading; Professional include teachers, 
accountants, medical workers, The reference categories are the missing categories of 
each of the variables. NS: not significant at the 95 % confidence interval 
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Table 5 shows the factors predicting the likelihood that the men are aware of 

pregnancy signs and labour symptoms. Adjusted and unadjusted logistic odds ratios 

are used as can be seen above. Knowledge of pregnancy and labour signs varies by 

age and level of education significantly when adjusted and unadjusted – an indication 

of their power of influence. The older and educated men are more likely to be aware 

of these signs than the younger men and uneducated ones.  Those who belong to the 

Islamic religion are 57 percent less likely to demonstrate any knowledge of 

emergency obstetric condition. Also knowledge of emergency conditions increases 

with the number of wives a man has. It is also significant in both adjusted and 

unadjusted situations. The man has acquired experiences from the first wife and may 

have had a number of life experiences that ought to affect his knowledge. Availability 

of health faculties is another significant factor. Media exposure is only significant 

when adjusted with other variables. 

 Majority of them men support their wives to decide on their health care in the 

absence of the husband to take that decision, An examination of the factors shows 

that age of the respondents, educational level, media exposure, availability of health 

facility, asset ownership and perception of emergency obstetric conditions as fatal are 

the significant factors affecting the likelihood that the man would support the spouse 

to decide on her health care in emergency condition. These factors are significant 

individually. When adjusted with other factors, their significance disappeared, 

although the positive relationship with the dependent variable is in the expected 

direction 
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Discussion and Implications  

 This study is based on three basic assumptions namely 1) men in a patriarchal 

society are ignorant of emergency obstetric conditions; 2) they make major decisions for 

health care even in emergency conditions;) they play no role and or support in spouses’ 

pregnancy situations. Obstetric emergencies account for more than 50 percent of maternal 

mortality in developing countries12, 22. The study focuses on how male dominant ideology 

affects women even in their obstetric conditions since it is assumed that the men do not 

know anything about the signs and symptoms of pregnancy and delivery, and hence 

neither do they participate in the management of the pregnancy conditions of their 

partners.  Thus we hypothesized that the patriarchal system in our area of study will 

affect the health-seeking behavior of pregnant women in obstetric emergency conditions. 

We set out to examine the practical implications of male gender role supremacy in 

emergency obstetrics. A survey in Northern Nigeria has highlighted the fact that women 

do not go to health clinic unless with the permission of their husbands. This finding has 

been over-flogged as no recent empirical case study has demonstrated the continued 

existence of such culture. It could have been in existence but with the dynamics of the 

society, change could have taken place while researchers kept emphasizing an out-dated 

non-existing cultural practice. The findings of this current study are intriguing. 

 There is a high level of awareness of the signs and symptoms of pregnancy and 

labour by the men. In fact men in our focus-grouped discussions described the kind of 

experiences women have when they are pregnant and during the time of labour or 

delivery. These signs meet medical standards and were confirmed by the project 

consultant obstetrician and gynecologist. Some of the signs include ‘pains’, ‘backache’, 
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and ‘uterine contraction’, among others. An examination of the list of 51 symptoms of 

emergency obstetric conditions shows that majority of the men  (on the average eight out 

of ten) perceive these signs as abnormal and should be taken to the hospital for medical 

care. This is against the grain of opinion that men perceive these conditions as normal 

and hence there is no need for women to complain in pregnancy. 

 It is assumed that men do not play any role in emergency conditions of their 

spouses. This study shows rather that men play important role in the emergency obstetric 

condition of their partners. They assist them to the hospital when there is an emergency 

condition. Most importantly, they make financial contribution for the health bills and 

subsequent bills in the family. Other supports by the men in course of the obstetric 

condition of the wives include helping in household chores. Both men and women in this 

study admitted this. This is another point that gender researchers have not acknowledged. 

This again is an impressive departure from African traditional pattern of practice where 

the men do not do any household chores. Our study shows that men in this area do that 

especially when their partners are in-disposed health wise or with pregnancy. It is also to 

be understood that in paying for the health bills, the man is demonstrating his ability to 

keep a wife, establish a claim over the pregnancy and the ownership of the outcome. 

Payment of antenatal health bill is a cultural responsibility of the husbands. Irrespective 

of the status of the women, it is the responsibility of the men. A man who is not able to 

pay for his wife’s hospital bills is looked at with disdain in the community and is 

disregarded as a responsible man in African concept of maleness.  

 This study does not reveal any practice of male gender supremacy as often cited 

in literatures. That men are the major decision-makers in the study does not imply the 
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concept of ‘supremacy’. What the men do is to assist in the taking of decision and 

making choices of where the pregnant woman will go for antenatal.  It is not a gender 

issue for a man to decide that the wife should go for antenatal clinic in any health center 

or hospital but a matter of economics. This choice is a factor of the economic and social 

situation of the family. A poor family and living in the rural area should not expect to be 

attending a first class hospital for antenatal. Definitely in seeking for the opinion of the 

husband, he will settle for a less costly and closer one. The husband makes sure that the 

woman is fully booked. The husband decides based on his financial strength and where 

there is need for expert advice, he obliges depending on his financial power. There is no 

African man who does not carry the financial obligations of his wife’s pregnancy. This 

makes him a man in African sense.  Both the focus group discussants and in-depth 

interviewers never said that the men insisted on a particular health center. Since there is 

no male insistence in family decisions, it is out of order to therefore imply that men have 

supremacist tendencies in the health-seeking behavior of their pregnant wives. Even if the 

men decide on where to go for antenatal and delivery, it is interesting to note that the 

same men would allow their wives to take decision on their health in the absence of the 

men.  Using decision-making role of the husbands as index of male supremacy or 

dominance is faulty. That men are the main deciders in the next-child and place of 

antenatal care decisions yet they allow their spouses to take critical decisions in their 

(men’s’) absence, especially when it involves their health. Most of the actions attributed 

to African men are borne out of poverty situation, which they find themselves. For 

instance if a man refuses to register his wife in a big hospital due to poverty, the reason is 
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not because of his masculine mentality. Poverty defines most of what the man does. It is 

neither culture nor gender. 

 However we attribute these findings to the interplay of a number of factors in the 

area. These include the socio-economic level of the respondents and the area of study, 

media exposure, role of non-governmental organizations. Our further bivariate and 

logistic analysis shows significant effect of age and education variables on the men’s 

knowledge of, attitude to emergency obstetric conditions and health-seeking behavior. 

These two variables consistently affect the respondents’ perception and attitudes towards 

emergency obstetric care choices and decisions. These findings are not surprising because 

the area of study is one of the most enlightened states in Nigeria with three Universities 

and many numbers of other tertiary institutions There are two teaching hospitals, more 

than five general hospitals and numerous health centers. Free universal basic education 

has been the hallmark of the area since 1954. The Yoruba who are the residents of the 

area studied are the most educated in Nigeria, hence the understandable impact of 

education on male involvement in emergency care. 

 The role of non-governmental organizations in this change in male behavior 

cannot be overruled. The largest concentration of activist non-governmental 

organizations in reproductive health is in the region. They have been involved in a 

number of community outreaches and mobilization for the promotion of male 

involvement in reproductive health. This can be one of the outcome effects of these 

efforts. Media exposure could be another reason. The State Radio station normally 

broadcasts health information and this must have influenced the thinking of the men and 

their involvement in their spouse’s health.  Another contributory factor to the patterns 
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observed in this study could be the high level of antenatal clinic attendance as more than 

80 percent of pregnant women in the area attends to antenatal clinics. High utilization of 

health facilities improves knowledge of obstetric conditions, which knowledge is 

transferred to men either through their wives, media talks or at community meetings. 

 There is a clear evidence of social change in Nigeria at least in the South West 

region where this study was conducted. Men are getting involved in the reproductive 

health of their partners. For this involvement to permeate every segment of the Nigerian 

society is another challenge for policy makers and programmers. 

 While this study shows that men are getting involved in the health care of their 

wives, there is still need for a sustained campaigned to improve the health of the women. 

One best approach is to promote education for men and women at all levels. This is one 

sure way the ideals of ICPD and Beijing can be realized. Education is paramount. It can 

make the difference as can be seen in this study. The young men will also be targeted 

now. This generation is easier to change. 

 However, there are methodological issues involved in this study. The 

methodology of identifying men’s attitudes towards their wives should be sharpened so 

that attitudes of polygnously-married men to their different wives could be captured 

under different living arrangements. Secondly our approach in the design of the 

instrument of the study cold not allow for rigorous statistical analysis. The long list of 

obstetric conditions is too lengthy to have been meticulously administered by the field 

workers. Questions like specific experiences of these conditions were not asked. A 

prospective research design will be a good option to collect dynamic information on the 

male role in emergency obstetric conditions. Pregnant women and their partners should 
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be targeted and monitored a period of time.  This study has given a ray of hope that there 

is social change in the concept and practice of male supremacy in Nigeria. Further studies 

are called for in other regions in the country and elsewhere to measure the extent of male 

awareness and involvement in reproductive health conditions of women. The overall 

problem of high maternal mortality should be pursued through a strong political will, 

education and massive health infra-structural development the underlying problem of 

poverty should also be alleviated. 
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