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Research

Involving male partners in maternity care in Burkina Faso: a randomized
controlled trial

Marina AS Daniele,? Rasmané Ganaba,® Sophie Sarrassat,? Simon Cousens,® Clémentine Rossier,c Seydou Drabo,?
Djeneba Ouedraogo® & Veronique Filippi®

Objective To determine whether an intervention to involve the male partners of pregnant women in maternity care influenced care-seeking,
healthy breastfeeding and contraceptive practices after childbirth in urban Burkina Faso.

Methods In a non-blinded, multicentre, parallel-group, superiority trial, 1144 women were assigned by simple randomization to two
study arms: 583 entered the intervention arm and 561 entered the control arm. All women were cohabiting with a male partner and had a
low-risk pregnancy. Recruitment took place at 20 to 36 weeks' gestation at five primary health centres in Bobo-Dioulasso. The intervention
comprised three educational sessions: (i) an interactive group session during pregnancy with male partners only, to discuss their role; (ii) a
counselling session during pregnancy for individual couples; and (iii) a postnatal couple counselling session. The control group received
routine care only. We followed up participants at 3 and 8 months postpartum.

Findings The follow-up rate was over 96% at both times. In the intervention arm, 74% (432/583) of couples or men attended at least two
study sessions. Attendance at two or more outpatient postnatal care consultations was more frequent in the intervention than the control
group (risk difference, RD: 11.7%; 95% confidence interval, Cl: 6.0 to 17.5), as was exclusive breastfeeding 3 months postpartum (RD: 11.4%;
95% Cl: 5.8 to 17.2) and effective modern contraception use 8 months postpartum (RD: 6.4%; 95% CI: 0.5 to 12.3).

Conclusion Involving men as supportive partners in maternity care was associated with better adherence to recommended healthy
practices after childbirth.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Ending preventable maternal and perinatal mortality neces-
sarily involves engaging with families and communities.’
Male partners, in particular, exert a considerable influence on
women’s use of reproductive health services and participate
in decisions that affect health outcomes.? Surveys from sub-
Saharan Africa show that most women with a male partner
would be willing for him to participate in maternity care,
except where there is a concern about domestic violence,
alcohol abuse or disclosing human immunodeficiency virus
(HIV) infection status.’* However, few men join their pregnant
partners during antenatal or postnatal appointments at health-
care facilities, often because of the perception that this is not
their role.”® Moreover, the clinic’s infrastructure may not be
suitable for couples, there may be concerns about congestion
or privacy and opening hours may be inconvenient.”* Staff
attitudes can also be a problem.’ Where policies to invite male
partners to antenatal care appointments have been introduced,
the focus has tended to be on HIV testing, after which men
may be told to leave."

In the last few decades, strategies promoting male in-
volvement in reproductive health services have received in-
creasing attention, such as endorsement by the World Health
Organization."' Although systematic reviews conclude that
these strategies can improve care-seeking throughout the
childbearing period, most evidence comes from observational
studies or evaluations of complex interventions that were not
specifically designed to investigate male involvement.'*'¢

Consequently, the impact of these strategies is not clear. Few
high-quality experimental studies have been conducted in
sub-Saharan Africa and even fewer have assessed facility-based
interventions,'”'® apart from those focusing on the prevention
of mother-to-child HIV transmission.”

Burkina Faso has high maternal and infant mortality.”
Although the majority of women give birth in health-care
facilities (the latest estimate was 66% in 2010), most do not
have regular check-ups postpartum.”>”' Even in urban areas,
fewer than half attend the recommended two outpatient
postnatal consultations.”>* Moreover, fewer than half of
infants are exclusively breastfed 3 months postpartum.”’ One
quarter of women of reproductive age have an unmet need
for family planning and few initiate contraception promptly
following childbirth.*** These health vulnerabilities reflect
women’s social and economic disadvantages in a country that
is characterized by patriarchal family structures, polygyny and
women marrying older men.” Although childbearing and the
care of young children are considered female domains, men
are usually the ultimate decision-makers on care-seeking.”>*
However, male partners are rarely seen in health-care facili-
ties and have scarcely any contact with health workers, which
limits their exposure to health information.”>”” Older women,
especially the male partner’s mother, are regarded as experts
on infant care and feeding.” Traditionally, in addition to
breast milk, neonates in Burkina Faso receive water and herbal
infusions.” Opposition to contraception by the male partner
is often cited as an obstacle and is associated with lower con-
traception use by women.”*” Two community-based projects
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involving men have been initiated in the
country but rigorous evaluations have
not been published.*>*

The aim of our study was to deter-
mine whether an intervention designed
to involve the male partners of pregnant
women in Burkina Faso in facility-based
maternity care influences care-seeking
and healthy practices after childbirth.
Our hypothesis was that the interven-
tion would increase postnatal care
attendance, the duration of exclusive
breastfeeding and the use of postpartum
contraception.

Methods

We performed an individually ran-
domized, multicentre, superiority trial.
Participants were enrolled at the five
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largest primary health centres in one of
three health districts in the city of Bobo-
Dioulasso — each health centre served
a predominantly urban population of
around 20000 and offered antenatal,
labour and birth, postnatal and family
planning services.’” In 2014, an average
of 66 births took place every month in
each study health centre.”” Maternity
staff were mostly female: the majority
were auxiliary midwives (i.e. accouch-
euses auxiliaires) and the minority were
midwives (i.e. sage femmes or maieutici-
ens détat). Women who had obstetric
complications or required a caesarean
section were referred to the local district
or university hospital, a maximum of
4 km distance.

In this setting, almost all women at-
tended antenatal care at least once.”” We

invited pregnant women who were at-
tending routine check-ups to participate
in the study. Eligible women were aged
between 15 and 45 years, cohabiting
with a man (regardless of marital status),
pregnant with an estimated gestational
age of 20 to 36 weeks and, based on
their obstetric risk profile, expected to
be able to give birth in a primary health
centre. We excluded women who were
recommended at the time of recruitment
to give birth in a referral hospital. We
assigned participants to the intervention
or control arm of the study on a 1:1 basis
by simple, nonstratified randomization
according to a sequence generated by the
principal investigator using the random
integer function of a scientific calcula-
tor. The principal investigator prepared
sealed opaque envelopes containing

Box 1.The study intervention to involve male partners in maternity care, Burkina Faso, 2015-2016

The intervention consisted of three components: (i) an interactive group discussion session for male partners only; (i) an individual couple counselling
session during pregnancy; and (iii) a postnatal couple counselling session before discharge from the facility.

All sessions took place in a participating primary health-care centre. The health workers who delivered the intervention were auxiliary midwives or
midwives. These workers had all attended formal training courses to Burkina Faso Ministry of Health standards and generally provided complete
care for low-risk pregnant women and neonates. For this study, they attended a 1-day training workshop on working with men and couples, which
included discussions, role-playing and troubleshooting on gender issues, particularly on women's control over their male partner’s involvement.
Dedicated in-work support and quality control were in place for the duration of the study. On average, 23 health workers participated at each facility.

Each session lasted approximately 1 hour. Each couple or man was invited to attend each individual session once. The first two sessions took place
as soon as possible after the woman was recruited into the study (i.e. any time between 20 weeks'gestation and term). At recruitment, participants
in the intervention group received an invitation letter for the first session, which they passed on to their male partners. The invitation was reiterated
in a phone call from a health worker a few days later.

Interactive group discussions

Group discussions took place every Saturday morning in an open-air meeting space at each primary health-care centre. Between two and five
health workers conducted the sessions in French and local languages. A total of 52 sessions were conducted, each attended by 3 to 13 men. Health
workers checked the men’s names on arrival against a list of those who had been invited.

During the sessions, health workers stimulated discussions by reading out the stories of three fictional couples who were having a baby. In these
stories, adverse events occurred when there was no communication or collaboration between the man and woman or when they lacked adequate
health information. With both good communication and information, there was a positive outcome. Participants were encouraged to reflect critically
on their roles as men and partners. A guide for conducting the group sessions was drawn up by the principal investigator. The content was entirely
original. At the end of these sessions, men were invited to attend the first couple counselling session and were given 1000 CFA francs (equivalent
to 1.70 United States dollars at the time) as a one-off contribution to travel expenses.

Couple counselling sessions during pregnancy

The purpose of the couple counselling sessions was to provide information and advice to both partners on a range of topics related to pregnancy,
birth and the postpartum period, including: (i) the importance of antenatal and postnatal care; (ii) birth preparedness and signs of labour; (i) danger
signs for the mother and newborn child; (iv) exclusive breastfeeding; (v) the healthy timing and spacing of pregnancies; and (vi) postpartum
contraception.

Sessions took place in a private consultation room with one or two health workers. They were interactive and questions were encouraged. Health
workers used a flipchart, which contained illustrations on the side facing the participants and related text on the side facing the health worker.
The chart was adapted from two existing counselling tools produced by the World Health Organization and the Ministry of Health of Senegal.***

When the conversation moved to family planning, the focus was on each couple’s situation and reproductive intentions. Samples of contraceptive
devices were available to see and touch. Couples were given the opportunity to consult each other and express their choice of contraceptive
method for use after the birth. If appropriate, a simple, non-binding plan for the initiation of contraception was drawn up and documented in the
woman'’s health booklet.

Postnatal couple counselling sessions

If a woman in the intervention arm gave birth in a primary health-care centre, the couple was invited to another counselling session. This usually
took place around 6 hours after giving birth, following the predischarge physical examination. In routine care, women are given health advice at
this time without their partners, either alone or in groups. Attempts were made to reach the male partner by phone if he was not in the facility.
This session was a further opportunity to discuss and provide information relevant to the weeks and months after birth. If the couple had not yet
decided about contraception, they had the opportunity to do so during this session, with the option of immediately initiating some methods or
getting a prescription before discharge. The same flipchart was used as in the first couple counselling session.
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participants’ allocation and study iden-
tification number. At randomization,
research assistants invited participants
to select an envelope.

Women allocated to the interven-
tion group and their male partners were
invited to participate in three 1-hour
educational sessions in French or a
local language at their primary health
centre, delivered by auxiliary midwives
and midwives who attended a 1-day
training workshop. The sessions com-
prised: (i) an interactive group session
between 20 weeks™ gestation and term
for male partners only, to discuss men’s
role; (ii) a counselling session between
20 weeks’ gestation and term for each
couple individually to provide infor-
mation and advice on topics related
to pregnancy, birth, the postpartum
period and family planning; and (iii) a
postnatal couple counselling session
before postpartum discharge, to discuss

further the postpartum period and fam-
ily planning. Participants were invited
by several means, including letters and
follow-up phone calls. The intervention
is described in detail in Box 1. Women
in both study arms received routine
maternity care, in which male partners
normally participate very rarely.

The primary study outcomes were:
(i) the woman’s attendance at two or
more scheduled, outpatient, postna-
tal care consultations in the 6 weeks
after birth; (ii) exclusive breastfeeding
3 months postpartum; and (iii) the use
of effective modern contraception (i.e.
implants, intrauterine devices, injectable
and oral contraceptives, and perma-
nent methods) 8 months postpartum.
Secondary outcomes were: (i) use of a
long-acting or permanent method of
contraception (i.e. intrauterine devices,
implants and female or male steriliza-
tion) 8 months postpartum; (ii) use

Marina AS Daniele et al.

of any contraceptive or contracep-
tive method, including less effective
methods, 3 and 8 months postpartum;
(iii) the timely initiation of effective,
modern contraception within a period
during which conception was reasonably
unlikely; (iv) unmet need for contracep-
tion 8 months postpartum; (v) good
relationship adjustment 8 months
postpartum; and (vi) complete satisfac-
tion with routine care. We determined
good relationship adjustment from the
woman’s satisfaction with the relation-
ship and the degree of communication,
shared decision-making and agreement
between the couple on key reproductive
health issues. This outcome was assessed
using an unvalidated tool adapted from
existing instruments.”’* We assessed
satisfaction with routine care using an
unvalidated tool developed from exist-
ing instruments.””* Details are given in
Box 2 and associated Table 1.

Box 2.Study outcomes in the intervention to involve male partners in maternity care, Burkina Faso, 2015-2016

Primary outcomes

(i) The woman'’s attendance at two or more scheduled, outpatient, postnatal care consultations

A woman was classed as having attended scheduled, postnatal care if she had attended at least two consultations in the first 6 weeks after giving
birth — the minimum recommended by the national protocol.* These usually took place 6 days and 6 weeks postpartum.

(if) Exclusive breastfeeding 3 months postpartum

Because the duration of exclusive breastfeeding in Burkina Faso is usually short, we decided that an increase in the proportion of women who were
exclusively breastfeeding 3 months postpartum would constitute a meaningful public health gain. The definition of exclusive breastfeeding was
based on WHO criteria.”” The mother was read a list of food and drink items and breastfeeding was classed as exclusive if the infant had received
food or drink other than breast milk only once or twice.

(iii) Use of effective modern contraception 8 months postpartum

We defined an effective modern contraceptive method as one that had an unintended pregnancy rate of 10% or less per year, as commonly
employed.* The methods available locally were implants, intrauterine devices, injectable and oral contraceptives, and permanent methods.
Secondary outcomes

(i) Use of long-acting or permanent methods of contraception 8 months postpartum

This was defined as the proportion of women who were using intrauterine devices or contraceptive implants, who had undergone sterilization or
whose partner had undergone sterilization by 8 months postpartum.

(ii) Use of any contraceptive or contraceptive method 3 and 8 months postpartum

The methods read out by the interviewer were: (i) male and female sterilization; (ii) intrauterine devices; (iii) injectable contraceptives; (iv) contraceptive
implants; (v) oral contraceptives; (vi) male and female condoms; (vii) the rhythm method; (viii) the lactational amenorrhea method; (ix) withdrawal;
and (x) the standard days method. Other reported methods, including traditional methods, were also included.

(if)) Timely initiation of effective modern contraception

The initiation of an effective modern contraceptive method, which were those listed in primary outcome (iii), was defined as timely if it took place
within a period during which conception was reasonably unlikely. Table 1 (available at: http://www.who.int/bulletin/volumes/95/7/17-206466) below
lists specific criteria, which are based on the time during which lactational amenorrhoea provides 98% protection against unwanted pregnancy.*
(iv) Unmet need for contraception 8 months postpartum

We used the revised definition of unmet need provided by the Demographic and Health Survey organization.”

(v) Good relationship adjustment 8 months postpartum

Relationship adjustment was determined from the woman'’s satisfaction with her relationship with her partner and the degree of communication,
shared decision-making and agreement between the couple on key issues related to reproductive health. These factors are plausible mechanisms
through which interventions to involve men may act to improve care-seeking and other behavioural outcomes.'” Our unvalidated tool for assessing
this outcome was adapted from existing instruments, including the Dyadic Adjustment Scale and the Locke—Wallace Marital Adjustment Test.*>*°
(vi) Complete satisfaction with routine care

To determine whether being in the intervention group adversely or positively affected the woman's experience of routine care, we used an
unvalidated measurement tool for satisfaction, which was developed by adapting questions from existing instruments.*** To ensure comparability
between the two study arms, the questions asked did not refer to the care received as part of the intervention.
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Table 1. Criteria for assessing timely initiation of effective modern contraception

Situation at time Timely initiation of effective modern contraception

?f.c?n?raceptlon Contraception initiated Contraception initiated

svaten < 6 months postpartum and > 6 months postpartum or not
exclusive breastfeeding at exclusively breastfeeding at

3 months 3 months

Amenorrhoea and Yes Yes

abstinence

Amenorrhoea and Yes No

sexually active

Menses returned Yes Yes

and abstinence

Menses returned No No

and sexually active

Fig. 1. Flow diagram, intervention to involve male partners in maternity care, Burkina

Faso, 2015-2016

1495 women assessed for eligibility

29 refused to participate

322 excluded:

(i) 288 did not meet inclusion
criteria; and

(ii) 34 could not be contacted to
complete enrolment

1144 women randomized |

'

_ | 583 allocated to intervention group |

| 561 allocated to control group |

v

v

_ Data on 560 women were Data on 541 women were
available at 3-month available at 3-month
follow-up follow-up
«23 were lost to follow-up «20 were lost to follow-up

because they were because they were
uncontactable or had uncontactable or had

moved, 1had died

moved, 1 had died

\ \

moved, 2 had died

Data on 568 women were available

at 8-month follow-up

« 15 were lost to follow-up because
they were uncontactable or had

Data on 547 women were available
at 8-month follow-up
« T4 were lost to follow-up because
they were uncontactable, 1 had
moved, 1 withdrew from the study

We collected baseline data through
interviews at enrolment using a ques-
tionnaire on the women’s demographic
and socioeconomic characteristics,
including age, parity, ethnicity, religion,
occupation and educational level, on
their reproductive health history and
on their male partner’s characteristics.
During follow-up interviews with the
women at home, we collected data

and Thad died

on health and behavioural outcomes
3 and 8 months postpartum. Their male
partners were not interviewed. All ques-
tionnaires were in French, which was
translated into local languages (i.e. Dio-
ula and Moore) verbally. We conducted
field trials of the questionnaires with
nonparticipating women attending the
study centres. To assess compliance with
the study arm assignment and adher-
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ence to the intervention, participants’
names and identification numbers were
recorded at each study session.

Statistical analysis

We tabulated baseline data using de-
scriptive statistics and any major differ-
ences between study arms were identi-
fied by visual inspection. For primary
and secondary outcomes, we tested
the null hypothesis that the interven-
tion had no effect in intention-to-treat
analyses. These outcomes were treated
as binary variables and we assessed the
intervention’s effect using generalized
linear models with the Bernoulli/bi-
nomial family of distributions and the
identity link. We report the magnitude
of the effect as the risk difference (RD)
between intervention and control arms,
with 95% confidence intervals (ClIs).
To account for the possible effect of the
study site, we included the recruitment
primary health centre as a fixed effect
in the generalized linear model and all
effect estimates reported were adjusted
for this variable. In addition, the possi-
bility that the effect of the intervention
varied across sites was also explored
by performing likelihood ratio tests on
the study’s results stratified by primary
health-care centre.

We calculated that that a sample size
of 1115 would be sufficient to detect an
increase in the percentage of women
attending the recommended number of
postnatal consultations from 30 to 39%.
Such sample size would also be sufficient
to detect an increase from 25 to 34%
in the proportion of women who were
still exclusively breastfeeding 3 months
postpartum and an increase from 20
to 28% in the proportion of women
using effective modern contraception
8 months postpartum. All calculations
assumed 95% CIs and 80% power and
allowed for a 20% loss to follow-up.

We could not blind health workers
and session attendees to the intervention.
However, interviewers collected baseline
databefore carrying out randomization and
can thus be considered blinded during that
phase, as were all data entry staff. Outcome
data collectors were probably blinded to
the study allocation but that could not
be guaranteed. It was not feasible for the
principal investigator to be blinded during
the analysis.

Participants gave written informed
consent of their own free will. The
study was fully compliant with the
ethical principles of the World Medical
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Assembly Declaration of Helsinki as
amended by the 59" General Assembly
in 2008. Ethical approval was obtained
from the research ethics committee of
the London School of Hygiene & Tropi-
cal Medicine, the institutional review
board of the Population Council and the
health research ethics committee of the
Ministry of Health in Burkina Faso. The
trial was registered on ClinicalTrials.gov
(NCT02309489).

Results

We recruited 1144 women between
16 February and 12 June 2015: 583 were
randomized to the intervention arm
and 561 to the control arm (Fig. 1). The
follow-up rate was over 96% both 3 and
8 months postpartum. Follow-up ended
on 4 July 2016. There was no substantial
difference in baseline characteristics
between the study arms: the women’s
and their partners’ sociodemographic
characteristics are shown in Table 2 and
Table 3, respectively, and the women’s
obstetric and contraception history is
shown in Table 4.

In the intervention arm, 37%
(216/583) of couples or men attended
all three educational sessions, 37%
(216/583) attended two sessions, 17%
(98/583) attended one and 9% (53/583)
attended none. Thus, 74% (432/583)
attended at least two sessions. No-one
attended the same session more than
once. As shown in Fig. 2, 77% (447/583)
of male partners in the intervention
group attended the group session for
men, 64% (373/583) of couples attended
the first couple counselling session and
56% (328/583) of couples attended the
postnatal couple counselling session. In
the intervention arm, 32% (187/583) of
women gave birth in a referral hospital
or another nonparticipating facility,
very few of whom were referred, or
transferred, from a primary health-care
centre; the corresponding proportion in
the control arm was 37% (208/561). This
may explain why the postnatal couple
counselling session was less well attend-
ed. There were two documented cases of
noncompliance with arm assignment by
men in the control group, which were
due to communication errors and which
resulted in them attending the group
session for men.

As shown in Table 5, the interven-
tion was associated with higher rates of
attendance at two or more scheduled,
outpatient, postnatal care consultations
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Table 2. Women’s sociodemographic characteristics, intervention to involve male
partners in maternity care, Burkina Faso, 2015-2016

Characteristic No. of women (%)
Intervention group Control group
(n=583) (n=561)
Recruitment health centre
Bolomakote 89 (15.3) 86 (15.3)
Guimbi 101 (17.3) 109 (19.4)
QOuezzinville 163 (28.0) 165 (29.4)
Sarfalao® 119 (20.4) 92 (16.4)
Secteur 24 111 (19.0) 109 (19.4)
Age in years, mean (SD) 26.3 (6.0) 26.3 (5.9)
Age, years
15-19 73 (12.5) 75(13.4)
20-24 179 (30.7) 164 (29.2)
25-29 163 (28.0) 158 (28.2)
30-34 109 (18.7) 99 (17.7)
35-39 46 (7.9) 56 (10.0)
40-45 13(2.2) 9(1.6)
Ethnic group
Bobo or Bwa 108(18.5) 110 (19.6)
Dagara, Lobi, Birifor, Djan and similar 61(10.5) 45 (8.0)
Dioula, Dafing, Samo and similar 93 (16.0) 85(15.2)
Gourounsi, Ko or Nounouma 24 (4.1) 24 (43)
Mossi, Gourmanche, Bissa and similar 260 (44.6) 263 (46.9)
Peulh 16 (2.7) 19 (3.4)
Other 21 (3.6) 152.7)
Religion®
Muslim 420 (72.2) 407 (72.6)
Christian 158 (27.2) 144 (25.7)
Traditional or animist 1(0.2) 5(0.9)
No religion 3(0.5) 5(0.9)
Educational level*
No education 311(53.3) 278 (49.6)
Primary school 145 (24.9) 168 (30.0)
Above primary school 126 (21.6) 115 (20.5)
Type of occupation<
No work outside the home 232 (39.8) 213 (38.0)
Street vendor 246 (42.3) 254 (44.0)
Craftswoman 52(8.9) 35(6.2)
Shopkeeper 39 (6.7) 41(7.3)
Other 22 (4.0) 26 (4.6)

SD: standard deviation.

 All values in the table represent absolute numbers and percentages unless otherwise stated.

® The difference between the number of participants assigned to the intervention and control groups in
the Sarfalao health centre was due to an isolated incident in which a data collector initially used a batch of
randomization envelopes that had not been mixed and that assigned all participants to the intervention.
Once this was noticed, the batch was immediately replaced. This error did not bias the allocation.

¢ Data were missing for one woman in the intervention group.

9 Percentages for occupations add up to more than 100% as more than one occupation was allowed.

(RD: 11.7%; 95% CI: 6.0 to 17.5), of
exclusive breastfeeding 3 months post-
partum (RD: 11.4%; 95% CI: 5.8 to 17.2)
and of effective modern contraception
use 8 months postpartum (RD: 6.4%;
95% CI: 0.50 to 12.3). The intervention
also had a positive effect on the use of

long-acting contraception 8 months
postpartum (RD: 8.1%; 95% CI: 2.9 to
13.4), on the use of any contraceptive
method both 3 months (RD: 7.7%; 95%
CI: 1.2 to 13.6) and 8 months (RD: 6.5%;
95% CI: 1.0 to 12.1) postpartum and on
the timely initiation of effective modern
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contraception (RD: 7.6%; 95% CI: 0.2 to
15.1). The intervention was also associ-
ated with a reduction in unmet need
for contraception 8 months postpartum
(RD: -4.8%; 95% CI: 9.2 to —0.5).
The increase in long-acting, reversible
contraception use was almost entirely
due to greater implant use (data not
shown). No permanent methods were
used. The intervention had a positive
effect on the proportion of women with
good relationship adjustment 8 months
postpartum (RD: 8.7%; 95% CI: 2.9 to
14.6), but the proportion satisfied with
routine care was not affected (RD: 0.4%;
95% CI: —4.8 to 5.6).

Tests for interaction indicated that
the effect of the intervention varied
across primary health-care centres for:
(i) effective modern contraceptive use
(P=0.028); (ii) any contraceptive use
3 months (P=0.026) and 8 months
(P=0.082) postpartum; and (iii) the
timely initiation of effective modern
contraception (P=0.052). No individual
facility appeared to perform consistently
well or badly across all outcomes. At cer-
tain primary health centres we observed
differences between the two study arms
in some baseline characteristics, spe-
cifically the type of marriage, ethnicity,
women’s education level and employ-
ment, parity and prior use of contracep-
tion. The results of the tests for interac-
tion did not change when we included
these characteristics in the models.

Discussion

Our intervention to involve male
partners in maternity care was associ-
ated with an increase in attendance
at postnatal care consultations, in the
duration of exclusive breastfeeding and
in the use of postpartum contracep-
tion, especially long-acting, reversible
contraception. The intervention also
had a positive effect on communica-
tion between the couple and shared
decision-making related to reproduc-
tive health. The proportion of partici-
pants who adopted the recommended
behaviours increased between 6.4 and
11.7 percentage points for each of the
three primary outcomes; for second-
ary outcomes, the improvement was
between 4.8 and 8.7 percentage points.
These results were achieved in the con-
text of a high level of adherence to the
intervention in an area where men are
not traditionally involved in maternity
care. Other trials in sub-Saharan Africa
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Table 3. Male partners’ sociodemographic characteristics, intervention to involve male
partners in maternity care, Burkina Faso, 2015-2016

Characteristic

No. of men (%)"*

Intervention Control group

group (n=>583) (n=561)
Age in years, mean (SD) 40.1(18.8) 40.6 (20.3)
Age, years®
20-29 126 (23.6) 138 (27.4)
30-39 275 (51.6) 246 (48.8)
40-49 105 (19.7) 101 (20.0)
>50 27 (5.1) 19 (3.8)
Age difference between man and woman in 8 7
years, median
Educational level®
No education 247 (48.4) 244 (48.3)
Primary school 134 (26.3) 125 (24.8)
Above primary school 129 (25.3) 136 (26.9)
Type of occupationf
Agriculture 44 (7.6) 58(10.3)
Street vending 124 (21.3) 110 (19.6)
Skilled manual labour 238 (40.8) 217 (38.7)
Shopkeeper or commerce 100 (17.2) 115 (20.5)
Public sector 41(7.0) 41(7.3)
Other 80 (13.7) 68 (12.1)
Type of marriage?
Monogamous 504 (86.6) 476 (84.9)
Polygamous 78 (13.4) 85(15.2)
Person responsible for decisions on household
expenses?
Woman 1(0.2) 0(0.0)
Male partner 491 (84.2) 474 (84.5)
Couple together 32(5.5) 36 (6.4)
Third person 49 (8.4) 44.(7.8)
It depends or not sure 10(1.7) 6 (1.0)
Person responsible for the decision to seek
health care"
Woman 2(0.3) 3(0.5)
Male partner 523 (89.7) 500 (89.1)
Couple together 38 (6.5) 39 (7.0)
Third person 19 (3.3) 13(2.3)
It depends or not sure 1(0.2) 5(0.9)

SD: standard deviation.

¢ The male partners'characteristics were reported by the women.

® All values in the table represent absolute numbers and percentages unless otherwise stated.

¢ Percentages are of the total number of men for whom data were available in each category (e.g. age).
4 Data on age were missing for 50 men in the intervention arm and 57 in the control arm.

¢ Data on educational level were missing for 73 men in the intervention arm and 56 in the control arm.

" Percentages for occupations add up to more than 100% as more than one occupation was allowed.

9 Data on the person responsible for decisions on household expenses were missing for one man in the

intervention arm.

" Data on the person responsible for the decision to seek health care were missing for one man in the

control arm.

that involved inviting male partners
into health-care facilities generally re-
ported response levels below 50%.'7***
In our study, attendance was lowest
for the postnatal counselling session,
probably because one third of women

Bull World Health Organ 2018;96:450-461 I doi: http://dx.doi.org/10.2471/BLT.17.206466

chose to give birth in a nonparticipat-
ing referral hospital.

The intervention could have worked
through several possible mechanisms.
First, better communication between
spouses and shared decision-making
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Table 5. Study outcomes, intervention to involve male partners in maternity care, Burkina Faso, 2015-2016

Outcome

Proportion of women, % (no./n)®

Intervention versus control group

Intervention
group

Control group

Risk difference, Risk ratio (95% CI)®

% (95% CI)°

Primary outcome

Woman'’s attendance at > 2 scheduled, outpatient,
postnatal care consultations

Exclusive breastfeeding 3 months postpartum
Use of effective modern contraception 8 months

61.1(342/560)

49.0 (265/541)

postpartum
Secondary outcome

Use of a long-acting or permanent method of

contraception 8 months postpartum

Use of any contraceptive or contraceptive method

3 months postpartum

Use of any contraceptive or contraceptive method

8 months postpartum

Timely initiation of effective modern contraception

Unmet need for contraception 8 months
postpartum

Good relationship adjustment 8 months
postpartum

Complete satisfaction with routine care

43.4(232/535) 31.5(161/511)
59.6 (330/554) 53.1 (283/533)
30.7 (170/554) 22.9(122/533)
57.0 (315/553) 493 (262/532)
70.6 (391/554) 64.4 (343/533)
75.7 (249/329) 66.9 (188/281)
14.2 (79/560) 18.7 (101/539)
57.7 (323/560) 48.8 (263/539)
73.8 (413/560) 73.0 (395/541)

11.7 (6.0t0 17.5) 1.23(1.111t0 1.37)

114 (5810 17.2)
6.4 (0510 12.3)

1.35(1.15t0 1.59)
1.12(1.01 to 1.24)

8.1(291t0 134) 133 (1.09t0 1.62)

7.7 (1210 13.6) 1.16 (1.04 to 1.30)
6.5(1.0t0 12.1) 1.10(1.02 to 1.20)

7.6(0.2t0 15.1)
—4.8 (-9.2t0 —0.5)

1.11(1.00to 1.24)
0.75 (0.57 t0 0.98)
8.7 (2910 14.6) 1.18 (1.05t0 1.32)

04 (—4.8105.6) 1.00 (0.94 t0 1.08)

Cl: confidence interval.

@ Number of participants who reported the outcome divided by the number for whom data on that specific outcome were available.
® Adjusted by study recruitment primary health-care centre.

have been identified as enabling mecha-
nisms in similar studies.”>*>*” In our
study, couple counselling may have pro-
vided men and women with the oppor-
tunity to start conversations about issues
they were not used to discussing openly.
Moreover, in a context where men are
seldom exposed to advice from health
workers, the intervention may have en-
abled them to be better informed when
participating in these conversations.
Second, the male partner’s agreement
may have encouraged women to choose
long-acting, reversible contraception
and removed known barriers, such as
financial constraints and the fear that a
disapproving husband might discover
an implant’s insertion site.”” Third, men’s
leverage with their own mothers may
have helped some women to continue
practicing exclusive breastfeeding and to
refuse traditional supplementation with
water and herbal infusions.”” Finally,
more frequent postnatal contact with
health workers probably reinforced the
messages on exclusive breastfeeding and
family planning.

This study has several limitations.
Methodologically, our inability to guar-
antee that outcome data collectors were
fully blinded to the study allocation
may have increased the risk of courtesy

or social desirability bias in partici-
pants’ responses. Second, all outcomes
were self-reported and unvalidated in-
struments were used to assess relation-
ship adjustment and satisfaction with
care. Third, the exclusion of women
advised to give birth in a referral hos-
pital means that our findings may not
be generalizable to this group. Fourth,
women supplied baseline data on their
male partners, whom we were unable
to interview. Fifth, although very few
men or couples in the control arm
attended intervention sessions, their
interactions in the community with
participants from the intervention arm
may have influenced the study’s results.
This would have reduced the effect size.
In fact, levels of all three primary out-
comes were higher than expected in the
control group, even for an urban area.”
However, this may have been due to un-
documented secular trends. Sixth, we
are unable to explain fully why certain
outcomes varied across primary health
centres. Anecdotal evidence suggested
that there were differences between
centres in how the intervention was
implemented. For example, despite our
efforts to ensure standardization, some
staff members may have emphasized
particular health messages. Finally,

Bull World Health Organ 2018;96:450-461 I doi: http://dx.doi.org/10.2471/BLT.17.206466

costing the intervention was beyond
the scope of the study.

Our study was one of the first trials
of a facility-based intervention to in-
volve male partners in maternity care in
sub-Saharan Africa that did not evalu-
ate the prevention of mother-to-child
HIV transmission.'”"* We found that
even a simple educational intervention
involving a maximum of three contacts
can be beneficial. Our intervention
could easily be replicated, or adapted
for use, in similar contexts. However,
because it is only possible to issue in-
vitations if women attend health-care
facilities, good intervention coverage
can only be achieved where antenatal
care is well attended and facility deliv-
ery is common. Elsewhere, additional
community components may be neces-
sary.” Our preparatory work suggested
that the involvement of male partners
in routine care would be difficult in
Burkina Faso because of structural
and cultural constraints. However, this
could be a long-term goal.

It is important to bear in mind
that policy recommendations for
health workers to involve male part-
ners may be interpreted by some as
an obligation.'”* As a result, male
involvement may have an ambiguous
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effect on women’s autonomy.'? During
our study, training and supervision
ensured that health-care providers
did not pressurize women to involve
their partners if they did not want to.
National programmes must include
similar safeguards and avoid perfor-
mance-based incentives. In addition,
certain parts of this intervention,
notably the group session for men, at-
tempted to stimulate critical reflection
on patriarchal norms. Components
designed to promote equitable gender
relations should be embedded in all
future programmes involving men.'>*
In conclusion, involving men as sup-
portive partners in maternity care can
improve adherence to recommended
healthy practices, with implications
for family health and well-being. l
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Résumé

Participation du compagnon aux soins de maternité au Burkina Faso: un essai controlé randomisé

Objectif Déterminer si une intervention visant a faire participer
le compagnon des femmes enceintes aux soins de maternité a
permis d'influencer le recours aux soins, l'allaitement et les pratiques
contraceptives aprés I'accouchement dans une ville du Burkina Faso.

Méthodes Dans le cadre d'un essai de supériorité en groupes paralléles,
multicentrique, non aveugle, 1144 femmes ont été réparties par
randomisation simple en deux groupes d'étude: 583 dans le groupe
expérimental et 561 dans le groupe témoin. Toutes les femmes vivaient
avec un compagnon et avaient une grossesse a faible risque. Leur
recrutement a eu lieu entre 20 et 36 semaines de grossesse dans cing
centres de soins primaires de Bobo-Dioulasso. Lintervention comprenait
trois séances pédagogiques: (i) une séance de groupe interactive
pendant la grossesse, avec les compagnons uniquement, afin de discuter
de leur role; (i) une séance de conseil pendant la grossesse pour les
couples; et (jii) une séance de conseil postnatale pour les couples. Le

groupe témoin a bénéficié uniquement de la prise en charge habituelle.
Nous avons suivi les participants a 3 et 8 mois aprés I'accouchement.
Résultats Le taux de suivi était supérieur a 96% aux deux visites de
suivi. Dans le groupe expérimental, 74% (432/583) des couples ou
des hommes avaient assisté a au moins deux des séances prévues. La
présence a deux consultations postnatales externes ou plus était plus
fréquente dans le groupe expérimental que dans le groupe témoin
(différence de risques, DR: 11,7%; intervalle de confiance de 95%, IC: 6,0
a17,5), comme l'allaitement exclusif 3 mois apres I'accouchement (DR:
11,4%; 1C 95%: 5,8 a 17,2) et I'utilisation de moyens de contraception
modernes efficaces 8 mois apres I'accouchement (DR: 6,4%; IC 95%:
05a123).

Conclusion La participation et 'accompagnement des hommes aux
soins de maternité étaient associés a un meilleur suivi des pratiques
recommandées apres I'accouchement.

Pesiome

BoBneueHue NapTHEPOB-MY>KUMH B CUCTEMY OXPaHbl MaTepUHCTBA B BypkuHa-Maco: paHaoMU3npoBaHHOe

KOHTpoOJInpyemoe nccienoBaHue

Llenb Onpeaentb, NOBAVANO N1 BMELIATENLCTBO My TeM BOBEUEHNA
MY>KUVMH, ABAAOLLMXCA NapTHePamm 6epemMeHHbIX KEHLLVH, B CUCTEMY
OXPaHbl MaTePVHCTBA Ha aKTVBHOe obpalleHne 3a MeanLMHCKOM
MOMOLLbIO, Ha MPUBEPHKEHHOCTL 340POBLIM NPAKTVKAaM rPYAHOrO
BCKapPMIIMBAHNA 1 Ha MCMOJb30BaHVEe KOHTPaLeNLmm nocse POO8
B rOpOACKMX palioHax bypkuHa-Maco.

Metopapb! B 0TKPbITOM MHOFOLEHTPOBOM MapasieibHOM rpynnoBoM
nccnenoBaHm 3GGEeKTMBHOCTA 1144 KeHUWMHbI ObiN pasaeneHsi
nyTem NpOCTON PaHAOMM3aLIMM Ha [1Be rpynnbl: 583 BOLAM B rpynny
BMELWATENbCTBA, 561 — B KOHTPOMAbHYO rpynny. Bce KeHWwmHb
COXNUTENBCTBOBANMN C MYXKUMHOM-MAPTHEPOM U UMENN HU3KMIA PUCK
OCNOXHEHWI NpK bepeMeHHOCTY. YuacTHUL, Habupanu Ha Cpoke
6epemeHHOCTM oT 20 A0 36 Hefenb B MATU LEHTPax NnepBuyHon
MeaMKO-CaHUTapHoi nomouin 8 bobo-[nynaco. BmelwaTensctso
COCTOSNO U3 Tpex 0bpa3oBaTeNbHbIX 3aHATUI: (i) MHTepaKTVBHOE
rpynnoBoe 3aHATVE BO Bpema bepeMeHHOCTM TONbKO C MapTHEPamm-
MYXXUMHaMKU Ana obcyxaeHnsa ux ponu; (i) KoHCyNbTMpPOBaHKe
nap Bo BpemaA bepemeHHOCTY; (iii) KOHCYNbTVPOBaHWe Nap nocne

ponoB. KOHTpOmbHasA rpyrnna nosyyana CTaHAapTHY MeANLIMHCKYIO
MOMOLLb. YYaCTHUKN MPOXOAMAN Noceayiollee HabniogeHve yepes
3 1n 8 mecaueB nocne podos.

Pe3synbrathbl [lona naumeHToB, OCTaBWNXCA Nof HabnogeHneMm,
cocTasnana bonee 96% B 0bovix cydasx. B rpynne BmellatensCTaa
74% (432/583) nap nim My>uvH NOCETUN He MEHEE ABYX 3aHATI B
pamKax nccnepoBaHua. MocetleHre AByx 1 6onee ambynaTopHbIx
KOHCYNbTaLMiA Mo NOCNepofoBOMY YxoAy Obio 6onee yacTbim B
rpynne BMELIATeNbCTBa, YeM B KOHTPOMBHOW rpynne (pa3HocTb
pUCKoB, PP: 11,7, 95%- [I1: o1 6,0 a0 17,5), @ TakKe UCKIOUNTENBHO
rpyaHoe BCKapMMBaHue yepes 3 mecAua nocne poaos (PP:
11,4, 95%- W ot 5,8 0o 17,2) 1 3GdeKTMBHOE 1CMONb30BaHMe
COBPEMEHHBIX KOHTPALIENTMBOB Yepes 8 MecALeB nocne poaos (PP:
6,4;95%-11 IV: o1 0,5 0o 12,3).

BbiBog BoBneueHvie My»KUmH B KayeCTe NMapTHePCKON NOAAePKKM
B CUCTeMY OXPaHbl MaTePUHCTBA ObINO CBA3AHO C Nyylen
NPVBEPKEHHOCTHIO PEKOMEHOBAHHbBIM 310POBbIM MPaKTMKaM
nocne pofos.

Resumen

Involucrar a parejas masculinas en la atencion de la maternidad en Burkina Faso: un ensayo aleatorio controlado

Objetivo Determinar si una intervencion para involucrar a las parejas
masculinas de las mujeres embarazadas en la atencién de la maternidad
influyd en la busqueda de atencién, la lactancia materna saludable y
las practicas anticonceptivas después del parto en una zona urbana
de Burkina Faso.

Métodos En un ensayo preponderado, no cegado, multicéntrico, de
grupos paralelos, se asignd a 1144 mujeres aleatorias a dos grupos
del estudio: 583 entraron en el grupo de intervencién y 561 entraron
en el grupo de control. Todas las mujeres convivian con una pareja
masculina y tenfan un embarazo de bajo riesgo. La seleccion tuvo
lugar entre las semanas 20 y 36 de gestacion en cinco centros de salud
primarios en Bobo-Dioulasso. La intervencion contd con tres sesiones
educativas: (i) una sesion grupal interactiva durante el embarazo sélo
con las parejas masculinas, para hablar sobre su papel; (i) una sesion
de asesoramiento durante el embarazo para parejas individuales; y (iii)
una sesion de consejerfa posnatal en pareja. El grupo de control recibié

sélo atencion rutinaria. Seguimos a los participantes a los 3 y 8 meses
después del parto.

Resultados La tasa de seguimiento fue superior al 96% en dos visitas.
En el grupo de intervencion, el 74% (432/583) de parejas u hombres
asistieron al menos a dos sesiones de estudio. La asistencia a dos o mas
consultas de atencion posnatal para pacientes ambulatorios fue mas
frecuente en el grupo de intervencién que el grupo de control (diferencia
de riesgo, RD: De 1,7% a 95% en el intervalo de confianza, IC: De 6,0 a
17,5), enla lactancia materna exclusiva 3 meses después del parto (RD:
De 11,4%a95%1C: De 5,8a 17,2) en anticonceptivos modernos efectivos
8 meses después del parto (RD: De 6,4% a 95% IC: De 0,5a 12,3).
Conclusion Involucrar a los hombres como apoyo en la atencién
de maternidad se asocié con una mejor adherencia a las practicas
recomendadas de salud después del parto.
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