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RESEARCH ARTICLE

Factors associated with men’s participation in postpartum family planning: a 
study of Kiswa Health Centre III, Kampala, Uganda 

Kizito Omonaa and Rose Mary Mahorob 

aFaculty of Health Sciences, Uganda Martyrs University, Kampala, Uganda; bDepartment of Communication and Policy, Marie Stopes Uganda, 
Kampala, Uganda    

ABSTRACT 
Low uptake of family planning among women is predominantly attributed to low participation of men 
in postpartum family planning. In order to improve maternal health, strengthening male participation 
in family planning is an important public health initiative. This study aimed to assess factors associated 
with participation of men in postpartum care at Kiswa Health Centre III, Nakawa division, Kampala. An 
analytical cross-sectional study design involving collection of quantitative data was used. Systematic 
random sampling was used to select study participants. Data was collected using semi-structured ques
tionnaires. Data entry and cleaning was performed using EpiData version 12 and analysed using Stata 
version 14. 80.0% of respondents participated in postpartum family planning. Approval of family plan
ning use, knowledge on family planning and information source were significantly associated with 
male involvement in postpartum family planning. Respondents who approved family planning use at 
home were 15.5 times more likely to get involved in family planning services as compared to those 
who didn’t approve family planning. Conclusively, there was a generally high level of male involvement 
in postpartum family planning in comparison with the national levels. Approval of family planning at 
home increased the likelihood of men’s participation in family planning. 

IMPACT STATEMENT 

� What is already known on this subject? Evidence has it that short birth intervals of less than 15 
months have been found to be associated with adverse pregnancy outcomes including induced 
abortions, miscarriages, preterm births, neonatal and child mortalities, still births and maternal 
depletion syndrome. In Africa, generally, low family uptake among women is also attributed to low 
men participation in postpartum family planning. 

� What do the results of this study add? Approval of family planning use, knowledge on family 
planning and information source were associated with male involvement in postpartum family 
planning. Respondents who approved family planning use at home were 15.5 times more likely to 
get involved in postpartum family planning services as compared to those who didn’t approve fam
ily planning. 

� What are the implications of these findings for clinical practice and/or further research? In 
this study, the involvement of men was relatively high, but more studies are needed in other loca
tions to compare with this finding. Otherwise, consolidation of such high involvement is highly 
needed, as this can be a starting point for further improvement. 
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1. Introduction and background 

1.1. Introduction 

Family planning (FP) is an essential component of health care 
provided during the antenatal period, immediately after 
delivery and during the first year after childbirth (NEGRICI 
2020). The Family Planning 2020 (FP2020) initiative is a global 
movement that supports this right and therefore the rights 
of women and girls to decide freely and for themselves 
whether, when, and how many children they want to have 
(Cahill et al. 2018). Postpartum family planning (PPFP) is 
defined as the prevention of unintended pregnancy and 

closely spaced pregnancies through the first 12 months fol
lowing childbirth (WHO 2013, Sitrin et al. 2020). This also 
includes pregnancies that ended with abortion. 

Evidence has it that short birth intervals of less than 
15 months have been found to be associated with adverse 
pregnancy outcomes including induced abortions, miscar
riages, preterm births, neonatal and child mortalities, still 
births and maternal depletion syndrome (Chandra-Mouli 
et al. 2013). Postpartum contraceptive use is not only import
ant to reduce unintended pregnancies and pregnancies that 
are too closely spaced (Enyidah et al. 2020), but it also 
improves the health of the woman, her child and family (Dral 
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et al. 2018). World Health Organisation recommends adop
tion of postpartum contraceptives not only for reduction of 
unplanned pregnancies, but also to improve maternal and 
child well-being (Chandra-Mouli et al. 2013). 

Despite the evidence of close birth intervals being associ
ated with adverse pregnancy outcomes, many women are 
not using effective family planning methods. This is attrib
uted to low men participation in postpartum family planning 
(Khowaja et al. 2019). Reproductive health issues are an inclu
sive concern for both men and women. In order to improve 
maternal health, strengthening male participation in family 
planning is an important public health initiative (Wondim 
et al. 2020). Research suggests that spousal communication 
and male involvement in decision-making can positively influ
ence family-planning use and continuation (Hartmann 
et al. 2012). 

According to the World Health Organization report 2017, 
the major inhibitors of male involvement in postpartum fam
ily planning included negative perception and lack of spousal 
support among other things. This study aims at assessing fac
tors associated with men’s participation in postpartum family 
planning, taking a case of family planning services provision 
at Kiswa Health Center III, Nakawa division, Kampala district. 

1.2. Background of the study 

In many contexts worldwide, men tend to be the decision- 
makers within families and heavily influence decisions regard
ing contraception and STI prevention and family planning 
(Davis et al. 2016). Male involvement in family planning serv
ices is associated with maternal and child motility. Data from 
Kenya demographic and health survey of 2008–2009 indi
cated that the adjusted odds ratio after controlling for other 
factors shows that women whose husbands attended family 
planning services were more likely to have skilled birth 
attendance than those whose husbands did not [AOR, 1.9; 95 
percent CI, 1.09–3.32](Mangeni et al. 2012). 

To improve maternal health, strengthening male participa
tion in family planning is an important global public health 
initiative (Wondim et al. 2020). The importance of involving 
men in reproductive, maternal and child health programs is 
increasingly recognised globally. Unfortunately, most of 
maternal and child health services around the globe do not 
actively engage expectant fathers and fathers of young chil
dren and few studies have been conducted on the chal
lenges, benefits and opportunities for involving fathers (Davis 
et al. 2016). In a qualitative study of policy makers and practi
tioners carried out in the pacific reported that greater men’s 
involvement would result in a range of benefits for maternal 
and child health, primarily through greater access to services 
and interventions for women and children (Davis et al. 2016). 
Perceived challenges to greater father involvement included 
sociocultural norms, difficulty engaging couples before first 
pregnancy, the physical layout of clinics, and health worker 
workloads and attitudes. 

In Africa, many countries have made significant progress 
on improving reproductive, maternal, newborn and child 
health in the past ten years. However, there’s still a high 

burden of poor maternal, neonatal and child health. A com
munity-based cross-sectional study carried out among 620 
married men in Ethiopia revealed that 12.5%were directly 
involved in the use of family planning using a male contra
ceptive method, and about 60.0% of males were involved in 
family planning through spousal communication and 
approval. Being educated [AOR ¼ 1.64; 95% CI: (1.12–2.62)], 
having an educated partner [AOR¼ 1.77; 95% CI: (1.17–2.94)], 
having a positive attitude towards family planning [AOR ¼
2.27; 95% CI: (1.53–3.36)], discussing with wife [AOR¼ 2.51; 
95% CI: (1.69–3.72)] and having adequate knowledge about 
family planning [AOR ¼ 1.92; 95% CI: (1.28–2.87)] were posi
tively associated with male involvement in family planning 
utilisation whereas having more than three children [AOR ¼
0.32; 95% CI: (0.15–0.70)] was negatively associated with 
male involvement in family planning utilisation (Wondim 
et al. 2020). 

An integrative review of studies carried out in the contin
ent on male involvement in family planning shows that reli
gion, large family size, culture, fear of side effect, access and 
exposure to information, attitudes, norms and self-efficacy 
and interaction with a health care provider are determinants 
of male involvement in family planning use (Eqtait and 
Abushaikha 2019). These findings reveal that interventional 
programs by health care providers and intensive education 
to men will positively increase prevalence of family planning 
use across the continent. It’s recommended to involve reli
gious leaders in education as well. 

Family planning programs have made vast progress in 
many regions of sub-Saharan Africa (Koffi et al. 2018). 
Nevertheless, there are numerous barriers hindering its 
smooth progress. A study exploring barriers to and facilitators 
of using family planning services among HIV-positive men in 
Nyanza Province, Kenya reveals different barriers for male 
involvement in family planning services. These include; con
cerns about side effects of contraceptives, lack of knowledge 
about contraceptive methods, myths and misconceptions 
including fear of infertility, structural barriers such as staffing 
shortages at HIV clinics, and a lack of male focus in family 
planning methods and service delivery (Steinfeld et al. 2013). 
A cross-sectional study conducted in Kenya demonstrated 
that 48% of the respondents were not involved at all in fam
ily planning and only 6% of men were using a family plan
ning method. The age of respondents, educational level, 
number of children, and type of marriage, knowledge and 
ease of access to family planning services were all signifi
cantly associated with male involvement. Having no educa
tion made a man 89% less likely to be highly involved in 
family planning (OD 0.117; 95% CI: 0.03 � 0.454) (Butto and 
Mburu 2015). 

Unmet need for family planning exceeds 33% in Uganda 
(Dougherty et al. 2018). This figure can be decreased by pro
moting male involvement in family planning. Despite this, 
male involvement in family planning services is as well low in 
the country (Gopal et al. 2020). Male disapproval of use of 
family planning by their female partners and misconceptions 
about side effects are barriers to family planning in Uganda. 
In a study to assess the knowledge and use of family plan
ning among men in rural Uganda indicates that relatively few 
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men reported knowing about the most effective reversible 
contraceptive methods, intrauterine devices and implants 
(16%) (Dougherty et al. 2018). 

There is scanty literature regarding male involvement in 
family planning in Kampala (Gopal et al. 2020). However, 
available information reveals that the practice is generally 
low (Gopal et al. 2020).To increase male involvement in fam
ily planning services in Kampala, a study by (Gopal et al. 
2020) suggests that a ’bottom-up’ approach to male involve
ment. The approach should emphasise solutions developed 
by or in tandem with community members, specifically, 
fathers and community leaders who are privy to the social 
norms, structures, and challenges of the community. This 
study intends to explore the factors associated with participa
tion of men in postpartum family planning services 
in Kampala. 

1.3. Research questions  

1. What is the proportion of men participating in postpar
tum family planning in Kiswa HCIII, Kampala district? 

2. What individual factors influence participation of men in 
postpartum family planning in Kiswa HCIII, 
Kampala district? 

3. What social-cultural factors influence participation of 
men in postpartum family planning in Kiswa HCIII, 
Kampala district? 

4. What health system factors influence participation of 
men in postpartum family planning in Kiswa HCIII, 
Kampala district? 

2. Review of literature 

2.1. Male participation in family planning 

Family planning issues are an inclusive concern for both men 
and women. To improve maternal health, strengthening male 
participation in family planning is an important public health 
initiative. Yet, men are still the main decision-makers in the 
family in Uganda, especially in the urban community. There 
is little concrete evidence of the extent of male participation 
in family planning and its associated factors in Uganda. 

Various studies have shown that family planning adoption 
is likely to be more effective for women when men are 
actively involved around the globe (Ha et al. 2003, Dougherty 
et al. 2018). Application of the trans-theoretical model to 
assess male involvement in family planning in Vietnam shows 
that 25.8% of men were in the pre-contemplation stage, 
10.5% of men were in the contemplation/preparation stages 
and 63.7% of men were in the action/maintenance stages of 
behaviour change. This implies that over 60% of study 
respondents participated in family planning. However, find
ings from this study are contrary to findings in a cross-sec
tional study by (Grimley et al. 1995), which shows that only 
12.5% of the male were involved in family planning. 
Nevertheless, the former study only focussed on only con
dom use as a family planning option, hence the difference in 
study findings. Some studies like (Manortey 2020) reveal 
64.4% male involvement in family planning which is closer to 

findings of (Dougherty et al. 2018).In this study, marital sta
tus, employment status and knowledge about family plan
ning of respondents were positively associated with male 
involvement in family planning (p < 0.05)(Manortey 2020). 
Health education and sensitisation messages ought to be 
implemented in both studies to further increase male 
involvement in family planning. 

A quantitative descriptive cross-sectional study carried out 
in Nepal show that over half of the husbands (59.4%) were 
involved in giving advice, supporting to reduce the house
hold work burden, and providing financial support for family 
planning. After adjustment for other covariates, economic 
autonomy was associated with lower likelihood of discussion 
with husband during pregnancy, while domestic decision- 
making autonomy was associated with both lower likelihood 
of discussion with husband during pregnancy and the hus
band’s involvement in family planning (Thapa and Niehof 
2013). This implies that interventions geared towards increas
ing male involvement in family planning services should tar
get discussion of husband with wife more especially 
economically autonomous couples. 

A cross-sectional study carried out in India shows that 
only 10% subjects used condoms (T et al. 2015). More than 
half the subjects from middle socioeconomic status used pills 
and only 25% from low socioeconomic status used them. 
Whereas a similar study carried out in Uttar Pradesh shows 
that only 3% of the couples used pills (Khan and Patel 1997). 
It is however important to note that the former study was 
carried out among both married and un married study 
respondents while the later was carried out among the mar
ried. Almost 70% of the subjects actively practiced other fam
ily planning methods in a descriptive cross-sectional study 
carried out by (Demissie et al. 2016). Contrary to this, 20% 
subjects in a study (T et al. 2015) in Uttar Pradesh reported 
of practicing sterilisation. 50% of middle socioeconomic sta
tus and 18% of high socioeconomic status people used 
Copper-T IUD. On the other hand, 1% of the subjects in Uttar 
Pradesh used IUD. Condoms and pills were most commonly 
used by most of the subjects as they were convenient (53%), 
affordable (48%) and readily available (47%) in a study by 
(T et al. 2015). On the contrary, a study conducted in 
Pakistan showed that condom was the most known method 
of contraception (27.3%) followed by withdrawal, injection 
and pills (Nasir et al. 2017). 

Usage of family planning services in developing countries 
more especially in Africa has been found to avert unintended 
pregnancies, and drastically reduce maternal and child mor
tality. Men as the main decision-makers in most of the 
African families have an important role to play towards 
acceptance of family planning methods; however, its usage 
still remains low (Manortey 2020).A cross-sectional study car
ried out in Ghana observed that majority of respondents in 
the studied area (83.26%) accept the act of male spouses 
accompanying their partners for family planning services 
(Manortey 2020). This finding, however, was contrary to the 
findings from a study in the Kassena-Nankana District in the 
Northern part of Ghana where women opting to practice 
family planning must do so at considerable risk of social 
ostracism or familial conflict (Adongo et al. 1997) and not 
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even thinking of male partners accompanying them to family 
planning clinic. Difference in study findings could be attrib
uted to the fact that the former study was carried out in 
Tema Metropolis which is an urban setting with high educa
tion level as compared to study participants in the later 
study. As a result of these perceptions, male involvement in 
family planning remains lower than wanted across the con
tinent (Dral et al. 2018). 

Knowledge level of the study participants on family plan
ning in a descriptive cross-sectional study carried out in 
Ghana revealed that more than half of the men had sufficient 
knowledge about family planning (Manortey 2020). 
Respondents who knew a lot and sufficiently were 9 times 
and 5 times more likely respectively to be involved in family 
planning (AOR ¼ 8.79, 95% CI: 0.81 � 95.89) (AOR ¼ 4.93, 
95% CI: 0.51 � 47.25).In a qualitative cross-sectional study 
assessing male participation in family planning in Mpigi dis
trict Uganda, men had limited knowledge about family plan
ning, family planning services (Kaida et al. 2005). However, 
this was attributed to the fact that family planning services 
did not adequately meet the needs of men and spousal com
munication about family planning issues was generally poor. 
Continuous discussion of family planning issues between 
couples increases male involvement in family planning 
(Thapa and Niehof 2013). A study by Manortey (2020) shows 
that about sixty percent (60.8%) of respondents had dis
cussed family planning with wives or partners which was 
similar to a study by Thapa and Niehof (2013). A study by 
Manortey (2020) revealed that among those who had ever 
attended a family planning clinic, the majority (54.61%) had 
attended once, which has similar findings to that in commun
ities in Afar, Ethiopia where husbands’ involvement in family 
planning was about 42.2% (Chekole et al. 2019). 

In Uganda, unmet need for family planning remains high 
at 33% (Dougherty et al. 2018). Knowledge levels of men 
regarding family planning seem high (98%) with the most 
common method being a condom (72%)(Dougherty et al. 
2018).Despite high knowledge, the utilisation of family plan
ning methods remains low (40%) (Dougherty et al. 2018). 
This is not surprising: while women commonly access health
care facilities for antenatal care and childhood immunisation 
visits, men are far less likely to have healthcare needs that 
bring them to hospitals and clinics where they might 
encounter accurate family planning information hence low 
utilisation. There have been some efforts to use media (radio, 
television, print ads, etc.) to increase male participation in 
family planning decision-making and use that have had posi
tive results (Mwaikambo et al. 2011) including in Uganda 
(Gupta et al. 2003). A more recent examination of programs 
in Nigeria, Kenya, and Senegal that included exposure to 
family planning messages via mass media, print media, inter
personal communication, and community events also found 
some evidence that exposure to radio advertisements/pro
grams increased men’s reported use of modern contracep
tion. Interestingly, results also suggested that men who 
attended community events (e.g. community theater) and 
heard religious leaders speak favourably about family plan
ning were also more likely to report use of modern 

contraception, two additional approaches that may be effect
ive in areas like Nakaseke (Okigbo et al. 2015). 

In a study by Dougherty et al. (2018) carried out in 
Uganda, regarding side effects of contraception, many men 
could name specific side effects, and the side effects noted 
were consistent with those reported by men in qualitative 
studies (Kabagenyi et al. 2014, Sileo et al. 2017, 
Thummalachetty et al. 2017). Given that more than two-thirds 
of the married women in Uganda report that contraceptive 
decision-making is either undertaken jointly or exclusively by 
male partners (Kemigisha et al. 2018), education efforts 
should continue to build the foundation of accurate know
ledge about contraceptive side effects among men while also 
looking for ways to promote greater understanding about 
the ramifications of such side effects. 

2.2. Individual factors influencing participation of men 

Globally, different individual factors including age, sex, know
ledge regarding family planning, personal attitudes and 
beliefs, etc have been found to be associated with male 
involvement in family planning (Teneny et al. 2015; Kisa et al. 
2013). A quantitative cross-sectional study carried out from 
coastal southern India shows that study subjects who had 
high knowledge were more likely (P< 0.0001) to have vasec
tomy as compared to their counterparts who were consid
ered to have low knowledge (Teneny et al. 2015). 
Furthermore, most of the subjects were of the opinion that 
frequent pregnancies lead to health problems. In the later 
study, 70% of the subjects stated that their most common 
source of information about contraception was from friends 
(72%) followed by radio and television (70%). Findings from 
this study are contrary to findings in Nigeria where majority 
(45.1%) had heard of contraception from friends/partner fol
lowed by 25.5% who had heard it from hospitals (Onasoga 
et al. 2013). In another study in West Bengal 53%, (India) 
gained the information through friends and 56% from health 
workers (Basu et al. 2019). This is in concordance to study 
findings by Teneny et al. (2015) and implies that health care 
providers and modern means of communication and media 
have established greater awareness in the public. 

In a cross-sectional study by Teneny et al. (2015) shows 
that most of the men (87.8%) were aware of male contracep
tion in the market with those from the lower socioeconomic 
status (86.9%) having almost equal awareness as compared 
to upper socioeconomic status (92.3%). This could be due to 
active awareness programs held in the community and also 
information about contraceptives. Similarly 97.5% of the men 
in a study in Maharashtra (Balaiah et al. 2017) were aware of 
male contraception; namely condoms. Regarding ideal spac
ing, study participants belonging to upper Socioeconomic 
status (92.3%) knew about ideal spacing and interestingly, 
even in the low socioeconomic status, 86.9% subjects knew 
about the same in a study by Teneny et al. (2015). These 
findings suggest a requirement of further awareness program 
across different socioeconomic strata to ensure the involve
ment of men in family planning. 
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Educational status of male partner was found to be one 
factor for men’s involvement in family planning across the 
African continent. In a cross-sectional study carried out in 
Malawi shows that those respondents who were unable to 
read and write AOR [95%CI]¼ 8.55 [2.118, 34.531] and those 
in secondary education level AOR [95%CI]¼ 2.39 [1.084, 
5.260] were 8.6 and 2.3 times more likely to be involved in 
family planning service respectively as compared to those in 
higher education level (Demissie et al. 2021). This result is 
consistent with the study done in Eastern Tigray, Ethiopia 
(Bayray 2012), in Kenya (Butto and Mburu 2015) and Turkey 
(Kisa et al. 2013). This is because individual concern could 
not be affected by education, moreover, this could be the 
low economic status and motivation of the individuals. 

Source of information is also one significant factor for 
male involvement in family planning. In a study by (Demissie 
et al. 2021), radio as a source of information AOR 
[95%CI]¼ 1.88 [1.016, 3.485] was 1.8 times more likely 
affected men to be involved in family planning than those 
did not have information on the radio. This result is consist
ent with the study done in Malegedo Town, Oromia, Ethiopia 
(Demissie et al. 2016). Men’s approval for family planning is 
also strongly associated with men’s involvement in family 
planning. In a study by (Demissie et al. 2021). Those men 
who approved family planning for their partner in the later 
study AOR [95%CI]¼ 0.07 [0.036, 0.134] were by 93% less 
likely to involve in family planning than those who did not 
approve family planning. This result is inconsistent with the 
study conducted in Bench Maji Zone, Ethiopia and Debre 
Markos, Ethiopia (Henok and Takele 2017, Kassa et al. 2014b). 
This may be due to the accessibility of information and 
shared responsibility; only female partners were taking 
responsibility for family planning. 

Previous utilisation of family planning is another key factor 
influencing male involvement. In a study carried out by 
(Demissie et al. 2021) indicates that female partners who 
used FP method previously AOR [95%CI]¼ 3.20 [1.752, 5.834] 
were 3.3 times more likely to be involved in family planning 
than those did not use FP methods previously. This may be 
the experience sharing for male partners and shared respon
sibility. Because family planning could be affected by many 
factors such as gender, biological factors, socio-cultural 
aspects of both the community and the partner, policy of the 
country, decision-making of the partners and communication, 
the study could point out the possible barriers and solutions 
to have consent on family planning or a partner by involving 
male partners. 

Side effects are potential physiological reactions to hormo
nal contraceptives and are not exactly borne of the social 
context like the other barriers like low knowledge, they have 
a particular significance in this socio-cultural context, and it is 
worth exploring how they nuance the other barriers. Side 
effects were reported to be a significant motivational barrier 
for the uptake and continuation of contraceptives in each 
focus group in married men in Uganda (Potasse and Yaya 
2021). Side effects, misconceptions, and stigma have a com
pounding effect on each other; in essence, side effects valid
ate stigma and fuel misconceptions. Side effects such as 
prolonged bleeding, intrusive procedures, pain, and 

amenorrhoea are inconvenient to the clients, and significantly 
diminish the perceived value clients place on family planning, 
especially when side effects legitimise social stigmas and dis
information circulates the community. Men’s attitudes 
towards family planning as well influences their involvement. 
In a qualitative cross-sectional study carried out among men 
in Uganda indicates that men believed issues related to preg
nancy and childbirth were the domain of women. 
Involvement tended to be confined (to removed) strictly to 
traditional gender roles, with men’s main responsibility being 
provision of funds. The women, on the other hand, were 
interested in receiving more support from their husband 
through planning, attendance to antenatal care and physical 
presence in the vicinity of where the birth was taking place 
(Singh et al. 2014). 

2.3. Socio-cultural factors influencing participation of 
men in family planning 

Various socio-cultural factors like cultural misconceptions, reli
gion, spousal communication, etc. In a descriptive cross-sec
tional study to assess perceptions of family planning and 
reasons for low acceptance of No Scalpel Vasectomy (NSV) 
among married males of urban slums of Lucknow city, India 
indicates that majority (89.2%) of respondents had stated 
socio-cultural barrier as one of the major cause for low 
acceptance of No Scalpel Vasectomy (Shafi and Mohan 2020). 
Among these barriers majority 35.9% of the respondents 
stated that NSV leads to decrease in physical strength, fol
lowed by 35.0% respondents having personal beliefs that 
NSV is not needed because of the availability of other family 
planning methods. About 11.1% of the respondents also 
stated that NSV leads to decrease in physical strength. 6.4% 
of the respondents had also stated that prohibition in reli
gion was also one of the factors associated with low accept
ance of NSV. 5.5% of the respondents also stated that NSV is 
least popular and there is lack of publicity and awareness. 
There were few (1.2%) respondents who also believed that 
NSV affects the male sexual function. Similar findings were 
observed in a study done by Shafi and Mohan (2020) which 
showed that 22.0% of the participants believed on ’personal 
beliefs’ of the individual as an important factor for low util
isation of NSV. Similarly, in a study done in Uttar Pradesh by 
’State Innovation in Family Planning Services Project Agency’ 
(SIFPSA 2014), showed that 6% of the respondents had 
stated prohibition in religion as one of the barrier for not 
accepting No Scalpel Vasectomy. About 14% also believed 
that NSV leads to decrease in physical strength and 
causes weakness. 

In Africa, different studies show that the desire to have 
another child, lack of awareness, religious prohibition, fear of 
side effects, men’s attitudes towards FP use and others are 
among the socio-cultural factors for low involvement of 
males in FP services (Kassa et al. 2014a). In a cross-sectional 
study carried out to in Northwestern Ethiopia indicates that 
men who had negative opinion about condom use with the 
believe that it reduces sexual potency were 2.13 times less 
likely to be involved in the use of FP services than those 
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with positive opinion [AOR ¼ 2.13, 95% CI: 1.28–3.53, 
P¼ 0.003]. These findings are in line with other studies 
(Bayray 2012; Kassa et al. 2014b). 

A study done in Tanzania indicated that men were feared 
that women would be unfaithful if allowed to use contracep
tion. Furthermore, they believed that condoms were useful 
for the prevention of HIV/AIDS with prostitutes and did not 
associate use with FP (Butto and Mburu 2015). 

The number of children is another factor that determines 
male involvement in family planning (Wondim et al. 2020). A 
study by Wondim et al. (2020) indicated that families who 
had more children enhanced male involvement. 

Another key barrier to the men’s involvement in family 
planning is women’s perceptions of husbands’ opposition. 
Thus, a discussion between couples is fundamental for repro
ductive health and family planning use. It increases up taking 
and continuation of contraceptive use (Adera et al. 2015). A 
study by Wondim et al. (2020) showed that discussion 
between couples about family planning increases the prob
ability of male involvement in family planning. Open discus
sion promotes the chance of joint decisions on family size 
which then enhances male involvement. But in this study, 
only 46% of men discussed with their partner about fam
ily planning. 

A study carried out by Wondim et al. (2020) showed that 
more than half of men had a negative attitude towards fam
ily planning and surprisingly nearly one-fourth of men agreed 
that males should not share the family planning method. 
This might contribute to the low contraceptive prevalence 
rate in the rural community of Ethiopia. A significant number 
of men in Africa seemed resistant to accept the use of FP for 
financial and religious reasons (Bayray 2012; Kassa 
et al. 2014b). 

2.4. Health system factors influence participation of 
men in family planning services 

Various factors like accessibility of health facility, affordability 
of the services and availability health workers among others 
are the health system factors influencing participation of 
men in family planning services. A qualitative cross-sectional 
study carried out among HIV-Positive men in Nyanza prov
ince, Kenya shows that shortage of staff to provide the serv
ices was one of the key barriers (Steinfeld et al. 2013). In the 
former study one study subject in the focus group discussion 
said that when there are stock outs of commodities, his wife 
world go to the pharmacy to buy the medication and have 
someone administer the injection which demotivated him 
from being involved in family planning services. Another 
man reported that condoms are sometimes out of stock at 
the health facility, and he must buy them. This demotivates 
men from being involved in family planning services. 

Gender of health care provider is as well a factor influenc
ing male involvement in family planning. A study by (Sharma 
et al. 2018) indicates that male were not involved in family 
planning services because services were being offered by 
male health workers. This implies that to improve the num
ber of men who engage in family planning services, it is vital 

to recruit males as family planning providers and offering 
more family planning counselling for couples. 

In a cross-sectional study carried out in Ethiopia, of the 
total respondents, 352 (71.3%) of them discussed contracep
tive methods with health care providers, and 269 (54.5%) vis
ited healthcare facilities with their spouses within the last 
12 months before this study because the facility was within 
30 metres from their homes (Manortey 2020). About 45% 
never visited the health facility because it was over 30 m 
from their homes. Bringing family planning services closer to 
the people may increase male involvement. An interventional 
study carried out by (Chekole et al. 2019) shows that when 
FP services were brought closer to the people through out
reaches, male involvement increased from 32.9% to 79.4%. 
This implies that making family planning services more 
accessible increases on male involvement in the services. 

3. Materials and methods 

3.1. Study design 

This was an analytical cross-sectional study. It involved col
lecting quantitative data using pre-tested semi-structured 
questionnaires. 

3.2. Study area 

The study was conducted at Kiswa Health Center III. Kiswa 
Health Center III is opposite Bugolobi shell, Kataza and is 
located in Kampala District, Central Region, Uganda. Kiswa 
Health Center III has a length of 0.11 kilometres. Kiswa is pur
posively selected because of its long-time work in offering 
sexual and reproductive health services, including family 
planning. Kiswa HC III is known to the researcher for having 
service data for Post-partum family planning utilisation. It is 
also selected for convenience of finding men who are visiting 
the facility with their spouses for post-partum family plan
ning services. 

3.3. Study population 

The study population included men (15–50) years at Kiswa 
Health Center III particularly those who have had or have 
partners with children. 

3.4. Study unit 

The study unit were men (15–50) years at Kiswa Health enter 
III particularly those who have had or have partners 
with children. 

3.5. Eligibility criteria 

3.5.1. Inclusion criteria 
Any man (15–50) years at Kiswa Health Center III who has 
had or had a partner (s) with children was included in 
the study. 
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3.5.2. Exclusion criteria 
Potentially eligible men but who reportedly never had a child 
or children were excluded. Respondents who took part in 
pre-test were excluded as well. 

3.6. Sample size determination 

The sample size formula for Kish Leslie (Kish 1965; Kisa et al. 
2013) was used as expressed below: 

Sample size, n ¼
Z2 x Pð1 � PÞ

r2 

where Z is the standard normal deviate of 1.96 (95% confi
dence interval) and 

P is the number of women whose partners are involved in 
family planning services (59.4%) (Thapa and Niehof 2013), 
D¼ level of precision (þ/- 5%) 

n ¼
1:962 x 0:594ð1 � 0:594Þ

0:052 ¼ 371  

, and N¼ 371 study respondents. 

3.7. Sampling technique and procedure 

Systematic simple random sampling was used to select the 
study participants. This technique was easier to implement in 
the field given it being facility based. On average, thirty 
patients visited the facility to seek family planning services. 
To get the sampling interval the principal investigator div
ided 371 study respondents by 30, giving about 12. This 
implied that the principal investigator selected study 
respondents at an interval of twelve (every twelveth patient 
visiting the facility voluntarily participated in the study). 
Every first patient to participate in the study in each day was 
randomly selected by listing down all possible positions on 
pieces of paper and randomly selected. The selected number 
was the first person to participate in the study. The next par
ticipant was the 12th, 24th, 36th, and so on until all the 
required samples were selected and interviewed. The study 
took 30 days. 

3.8. Study variables 

Dependent variable: Male participation in family plan
ning services. 

Independent variables: Socio-demographic factors: 
These included respondents’ age, sex, occupation, economic 
status, type of dwelling, level of education. Individual fac
tors: These included age of respondents, level of education, 
knowledge regarding family planning, number of children, 
past experience, marital status, men’s attitude, occupation 
and monthly income. Socio-cultural factors: These included 
cultural misconceptions, religion, spousal communication, 
peer influence and group membership. Health system fac
tors: These included accessibility to family planning services, 
affordability of the services, availability and acceptability of 
family planning services by study respondents. 

3.9. Data collection tools and methods 

A pre-tested semi structured questionnaire was used, 
employing quantitative methods of data collection. The ques
tionnaire was developed from literature reviewed (Potasse 
and Yaya 2021). The questionnaire consisted of five sections. 
Section A composed of questions on the socio-demographic 
characteristics of study respondents, section B consisted of 
questions regarding male participation in family planning, 
section C composed of individual factors, section D on socio- 
cultural factors and section E on health system factors. The 
tool was translated to Luganda since it is the predominant 
language in the study area. 

3.10. Data entry, analysis and presentation 

Data was entered in Epi Data version 3.1; then it was trans
ferred to Stata version 14 for analysis. Data was then cleaned 
in Stata, before analysis. Analysis was carried out at univari
ate, bivariate and multivariate levels. At univariate level, ana
lysis was run for all the variables, and frequencies and 
percentages are presented using tables, pie charts and 
graphs. At bivariate level, the outcome variable was male 
participation in family planning. Logistic regressions were 
used to identify the significant associations between the out
come variable and the predictor variables using crude odds 
ratios and 95% confidence intervals as the measure of associ
ation. At multivariate level, variables that showed significant 
associations at bivariate analysis was included into the multi
variate model. Results are presented in tables using adjusted 
odds ratios and their 95% confidence intervals to show sig
nificant associations between male participation in family 
planning services and various factors. 

3.11. Quality controls 

Selection and training of research assistants: The research
ers selected competent research assistants and trained them 
on questionnaire administration and data collection. 
Meetings with the research assistants were held before, dur
ing and after data collection. 

Pretesting of data collection tools: The questionnaires 
were pre-tested at Kiswa health centre III. The pretested tools 
were updated to remove any inconsistencies. The question
naires were translated to Luganda, the most predominant 
language adopted and spoken in Kataza zone. 

Field supervision: Supervision of research assistants at all 
times was done by the researchers to ensure all the required 
data is collected from all the respondents. 

Field editing of data collected: Editing of data collection 
tools were appropriate to ensure all relevant information 
with regards to the objectives of the study was collected. 

3.12. Ethical considerations 

Ethical approval was sought from Uganda Martyrs University, 
ethic committee through Faculty of Health Sciences. Further 
approval was sought from Kampala Capital City Authority. 
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Administrative clearance was obtained from administration of 
Kiswa Health centre III. Informed consents and assents were 
obtained from study respondents 18 years and above and 
those below 18 years respectively. All information provided 
by the respondents is confidential. 

4. Results 

4.1. Socio-demographic characteristics of study 
respondents 

The average age of study respondent men was 39.8 years. 
About half 49.6% of the respondents had 2–4 children and 
about 51.7% of them were married while 39.8% (148/371) 
were Catholics and 43.4% (161/371) reached tertiary level 
of education. 

4.2. Proportion of men participating in postpartum 
family planning 

Respondent men were asked to state whether or not they 
ever participated in postpartum family planning. It was found 
that the majority of the study respondents 80.0% (297/371) 
reportedly participated in postpartum family planning as 
opposed to those who never participated (20.0%) 

4.3. Individual factors associated with men’s 
participation in postpartum family planning 

On bi-variate analysis of the factors associated with postpar
tum family planning, respondents’ age, spouses’ age, number 
of children by the respondent, number of children expected 
by the family, spouse’ education level, spouse’s occupation, 
respondents’ education level, knowledge on family planning 
and source of information were found to be significantly 
associated with men’s involvement in postpartum family 
planning. Study respondents who were aged 50 years and 
above [COR ¼ 0.37, CI ¼ 0.18–0.76, P¼ 0.007] were 0.37 less 
likely to get involved in postpartum family planning. 
Respondents’ spouses aged 40 years and above [COR ¼ 0.30, 
CI ¼ 0.15–0.57, P¼ 0.00] were 60% less likely to get involved 
in postpartum family planning. Those who had 5 children 
and above [COR ¼ 0.27, CI ¼ 0.13–057, P¼ 0.001] were 0.27 
less likely to get involved in postpartum family planning. 
Study participants whose spouses reached at least secondary 
level of education [COR ¼ 2.52, CI ¼ 1.40–4.53, P¼ 0.002] 
were 2.52 more likely to participate in postpartum family 
planning. See Table 1 for detailed results. 

4.4. Socio-cultural factors associated with men’s 
participation in postpartum family planning 

Upon bi-variate analysis of the socio-cultural factors associ
ated with men’s involvement in postpartum family planning, 
discussion with spouse, encouraging spouse to utilise family 
planning, approval of family planning use in family, were 
found to be significantly associated with male involvement in 
postpartum family planning. Study participants who 

discussed about family planning with their spouses [COR ¼
58.5, CI ¼ 27.7–123.7, P¼ 0.00] were 58.5 times more likely 
to get involved in family planning than those who didn’t dis
cuss. Those who encouraged spouses to use family planning 
[COR ¼ 79.6, CI ¼ 32.3, P¼ 0.00] were 79.6 more likely to get 
involved in family planning. Participants who approved family 
planning [COR ¼ 164.4, CI ¼ 60.32–448.0, P¼ 0.00] were 
164.4 more likely to get involved in postpartum family plan
ning. See Table 2 for detailed results. 

4.5. Health systems factors associated with men’ 
participation in family planning 

On bi-variate analysis of the health system factors associated 
with male involvement in postpartum family planning, cost 
of FP services at health facilities, affordability of the family 
planning services at health facilities, availability and service 
provider were found to be significantly associated with male 
involvement in postpartum family planning. Study partici
pants who reported that family planning services at the facil
ity were free [COR ¼ 3.60, CI ¼ 1.86–6.96, P¼ 0.00], were 3.6 
more likely to get involved in postpartum family planning. 
Those who reported that services were affordable [COR ¼
4.28, CI ¼ 1.34–13.68, P¼ 0.01] were 4.28 more likely to get 
involved in postpartum family planning. Study participants 
who reported that services were always available [COR ¼
8.41, COR ¼ 4.33–16.32, P¼ 0.00] were 8.41 more likely to 
participate in family planning. Study participants who 
reported a VHT as a family planning provider [COR ¼ 0.08, CI 
¼ 0.02–0.33, P¼ 0.00 were 92% less likely to participate in 
family planning at 95% confidence interval. See Table 3 for 
detailed results. 

4.6. Multivariable regression analysis of the factors 
associated with men’s participation in family planning 

On multi-variate regression analysis of the factors associated 
with male involvement in family planning, approval of family 
planning use, knowledge on family planning and information 
source were found to be significantly associated with male 
involvement in family planning. Study respondents who 
approved family planning use at home [Adj OR ¼ 16.5, CI ¼
10.65–25.6, Adj P¼ 0.00] were 15.5 times more likely to get 
involved in family planning services as compared to those 
who didn’t approve family planning at a 95% confidence 
interval. Respondents who knew about family planning [Adj 
OR ¼ 3.65, CI ¼ 1.76–8.54, Adj P¼ 0.04] were 3.65 times 
more likely to participate in family planning at a 95% confi
dence interval. Those whose source of information was a 
television [Adj OR ¼ 0.07, CI ¼ 0.01–0.66, Adj P¼ 0.02] were 
0.07 times less likely to get involved in family planning. See 
Table A1 (appendix) for detailed results. 
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5. Discussion 

5.1. Proportion of men’s participating in postpartum 
family planning 

Majority of the study respondents (80.0%) reported to partici
pate in postpartum family planning. This is slightly higher 
than the national level of male involvement in postpartum 
family planning which currently stands at 73%(Dougherty 
et al. 2018). This could be because it was carried out in an 
urban setting where people have higher knowledge on 

postpartum family planning hence involvement. It should, 
however, be noted that the findings in other areas higher 
than what this study found such as study by Bodin and col
leagues (Bodin et al. 2017) where men’s participation levels 
were 94%. This latter study was however carried out in 
Sweden, a high-income country. For most low- and middle- 
income countries, men’s participation in family planning is 
low, much lower than what this study found. For example, 
one of the most recent study in Ghana found that only 48% 
of men were involved in FP service utilisation (Kwawukume 

Table 1. Individual factors associated with family planning.  

Men’s participation in FP   

Variable 
No 

74(20.0) 
Yes 

297(80.0) COR(95% CI) P-values  

Age of study respondents (years)      
20–29   13(14.6)   76(85.4)    
30–30   19(15.7)   102(84.3)   0.92(0.43–1.97)   0.83  
40–49   13(18.6)   57(81.4)   0.75(0.32–1.74)   0.50  
50þ 29(31.9)   62(68.1)   0.37(0.18–0.76)   0.007�

Age of spouse (years)      
18–29   23(12.5)   161(87.5)    
30–39   27(23.9)   86(76.1)   0.46(0.25–0.84)   0.01�

40þ 24(32.4)   50(67.6)   0.30(0.15–0.57)   0.00�

Number of children      
0–1   15(16.0)   79(84.0)    
2–4   30(14.6)   176(85.4)   1.11(0.57–2.19)   0.75  
5þ 29(40.9)   42(59.1)   0.27(0.13–0.57)   0.001�

Number of children expected      
2–4   29(14.3)   174(85.7)    
5þ 45(26.8)   123(73.2)   0.46(0.27–0.77)   0.003�

Spouse’s education level      
Primary   35(28.0)   90(72.0)    
Secondary   23(13.4)   149(86.6)   2.52(1.40–4.53)   0.002�

Tertiary   16(21.6)   58(78.4)   1.41(0.72–2.78)   0.32 
Spouse’ occupation      

Business   30(15.8)   160(84.2)    
Civil servant   12(22.6)   41(77.4)   0.64(0.30–1.36)   0.25  
Peasant   32(25.0)   96(75.0)   0.56(0.32–0.98)   0.04�

Marital status      
Co-habiting   26(15.6)   141(84.4)    
Divorced   3(25.0)   9(75.0)   0.55(0.14–2.18)   0.40  
Married   45(23.4)   147(76.6)   0.60(0.35–1.03)   0.06 

Respondent’s religion      
Anglican   18(17.8)   83(82.2)    
Born again   17(23.9)   54(76.1)   0.69(0.33–1.45)   0.33  
Catholic   31(21.0)   117(79.0)   0.82(0.43–1.56)   0.54  
Muslim   8(15.7)   43(84.3)   1.17(0.47–2.90)   0.74 

Respondent’s tribe      
Luo   4(11.4)   31(88.6)    
Muganda   15(18.5)   66(81.5)   0.57(0.17–1.85)   0.35  
Munyankole   11(19.3)   46(80.7)   0.54(0.16–1.85)   0.33  
Musoga   8(14.8)   46(85.2)   0.74(0.21–2.68)   0.65  
�Other   36(25.0)   108(75.0)   0.39(0.13–1.17)   0.09 

Respondent’s educ level      
Primary   24(35.8)   43(64.2)    
Secondary   30(21.0)   113(79.0)   2.10(1.11–4.00)   0.02*  

Tertiary   20(12.4)   141(87.6)   3.93(1.98–7.80)   0.000* 

Knows FP      
No   40(87.0)   6(13.0)    
Yes   34(10.5)   291(89.5)   57.1(22.5–144.4)   0.00* 

Source of information      
Health worker   4(3.2)   122(96.8)    
Newspaper/parent/radio   5(5.9)   80(94.1)   0.52(0.14–2.01)   0.35  
television   25(21.9)   89(78.1)   0.12(0.04–0.35)   0.000* 

Too many children strain family      
Agree   54(17.2)   260(82.8)    
Disagree   20(35.1)   37(64.9)   0.38(0.21–0.71)   0.002* 

Condom use doesn’t decrease sexual pleasure      
Agree   36(11.5)   276(88.5)    
disagree   38(64.4)   21(35.6)   0.07(0.38–1.14)   0.08  
�Statistically significant P value < 0.05.
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et al. 2022). In East Africa, the Total Fertility Rate (TFR) 
remains high with 4.6 in Kenya and Rwanda, 5.4 for Tanzania, 
6.2 for Uganda, and 6.4 for Burundi (Omona and Namuli 
2020). The use of contraceptive methods has the potential to 
reduce TFR and help couples to decide freely and responsibly 
if, when and how many children to have (Omona and Namuli 
2020) and yet limited studies have been done on men’s par
ticipation in family planning in Uganda. Ministry of Health 
and its partners should design sensitisation programs geared 
towards increasing male involvement in family planning. In a 
recent study, it was found that 27.3% of women and 35.9% 
of men were using modern contraceptive methods in 2016, 
an increase from 7.4% of women and 10.4% of men in 1995 
(Namasivayam et al. 2019). 

5.2. Individual factors associated with men’s 
participation in postpartum family planning 

Spouse’s education level was significantly associated with 
men’s participation in postpartum family planning. Study 
respondents whose spouses had reached at least secondary 
level were more likely to get involved in postpartum family 
planning. Upon adjustment for confounders however, it 
became statistically not significant. This could be because 
spouses with higher education levels had high knowledge 
on family planning hence influencing men’s participation. 
Findings from this study are in agreement with findings in 
another study (Nzokirishaka and Itua 2018; Sharma et al. 
2018) which also revealed a positive significant association 

Table 2. Socio-cultural factors associated with men’s participation in family planning.  

Men’s Participation in FP   

Variable 
No 

74(20.0) 
Yes 

297(80.0) COR(95% CI) P-values  

Discuss about FP with spouse      
No   55(79.7)   14(20.3)    
Yes   19(6.3)   283(93.7)   58.5(27.7–123.7)   0.00�

Decision maker      
Both   53(20.0)   212(80.0)    
Wife   6(15.0)   34(85.0)   1.42(0.57–3.55)   0.46  
Myself   15(22.7)   51(77.3)   0.85(0.44–1.63)   0.62 

Encouraged spouse to use FP      
No   68(64.8)   37(35.2)    
Yes   6(2.3)   260(97.7)   79.6(32.3–196.5)   0.00�

Approved FP use in family      
No   69(75.0)   23(25.0)    
Yes   5(1.8)   274(98.2)   164.4(60.32–448.0)   0.00* 

Religion determines FP      
No   50(19.1)   212(80.9)    
Yes   24(22.0)   85(78.0)   0.84(0.48–1.44)   0.52 

Culture determines FP      
No   60(20.4)   234(79.6)    
Yes   14(18.2)   63(81.8)   1.15(0.61–2.20)   0.66  
�Statistically significant P value < 0.05.

Table 3. Health systems factors associated with men’s participation in family planning.  

Men’s participation in FP    

No 
74(20.0) 

Yes 
297(80.0)   

Variable  Health system factors COR(95% CI) P value  

Distance from home to facility      
<500 metres   51(22.9)   172(77.1)    
>500 metres   23(15.5)   125(84.5)   1.61(0.94–2.78)   0.09 

FP services at facility are free      
No   19(42.2)   26(57.8)    
Yes   55(16.9)   271(83.1)   3.60(1.86–6.96)   0.00* 

FP services are affordable      
No   6(50.0)   6(50.0)    
Yes   68(18.9)   291(81.1)   4.28(1.34–13.68)   0.01* 

FP services are always available      
No   27(58.7)   19(41.3)    
Yes   47(14.5)   278(85.5)   8.41(4.33–16.32)   0.00* 

FP service provider at the facility      
HW   66(18.3)   294(81.7)    
VHT   8(72.7)   3(27.3)   0.08(0.02–0.33)   0.00* 

FP service provider gender      
Female   67(21.3)   248(78.7)    
Male   7(12.5)   49(87.5)   1.89(0.82–4.37)   0.14 

Gender comfortable with      
Female   56(20.4)   218(79.6)    
Male   18(18.6)   79(81.4)   1.13(0.62–2.03)   0.69 

FP provider is ever rude      
No   50(17.8)   231(82.2)    
Yes   24(26.7)   66(73.3)   0.60(0.34–1.04)   0.07  
�Statistically significant P value < 0.05.
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between spouse’s education level and male involvement in 
postpartum family planning at bi-variate level of analysis. 

This current study further revealed that study respondents 
who were 50 years and above were less likely to participate in 
postpartum family planning. This could be because such peo
ple have old spouses who may not be of the reproductive age. 
The findings are in agreement with the findings by (Silverman 
et al. 2020) where older study participants were less likely to 
get involved in postpartum family planning as well. 

In this current study, half of the study respondents 
reported to be married. This may imply regular contact with 
their spouses hence influencing them to participate in family 
planning. Unlike this study, a cross-sectional study (Dral et al. 
2018) indicated a significant positive association between 
being married and involvement in postpartum family plan
ning. More than quarter (43.4%) of the study respondents 
reached tertiary level of education. High education levels 
may signify high knowledge about family planning hence 
male involvement. Findings from this study also indicated 
that participants who had attained secondary level of educa
tion were more likely to be involved in postpartum family 
planning. This could be attributed to increased knowledge 
levels about importance of family planning. The findings are 
in line with another study (Nzokirishaka and Itua 2018) where 
there were also significant positive associations between edu
cation level and male involvement in postpartum fam
ily planning. 

Knowledge about postpartum family planning was strongly 
associated with male involvement. Respondents who had know
ledge about postpartum family planning were more likely to 
get involved in family planning. This could be attributed to the 
fact more knowledge regarding family planning implies that 
the study respondents know the benefits of getting involved in 
family planning. Findings from this study are in agreement with 
findings in another study (August et al. 2016) which also 
revealed a similar association. Public health programs should, 
therefore, leverage on increasing the knowledge of men about 
postpartum family planning which will eventually lead to their 
involvement in family planning. In this study, information 
source about family planning was also significantly associated 
with male involvement in family planning. Study respondents 
who received information about family planning from a televi
sion screen were 88% less likely to participate in postpartum 
family planning. Similar associations have been observed in dif
ferent studies (Kakaire et al. 2011), with no clear explanation as 
to why. The associations, however, became not statistically sig
nificant after multivariable logistic regression analysis. 

Study respondents who disagreed to the statement that 
too many children strain family were less likely to participate 
in postpartum family planning. This could be attributed to 
the fact that they are biased about the whole issue of family 
planning hence negative attitude. The association remained 
statistically significant even after multivariable regression ana
lysis. Findings from this study are in agreement with findings 
in a study by Butto and Mburu (2015) which reveals that 
respondents’ attitude was significantly associated with male’s 
involvement in postpartum family planning. 

5.3. Socio-cultural factors associated with men’s 
participation in postpartum family planning 

Discussion with spouse about family planning was signifi
cantly associated with male involvement in postpartum fam
ily planning. Study respondents who discussed about family 
planning were more likely to get involved in it. This is could 
because the information they obtain from their spouses 
about family planning drives them to participate in it. 
Findings from this study are in line with findings in a study 
by Nmadu et al. (2019). It is very vital to always discuss 
reproductive health issues as a family such that healthy deci
sions are taken up as a family and not as an individual. 

Respondents’ approval of family planning at family level 
was also significantly associated with males’ involvement. 
Participants who approved family planning at family level 
were 164.4 more likely to get involved in postpartum family 
planning. These study findings are in agreement in findings 
by Chekole et al. (2019) where males’ approval was also sig
nificantly associated with male involvement. This could be 
because approval comes with satisfaction about the issue 
which in turn drives to actual participation. 

5.4. Health systems factors associated with men’s 
participation in postpartum family planning 

Cost of family planning services at health facilities was signifi
cantly associated with male involvement in postpartum fam
ily planning. Study respondents who reported that family 
planning services at the health facility were free were more 
likely to get involved in family planning. Conventionally, peo
ple will also opt for the cheapest services available. 
Therefore, free family planning services drive men to partici
pate. Interventions should therefore be geared towards 
ensuring that family planning services in all health facilities 
are either free or as cheap as possible in order to drive men 
to participate. In a more recent study in Ghana, it was found 
that the reasons for low contraceptive use were health risks, 
side effects, and socio-cultural norms (Kwawukume et al. 
2022). In a qualitative study in Nepal, it was found that there 
was limited male involvement in most reproductive health 
services. Participants reported several hindering and challeng
ing factors, among others, such as misinformation and dom
inance of female as health care providers in many MCH 
clinics (Sharma et al. 2018). In another qualitative study, it 
was reported by participants that men few the negative atti
tude of health workers towards men who escort their wives 
for reproductive health services (Adelekan et al. 2014). 

However, this current study further revealed that the family 
planning service provider was key in ensuring male involve
ment in postpartum family planning. Respondents who 
reported a village health team (VHT) as a service provider were 
92% less likely to participate in family planning. This could be 
because they perceive VHTs as less skilled, less knowledgeable 
about the subject matter. It is as well advisable to always seek 
services from a skilled service provider regarding family plan
ning. Encouraging men to participate is very effective in the 
uptake of family planning (Shattuck et al. 2011). 
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6. Study implication and limitations 

This study implies that men’s participation in urban setting 
could be higher than participation in rural setting, a subject 
for future research. This study was cross-sectional and carried 
out in only one urban setting and thus findings may be diffi
cult to generalise to a much larger population. More studies 
are, therefore, called in this field of study. 

7. Conclusions 

There were generally high levels of men’s participation in 
postpartum family planning in comparison with the national 
levels. Individual factors that were significantly associated 
with male involvement in postpartum family planning 
included respondent’s age, spouse’s age, number of children 
and education level. Study respondents who were aged 
50 years and above were less likely to get involved in post
partum family planning. Respondents’ spouses aged 40 years 
and above were 60% less likely to get involved in postpar
tum family planning. Those who had 5 children and more 
were 0.27 less likely to get involved in postpartum family 
planning. Study participants whose spouses reached at least 
secondary level of education were 2.52 more likely to partici
pate in postpartum family planning. Socio-cultural factors sig
nificantly associated with men’s participation in postpartum 
family planning include, discussion with spouse, encouraging 
spouse to utilise family planning and approval of family plan
ning use in family. Study participants who discussed about 
family planning with their spouses were 58.5 times more 
likely to get involved in family planning than those who did 
not discuss. Those who encouraged spouses to use family 
planning were 79.6 more likely to get involved in family plan
ning. Participants who approved family were 164.4 more 
likely to get involved in postpartum family planning. 

Health system factors significantly associated with male 
involvement in postpartum family planning included, cost of 
FP services at health facilities, affordability of the family plan
ning services at health facilities, availability and service pro
vider. Study participants who reported that family planning 
services at the facility were free of charge were 3.6 more 
likely to get involved in postpartum family planning. Those 
who reported that services were affordable were 4.28 more 
likely to get involved in postpartum family planning. Study 
participants who reported that services were always available 
were 8.41 more likely to participate in family planning. Study 
participants who reported a VHT as a family planning pro
vider were 92% less likely to participate in family planning at 
95% confidence interval. 

8. Recommendations 

The authors recommend as follows;   

1. The ministry of health and the global stakeholders 
should prioritise sensitisation campaigns through radio 
talk and other media shows to increase awareness about 
men’s participation in postpartum family planning. 

2. At the family level, both locally in Uganda and across 
the globe, couples are encouraged to discuss reproduct
ive health issues including postpartum family planning 
utilisation among themselves such that they make 
informed decisions for the benefit of the family. 

3. Kampala Capital City Authority (KCCA) in conjunction 
with the Ministry of Health and other global partners 
should derive mechanisms of ensuring that family plan
ning services are always available at a free or affordable 
cost at all health facilities which will drive men to get 
involved in postpartum family planning. 

4. At the health facility level, family planning service pro
viders should be well trained and knowledgeable to offer 
appropriate services to clients so as to drive men to be 
involved in utilising the services. 
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Appendix _Multivariate regression analysis  

Table A1. Multivariable regression analysis of the factors associated with male involvement in family planning. 

Variable 
Male involvement in FP 

Adj OR(95% CI) Adj P value  
No74(20.0) Yes297(80.0)     

Individual factors  
Age of study respondent (years)      

20–29   13(14.6)   76(85.4)    
30–30   19(15.7)   102(84.3)   0.49(0.03–7.49)   0.61  
40–49   13(18.6)   57(81.4)   0.09(0.00–4.32)   0.23  
50þ 29(31.9)   62(68.1)   0.07(0.00–3.89)   0.20 

Age of spouse (years)      
18–29   23(12.5)   161(87.5)    
30–39   27(23.9)   86(76.1)   0.92(0.12–6.99)   0.94  
40þ 24(32.4)   50(67.6)   8.41(0.41–171.9)   0.17 

Number of children      
0–1   15(16.0)   79(84.0)    
2–4   30(14.6)   176(85.4)   0.81(0.06–10.28)   0.87  
5þ 29(40.9)   42(59.1)   4.59(0.10–20.5)   0.43 

Number of children expected      
2–4   29(14.3)   174(85.7)    
5þ 45(26.8)   123(73.2)   0.67(0.10–4.54)   0.67 

Spouse’s educ level      
Primary   35(28.0)   90(72.0)    
Secondary   23(13.4)   149(86.6)   2.46(0.27–22.6)   0.43  
Tertiary   16(21.6)   58(78.4)   0.44(0.04–5.54)   0.53 

Spouse’ occupation      
Business   30(15.8)   160(84.2)    
Civil servant   12(22.6)   41(77.4)   0.23(0.02–2.60)   0.24  
Peasant   32(25.0)   96(75.0)   1.87(0.25–14.03)   0.54 

Respondent’s educ level      
Primary   24(35.8)   43(64.2)    
Secondary   30(21.0)   113(79.0)   2.89(0.38–22.3)   0.31  
Tertiary   20(12.4)   141(87.6)   2.08(0.22–19.74)   0.52  

Socio-cultural factors  
Discuss about FP with spouse      

No   55(79.7)   14(20.3)    
Yes   19(6.3)   283(93.7)   2.08(0.24–18.0)   0.51 

Encouraged spouse to use FP      
No   68(64.8)   37(35.2)    
Yes   6(2.3)   260(97.7)   1.70(0.12–24.66)   0.70 

Approved FP use in family      
No   69(75.0)   23(25.0)    
Yes   5(1.8)   274(98.2)   16.5(10.65–25.6)   0.00�

Know FP      
No   40(87.0)   6(13.0)    
Yes   34(10.5)   291(89.5)   3.65(1.76–8.54)   0.04�

Source of info      
Health worker   4(3.2)   122(96.8)    
Newspaper/parent/radio   5(5.9)   80(94.1)   0.42(0.04–4.14)   0.46  
Television   25(21.9)   89(78.1)   0.07(0.01–0.66)   0.02�

Too many children strain family      
Agree   54(17.2)   260(82.8)    
Disagree   20(35.1)   37(64.9)   1.27(0.11–14.6)   0.85  

Health system factors  
FP services at facility are free      

No   19(42.2)   26(57.8)    
Yes   55(16.9)   271(83.1)   1.02(0.14–7.56)   0.99 

FP services are affordable      
No   6(50.0)   6(50.0)    
Yes   68(18.9)   291(81.1)   4.37(0.16–11.88)   0.38 

FP services are always available      
No   27(58.7)   19(41.3)    
Yes   47(14.5)   278(85.5)   3.39(0.48–23.95)   0.22 

FP service provider at the facility      
HW   66(18.3)   294(81.7)    
VHT   8(72.7)   3(27.3)   0.09(0.00–6.510)   0.27  

�Statistically significant Adj. P value < 0.05.
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