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affecting male partners’ attendance at childbirth
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Abstract

Background There is evidence that a woman who receives continuous labour support from a chosen companion
can have shorter labour duration, is more likely to give birth without medical interventions, and report a satisfying
childbirth experience. These outcomes result from the beneficial effects of emotional and practical support from the
woman’s chosen companion, and care provided by health providers. When a woman's chosen companion is her male
partner, in addition to the above benefits, his presence can promote his bonding with the baby, and shared parent-
hood. However, there may be healthcare system barriers, including organisational, management and individual (staff)
factors, that inhibit or restrict women'’s choice of companion. There are currently no suitable survey tools that can be
used to assess the system level factors affecting the implementation of male partners'attendance at childbirth in low-
and middle- income countries (LMICs).

Methods We designed two questionnaires to help to address that gap: the Male Partners’ Attendance at Childbirth-
Questionnaire for Heads of Maternity Units (MPAC-QHMUs); and the Male Partners’ Attendance at Childbirth-Ques-
tionnaire for Maternity Staff (MPAC-QMS). We carried out an extensive review to generate initial items of the two
questionnaires. We assessed the content and face validity of the two questionnaires in a three-round modified Delphi
study.

Results The Male Partners’ Attendance at Childbirth-Questionnaire for Heads of Maternity Units (MPAC-QHMUs)
focused on organisational and management factors. The Male Partners’ Attendance at Childbirth-Questionnaire of
Maternity Staff (MPAC-QMS) focused on individual staff factors. The final MPAC-QHMUs and MPAC-QMS included
items which garnered over 80% content relevance according to the experts'rating. After all three consensus rounds of
the Delphi study, 43 items were retained for the MPAC-QHMUs and 61 items were retained for the MPAC-QMS.

Conclusions The MPAC-QHMUs and the MPAC-QMS may help understanding of barriers affecting male partners’
attendance at childbirth in LMICs in order to devise implementation strategies to enable wider availability and to
maximize women’s choices during labour and childbirth. The MPAC-QHMUs and the MPAC-QMS as newly-devel-
oped questionnaires require further validation of their acceptability and feasibility in different cultural contexts, and
languages.
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Introduction

In a bid to enhance overall childbirth experience, the
World Health Organization (WHO) recommends that
health facilities enable women to have a companion of
choice throughout labour and childbirth [1]. In addition,
labor companionship is a key WHO recommendation
for a safe and dignified birth experience [1]. Birth com-
panions may include doulas; female birth companions,
including mothers, sisters, mothers-in-law, other female
relatives, female friends; traditional birth attendants [1];
and/or a male partner [2—4]. Unfortunately, research
shows that most health facilities, particularly in LMICs,
deny women this right [5], which hinders the goal of
improving the quality of care given to women and their
families during childbirth.

In some western societies such as New Zealand, UK,
Sweden, and USA, it has become commonplace for
women to be accompanied by their male partners during
labour and/or birth [4, 6, 7]. In LMICs, a multi-country
community based survey that included 2672 women
from Ghana, Guinea, Nigeria and Myanmar found that
half of women had companions at any point during child-
birth [8]. This survey reported that only in Nigeria, the
number of women whose partners had attended child-
birth was higher than other countries because out of 240
surveyed women, 47.9% of them were with their male
partners during labour. Evidence from individual stud-
ies from Ethiopia [9], Myanmar[10, 11],Guatemala [12,
13], China [14], India [15], Nigeria [16], and Brazil [17]
reported that male partners’ attendance ranged between
16 and 87%. However, sometimes, the reported percent-
ages only reflected the proportion of men who accom-
panied their female partners to the place of birth but
did not stay to support them. It can be concluded from
these studies that male partners’ attendance at childbirth
in LMICs is a recent development. However, there is a
dearth of current research evidence from LMICS about
health facilities’ willingness to enable women’s choice of a
male birth companion during labour and/or birth and the
feasibility of implementing this practice.

The success of evidence-based practice is driven by
the organisational receptive capacity to embrace change
[18, 19]. It is also driven by health providers’ attitudes to
the proposed innovation and their skills to implement it
[18, 19]. Much as women may wish for their male part-
ners’ presence at labour and/or birth, research shows
that many public health facilities in LMICs restrict
male partners’ attendance at childbirth regardless of the
views of the woman [20, 21, 30-34, 22-29]. However,

the evidence on the reasons leading to these restrictions
remains incomplete. Hence, there is a need to explore
factors affecting male partners’ attendance at childbirth
from organisational and staff perspectives to understand
health facilities’ implementation of this practice.

Whilst there is some literature about fathers’ needs
and experiences when they attend childbirth [35-39],
the search for suitable survey tools found a dearth of
evidence focused on assessing current practice, service
level factors, and maternity staff attitudes to male part-
ners’ attendance at childbirth in health facilities globally
and more particularly in LMICs. In particular, there is a
lack of standardised methods to assess system level fac-
tors. Only one tool from high income settings was iden-
tified that attempted to address health care providers’
perceptions of male partners’ attendance at childbirth,
but, components that may explain providers’ perceptions
such as culture, health system, and perceived impact of
this practice were missing [40].

The objectives of this study were to construct question-
naires that could be used to collect data about current
practice, service level factors (culture, education, train-
ing, and structure), and health providers’ views and atti-
tudes regarding the acceptability and feasibility of male
partners’ attendance at childbirth, and facilities’ readiness
to implement that practice. These questionnaires were
designed to help inform implementation strategies to
maximize women’s choice of birth companion in LMICs.

Methods

Generating items for the initial draft questionnaires

Items for the initial drafts of the questionnaires were
developed following an extensive review of literature
undertaken during the first author’s PhD project [41].
The review work included an overview of systematic
reviews about male partners’ attendance at childbirth
and two systematic reviews that focused on factors influ-
encing male partners’ attendance at childbirth in LMICs
[41]. Additional items were sourced from relevant items
identified during a review of existing tools on fathers’
attendance at childbirth [41].

Two questionnaires were constructed, one targeted
at an organisational level and the other at the indi-
vidual staff members. The Male partners’ attendance at
childbirth: Questionnaire for Heads of Maternity Units
(MPAC-QHMUSs) was designed to be administered to the
heads of maternity units to collect organisational level
information, mainly current practice, facilitators of, and
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barriers to, male partners’ attendance at childbirth, and
the facilities’ readiness to initiate the practice, or sustain
it where it was already operational. The Male partners’
attendance at childbirth: Questionnaire for Maternity
Staff (MPAC-QMS) was designed to be administered
to maternity staff (nurses, midwives, obstetricians, and
other ancillary staff working in maternity units) to collect
information about maternity staff practices, perceptions,
and attitudes regarding the acceptability and feasibility
of male partners’ attendance at childbirth. It was impor-
tant to collect data at an organisational level to assess the
extent to which organisations develop policy to encour-
age the use of evidence-based practice in providing care,
and at an individual staff level to assess whether indi-
vidual staff were ready to embrace the change in practice;
any disconnect between the two is likely to result in a
failure of implementation [42].

We drafted an initial pool of items in three stages: 1)
elicitation of the section headings and assigning items
for each; 2) compiling the first draft; and 3) refining and
arranging items for each questionnaire.

First, section headings constituting the indicators of
each questionnaire were identified from the systematic
reviews [41]. After setting up section headings for each
questionnaire, the next exercise involved collecting rel-
evant statements for each section heading from primary
studies included in the reviews s.

The next stage involved drafting items for each ques-
tionnaire’s section headings based on the statements. An
appropriate response option for each item was added.
Response options included yes/no, Likert scale or fre-
quency response options. A pool of items for each ques-
tionnaire to be assessed by the experts was compiled.

The drafting process entailed a team approach and
considered best practice in questionnaire development;
mainly comprehension, readability, clarity, relevance,
length of questionnaire, and topic sensitivity [43—46].

The generation of items for the two questionnaires fol-
lowed the rational approach to development of scales
and questionnaires [47]. The rational method is a non-
theoretical approach to questionnaire design guided by
face and content validity and is based on the knowledge
of experts rather than known theories of scale construc-
tion [47-49]. The item review procedure is carried out
to assure face and content validity [47, 49]. During this
study, the development and early validation of the two
questionnaires was achieved through the conduct of a
modified Delphi study. Modified Delphi study is a group-
based approach that may be used to obtain consensus
from a group of experts through administering a series
of questionnaires with iterative controlled opinion feed-
back [50, 51]. The modified Delphi was chosen for this
study because it uses fewer than three rounds and can
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be administered using email [51, 52]. In addition, since
items were drafted from the literature review, the modi-
fied Delphi was suitable to meet the purposes of early
validation of the developed items by the expert panel and
generate additional items from the panel’s comments.

Face and content validity of the MPAC-QHMUs

and MPAC-QMS

The initial drafts of the questionnaires, excluding the
background information section, had 47 organisational
level items (MPAC-QHMUs) and 83 individual staff level
items (MPAC-QMS).

The face and content validity of the two newly-devel-
oped questionnaires were assessed using a Modified Del-
phi Survey [51, 53]. Face validity involved assessing the
extent to which the content of the two questionnaires
were sufficiently comprehensive [44, 54]. Content validity
involved the assessment of the relevance of items to the
contextual factors that may influence men’s presence at
labour and/or birth in LMICs [44]. Steps that guided the
evaluation of the questionnaires’ relevance are displayed
in Fig. 1 below:

Expert panel sampling and recruitment

An expert panel was convened that included people who
were informed advocates of male partners’ attendance at
childbirth in LMICs through their working experience,
research, and teaching activities. A list of experts was
generated by identifying representatives of organisations,
institutions, and editorial boards of relevant academic
and professional journals. We aimed for a multi-country
panel to capture a wide range of experience and exper-
tise relating to male partners’ attendance at childbirth.
A multidisciplinary group of participants from nursing
and midwifery practice, education, obstetrics, maternal
and child health, policy-making, and for some, fathers’
involvement in maternal health in LMICs was purpo-
sively recruited.

Assuming a response rate of 35%, inviting 34 people to
the panel was needed to account for attrition during the
survey rounds to achieve a sample size of 12 [51, 53, 55]. A
minimum of 12 respondents would be sufficient to enable
consensus to be achieved [56]. Recruitment of participants
was completed through email invitation accompanied by
a participant information sheet and a copy of the ethics
approval letter. A follow-up email was sent to participants
who did not respond to the first email within two weeks. It
was assumed that participants who did not respond to the
second invitation did not wish to participate in the study.

Data collection
A modified Delphi survey that involved three rounds
(earlier illustrated in Fig. 1) was completed through
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e Literature review
e |dentification of consensus panel

2

Delphi Round 1: Delphi Questionnaire electronic document and survey link sent to the panel
members for them to assess the relevance of items

Identify items to be rewritten, omitted or added

Data analysis to determine items reaching a consensus cut off of 80%, items to delete (those
that did not reach 60% of consensus cut-off), and items to be re-assessed

L

panel members to assess their relevance
Data analysis

Identify items to be modified, or to be deleted

Delphi round 2: Items with a consensus cut-off of 60% to 79% and any new items sent to

i

Delphi round 3: Checking the appropriateness of the final version of the questionnaires

Check the wording and structural issues that might affect the comprehension
to two questionnaires

Irrelevant items deleted.

Fig. 1 Purpose and activities done in each Delphi round

electronic communication using email and Jisc online
survey service provided by the University of Dundee.

In December 2018, participants who agreed to take
part were invited to complete the first round of the Del-
phi survey. The email contained the questionnaire as an
attachment and a link to a web version of the survey.

Experts were initially presented with the pool of 130
items, and were asked to 1) judge their relevance from a
choice of not relevant, somewhat relevant, quite relevant,
and very relevant; 2) assess the clarity of the questions
being asked to provide suggestions for improvement
where needed; and 3) propose additional items if gaps
were identified.

Participants were given three weeks to complete and
return the questionnaires, with a reminder email sent
after two weeks. After the second reminder, those who
had not returned the survey were classified as non-
respondents and no further follow-up was made.

Returned questionnaires were analysed to compute
participants’ consensus agreement. For each question-
naire, items which reached 80% or more agreement
(‘quite relevant’ and ‘very relevant’ response options

combined) were revised if needed and were not sent
out for round two. Items that scored 60% to 79% con-
sensus were revised following the panels’ feedback
where necessary and were re-assessed in round two.
New items were drafted from participants’ suggestions
and were included in the round two questionnaire [57].
Items that did not reach 60% consensus were deleted.

Delphi round 2

The purpose of round two was to assess the relevance
of items with a consensus cut-off of 60% to 79% and
new items that emerged from Delphi round 1. Round
two was launched in January 2019. All participants who
completed Delphi round 1 were invited to assess the
relevance of the items sent to them in Delphi round 2.
The same assessment procedure used to garner consen-
sus on the relevance of items in round one also applied
to round two of this study. Participants were given
three weeks to return the survey with a reminder email
after two weeks. Items which did not reach a cut-off of
80% were discarded.
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Delphi round 3

The purpose of round three was to check the clarity of
items, and identify any items from the previous rounds
that were not relevant to the topic under study.

In March 2019, round three was launched. Participants
who completed the previous two rounds were sent an
email inviting them to access an online link to the pro-
totype of the MPAC-QHMUs and MPAC-QMS. Partici-
pants were asked to read the items proposed for the two
questionnaires and identify any wording, clarity, or struc-
tural issues that would affect comprehension by the tar-
get population. In this round, participants were given two
weeks to return the survey with a reminder email after
one week. No follow-up emails were sent to participants
who did not return the survey after the reminder.

Data analysis

After each round, participants’ responses were entered
into SPSS version 22.0 software. Descriptive statistics
were applied to analyse and report demographic infor-
mation about the expert panel. Frequency distributions
were computed to identify patterns of agreement regard-
ing the relevance of items.

Consensus was defined as the percentage of agreement
among participants on the item’s relevance. An item was
retained if at least 80% of participants rated it as ‘quite
relevant’ or ‘very relevant’ [58]. Items that achieved 80%
agreement but needed some modifications to aid clarity
were amended and retained.

Comments for the improvement of some items sub-
mitted by the participants were considered and changes
made as needed.

Ethics, informed consent, and data security

This study was approved by the University of Dundee,
School of Health Sciences/ Research Ethics Committee
(Application Number: 2018014 Uhawenimana). Informa-
tion about the study was provided to participants in the
Participant Information Sheet. Participants confirmed
their consent to voluntary participation in the study by
completing the questionnaires. Data was processed in
accordance with the University of Dundee data protec-
tion policy.

Results
Panel characteristics
The invitation to take part in the study was sent to 34
people. Half of them (n=17) responded to the email and
15 agreed to participate resulting in a response rate of
44%. Round one was completed by 12 participants, round
two by nine people, and round three by eight people.

The expert panel after round one comprised six peo-
ple from Rwanda, three from Uganda, one from Canada,

Page 5 of 11

one from Belgium, and one expert in fatherhood research
from the UK. Nine participants were female and three
were male. Nine participants had a Masters’ degree and
three held Bachelors’ Degree at the time of the study.
Participants had either an educational or professional
background in midwifery (#=2), nursing and midwifery
education (#=6), obstetrics (#=1), research in mater-
nal and neonatal health (n=2), and fatherhood stud-
ies (m=1). Ten participants held clinical, teaching, and
research roles. Two occupied decision-making positions
about safe motherhood policy and had research experi-
ence in maternal health and male involvement.

Results of delphi survey round 1
After round one, out of 47 items for the MPAC-QHMUSs
sent for assessment, 25 that achieved 80% cut-off to be
retained required some editing and six were deleted (see
supplementary information N°: 1). After this round, nine
items were added (Table 1). For the MPAC-QMS, out of
83 items sent for assessment, 14 items were modified, six
items had a consensus cut-off between 60 and 79% and
were reassessed in round two, seven were deleted (see
supplementary information N°: 2), and two new items
were added (Table 2).

Modifications related to the confusion of using the
term ‘father, confusing wording, irrelevant questions,
and leading questions.

Results of delphi survey round 2

Following round two, nine items of MPAC-QHMUs
achieved 80% consensus cut-off but needed some amend-
ments (see Table 3). For the MPAC-QMS, four items
achieved 80% agreement cut-off but needed some cor-
rections in their structuring, and four were deleted (see
Table 4).

After round two, amendments were identified to
improve clarity and relevance, minimise bias and avoid
overlap. In response to comments, and for consistency
and inclusivity, the term ‘father” was replaced with ‘male
partner’ Following round two and these additional revi-
sions, 42 items for the MPAC-QHMUs and 64 items for
the MPAC-QMS were retained for round three.

Results of delphi survey round 3

After round three, one item of the MPAC-QHMUs and
three items of the MPAC-QMS were eliminated. Fur-
thermore, seven items were rephrased to address clar-
ity, reduce ambiguity, and correct typographical errors
in some of them. After all three rounds, 43 items were
retained for the MPAC-QHMUs and 61 items were
retained for the MPAC-QMS (see supplementary
information 3 and 4 for the final versions of the two
questionnaires).
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Table 1 MPAC-QHMUs proposed new items after round one
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Proposed question/item

Section where proposed question/item may fit

How many birth companions does your facility allow to be with the woman

during childbirth?
Does your health facility request the woman’s consent before permitting a
companion of her choice to attend childbirth?

Does the policy or guideline describe the father's role when attending
labour and birth?

If it is the woman’s choice, does your health facility currently allow fathers to

attend delivery?

Under what condition (s) do you permit fathers to attend labour and/or
birth? Response options included:

1. If it is the woman'’s choice

2.1f the father wishes to attend childbirth

3.The father is obliged to be present at labour and delivery once he arrives
at the health facility

4. Only when the birth is expected to be normal

5. If there is a likelihood that the woman will develop complications

6. Only when the woman is to be transferred to another facility

7. Caesarean Section

Our health facility does not encourage fathers'attendance at childbirth
because they can get in the way of maternity staff

Section One: Health facilities’ current practice of facilitating fathers’
attendance at labour and/or birth

Section One

Section One

Section One

Section One

Section Two: Factors determining whether or not health facilities encour-
age fathers'attendance at labour and/or birth

Our labour rooms do not offer sufficient privacy to enable fathers to attend labour

Our delivery rooms do not offer sufficient privacy to enable fathers to
attend labour and/or birth

The practice of encouraging fathers to attend childbirth in our facility is
fully functional

Section Two

Section Three

Table 2 Proposed new items for the MPAC-QMS after round one

Proposed question/item

Section where

proposed item
may fit
l'understand that a woman may not want her husband/partner present at labour and/or birth Section One
I ask an expectant woman if she wants the father of the baby present at delivery Section One

Discussion

Two questionnaires (the MPAC-QHMUs and the MPAC-
QMS) were developed to capture health facilities’ cur-
rent practice, and service and individual staff level factors
which could affect women’s choice to have a male partner
attend childbirth. It is proposed that these questionnaires
could also be used to identify areas for practice improve-
ment in how health facilities approach the women’s right
to have a companion of her choice, including her male
partner, during labour and birth. The two question-
naires could also be used to identify both organisational
and individual staff attitudes that drive the success and/
or the failure of policies aimed at integrating the wom-
en’s choices of a birth companion within health facilities
[59]. More particularly, the MPAC-QHMUs could serve
to inform implementation strategies such as ensuring
privacy in the labour wards, policies and protocol devel-
opment, and training maternity staff and the woman’s
chosen companion about birth companionship for health

institutions seeking to incorporate male partners’ attend-
ance at childbirth in maternal and neonatal care [60].

The face and content validity of the MPAC-QHMUs
and the MPAC-QMS were tested through a three-round
modified Delphi survey. The final questionnaire items
were judged relevant by experts to explore current prac-
tice, service level factors, and maternity staff perceptions
and attitudes concerning the acceptability of male part-
ners’ attendance at childbirth. This consensus method
was chosen as a rigorous and efficient approach to
develop and validate the questionnaires [55]. Unlike other
consensus methods such as Nominal Group Technique
[61, 62], the modified Delphi approach used to develop
and validate the MPAC-QHMUs and the MPAC-QMS
was robust in that it combined elements of quantitative
measurements with qualitative approaches to assess the
content and face validity of the two questionnaires [63].

Through this modified Delphi survey, the content
validity and/or relevance of the MPAC-QHMUs and the
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Table 3 Items of the MPAC-QHMUs sent for round two

Item
code

Items

Outcome
following
Round Two

and/or

birth

1

How many birth companions does your facility allow to be with the

woman during childbirth?

2 Does your health facility request the woman’s consent before
permitting companion of her choice to attend childbirth?

3 Does the policy or guideline describe the father’s role when attending
labour and birth?

4 If it is the woman’s choice, does your health facility currently allow
fathers to attend delivery?

5 Under what condition do you permit fathers to attend labour and/or

birth? (Response options will include: If it is the woman’s choice; If
the father wishes to attend childbirth; The father is obliged to be
present at labour and delivery once he arrives at the health facility;
Only when the birth is expected to be normal; If there is a likelihood
that the woman will develop complications; Only when the woman is

to be transferred to another facility; Caesarean Section)

1

Our health does not encourage fathers’ attendance at childbirth
because they can get in the way of maternity staff.

2 Our labour rooms do not offer sufficient privacy to enable fathers to
attend labour.
3 Our delivery rooms do not offer sufficient privacy to enable fathers

to attend birth.

1

The practice of encouraging fathers to attend childbirth in our
facility is fully functional.

Reached 80% and over:

Reached below 80% of agreement cut-off and were deleted:_

Section One: Health facilities' current practice of facilitating fathers' attendance at labour

Section Two -Factors determining whether or not health facilities encourage
fathers' attendance at labour and/or birth

Section Three -Health facilities' readiness to facilitate fathers' attendance at
childbirth
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Table 4 Items of the MPAC-QMS sent for round two

Page 8 of 11

Item Items

code

Outcome
following Round
Two

Section One: Practices towards encouraging fathers' attendance at childbirth

1 | understand that a woman may not want her
husband/partner present at labour and/or birth.

baby present at delivery.

2 | ask an expectant woman if she wants the father of the

Section Two: Perceptions about fathers' attendance at labour and/or birth

Q.2.2.2 | The woman should endure childbirth without the father’s
presence.

Q.2.2.19 | Fathers’ presence at labour and/or birth can negatively
impact on sexual relationships with their wives/partners.

Q.2.2.20 | A father’s presence can be detrimental to the wellbeing of
the labouring woman.

Q.2.2.24 | Having fathers in the delivery room may lead to infection
and contamination.

and/or birth

Section Three -Attitudes regarding the acceptability of fathers' attendance at labour

Q.2.34
wife/partner during labour.

It is acceptable to only allow a father to stay with his

Q.2.3.5
wife/partner during delivery.

It is acceptable to only allow a father to stay with his

Reached 80% and over:

Reached below 80% of agreement cut-off and were deleted:-

MPAC-QMS was improved as new items were added
such as organisational context and training. Similar to
other studies that have applied the Delphi consensus
approach to construct questionnaires [64, 65], and other
tools [66], the Delphi survey contributed to the reduc-
tion of the length of each questionnaire across all three

rounds. It was important to produce a final version of
each questionnaire which covered all essential relevant
components while also minimising the response burden
among the target participants [67].

Use of experts to systematically review the content of
the two questionnaires led to substantially improved
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wording of the items, reduction in duplicate items, and
elimination of irrelevant items [58]. The panel empha-
sised the aspect of women’s choices in their feedback.
For example, some women might have different prefer-
ences for when their male partner could be present at
childbirth. Based on these comments, some items were
divided into two; an item about labour and another about
birth. It was important to have items about attendance
at labour and others about birth because some facilities
might have different policies for labour and birth regard-
less of the women’s preferences and consent. The use of
the word ‘birth’ raised debate as some panel members
suggested the use of the word ‘delivery’ It is probable
that different wording suggestions were influenced by
the panel members’ professional backgrounds. Some par-
ticipants were from a midwifery background, and others
from an obstetric background and these two disciplines
can differ in the way they treat the concept of childbirth
and the vocabulary used to describe and discuss concepts
around it [68, 69]. The final decision was to use the term
‘birth’ because it empowers the woman and embodies
childbearing as a natural occurring event and the woman
as the agent of action of giving birth [68, 69].

Limitations

The use of the expert panel to assess the relevance and
clarity of the two questionnaires, despite having been
done rigorously and free from any group pressure, the
modified version of Delphi methodology cannot guar-
antee that all flaws in the wording of the items were
addressed. In addition, it cannot be ascertained that all
relevant aspects of the topic under study were covered.
Although our intention was to obtain 100% response rate
for all three rounds, round two and three had a panel with
fewer than twelve who completed round one because of
the unavailability of some panel members. However, this
attrition did not impact the consensus obtained for the
final versions of MPAC-QHMUs and MPAC-QMS since
across all three rounds an average of 80% response rate
was achieved.

Another limitation was that the Delphi study to assess
the face and content of the MPAC-QHMUs and MPAC-
QMS was only developed with experts and did not
include the perspectives of consumers.

Whilst we intended to have a panel of experts from geo-
graphically diverse LMICs, the countries represented by
the panel were predominantly Eastern African. This lack
of representatives from all geographical regions may limit
the perspectives gained on the survey items’ applicability
in wider health system and cultural contexts. The MPAC-
QHMUs was meant to capture health systems and organi-
zational factors impacting male partners’ companionship.
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However, the lack of health systems researchers and lack
of health facility administrators on the Delphi panel may
not offer comprehensive perspectives on this survey tool
from a health services/administrative vantage point.

Conclusion

Items for the MPAC-QHMUs and MPAC-QMS were
robustly generated from the literature and the thor-
ough iterative face and content validation process. To
the researcher’s knowledge, the two questionnaires are
the first that have been developed to examine current
practice and moderators of male partners’ attendance
at childbirth in health facilities. Researchers can use the
MPAC-QHMU s to determine the prevalence of facilities’
practices regarding implementation of birth companion-
ship, current practices underlying paternal attendance at
childbirth, and to identify factors that may facilitate or
inhibit the implementation of male partners’ attendance
at childbirth in health facilities. The MPAC-QMS could
be used to assess maternity staff practices, perceptions,
and views about the acceptability and feasibility of male
partners’ attendance, which may impact on the successful
implementation of any new policies or practices.

The MPAC-QHMUs and the MPAC-QMS are newly-
developed. Although the MPAC-QHMUs and MPAC-
QMS were piloted in selected health facilities in Rwanda
(manuscript under preparation), there is a need for fur-
ther validation of acceptability and feasibility of adminis-
tering these questionnaires in different cultural contexts
and other languages than English.
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