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Plain language summary 

Men’s role in pre-eclampsia care: understanding and support in sub-Saharan Africa

This review looked at how men in sub-Saharan Africa understand and support women 
with pre-eclampsia, a dangerous pregnancy condition that can lead to death if not treated. 
Based on studies from five countries, many men had limited or incorrect knowledge about 
the condition, often linking it to stress or supernatural causes. While men did provide 
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Abstract
Background: Pre-eclampsia is a hypertensive disorder of pregnancy and a major cause of 
maternal and neonatal mortality worldwide, with a disproportionately high burden in sub-
Saharan Africa.
Objective: This review synthesised evidence on how men engage with pre-eclampsia in the 
region.
Design: This systematic review included qualitative designs and cross-sectional studies.
Data sources and methods: Search was done across five primary databases (PubMed, Scopus, 
Embase, CINAHL and Web of Science). Additional searches were carried out in online sources 
like institutional repositories, HINARI, Dimensions AI and Google Scholar for studies published 
between 2000 and 2025. This review followed PRISMA guidelines and the Joanna Briggs 
Institute (JBI) framework. Data were appraised using JBI tools and synthesised thematically.
Results: Twelve studies from Tanzania, Uganda, Ghana, Nigeria and Mozambique were 
included. Knowledge of pre-eclampsia varied widely; that is, only 24.8% of men demonstrated 
high awareness, while misconceptions, such as attributing the condition to stress, cold or 
supernatural forces, were common. Men’s roles spanned financial provision, decision-making, 
emotional and household support and information sharing, but overall involvement was 
moderate. Perceptions were shaped by cultural, social and spiritual narratives, while health 
system barriers such as unclear roles and exclusionary practices reduced engagement.
Conclusion: Male partners’ knowledge, perceptions and roles significantly affect maternal 
outcomes in sub-Saharan Africa. Findings show the need for targeted education, culturally 
sensitive interventions and health system reforms that encourage male participation. 
Strengthening men’s engagement could reduce delays in care-seeking, improve antenatal 
care utilisation and contribute to lowering maternal and neonatal mortality.
Trial registration: Open Science Framework with the DOI: https://doi.org/10.17605/OSF.IO/
WHB93.
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support like money, help at home, or making health decisions, their involvement was 
often unclear or limited due to cultural beliefs and health systems that left them out. 
Educating men and including them more in pregnancy care could help save the lives of 
mothers and babies.

Keywords:  male partner involvement, pre-eclampsia, sociocultural perceptions, sub-Saharan 
Africa
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Introduction
Pregnancy is often celebrated as a period of antic-
ipation and hope, yet for millions of women 
worldwide, it can be overshadowed by the silent 
threat of pre-eclampsia (PE). This is a hyperten-
sive disorder of pregnancy and a leading contrib-
utor to maternal and perinatal morbidity and 
mortality worldwide, affecting approximately 
2%–8% of pregnancies globally.1,2 It is associated 
with severe complications, including preterm 
birth, foetal growth restriction, placental abrup-
tion and maternal organ dysfunction, and 
accounts for an estimated 76,000 maternal and 
500,000 foetal or neonatal deaths annually.3 The 
issue is particularly acute in sub-Saharan Africa, 
where maternal mortality due to pre-eclampsia is 
disproportionately high. Estimates indicate that 
hypertensive disorders contribute to nearly 10%–
15% of maternal deaths in the region, compared 
to 2%–5% in high-income countries.4,5

In high-income countries, progress in screening, 
antenatal care (ANC) and emergency obstetric 
interventions has significantly reduced the toll of 
pre-eclampsia. Guidelines advocate for early 
detection through regular blood pressure and 
proteinuria monitoring, as well as risk-based pre-
ventive measures such as low-dose aspirin and 
calcium supplementation.6 Planned early deliv-
ery, especially in cases of severe or late preterm 
pre-eclampsia, has been shown to improve mater-
nal outcomes while balancing neonatal risks.5 
Moreover, advances in simulation-based medical 
education and emergency response protocols have 
improved the management of acute complications 
like eclampsia and Hemolysis, elevated liver 
enzymes, low platelet count  (HELLP) syndrome.7 
However, even in these well-resourced settings, 
pre-eclampsia remains a significant contributor to 
maternal deaths and is associated with lifelong 

cardiovascular complications for both mothers 
and their offspring.8 The challenge, however, 
becomes exponentially more pressing when the 
lens is shifted to low- and middle-income coun-
tries (LMICs), particularly those in sub-Saharan 
Africa. Multiple systemic barriers explain this bur-
den, that is, limited access to ANC, late recogni-
tion of symptoms, delays in referral, shortages of 
essential drugs such as magnesium sulfate and 
inadequate health infrastructure for emergency 
obstetric care.4,9 Even when women recognise 
symptoms such as headaches, visual disturbances, 
or swelling, sociocultural beliefs, gender dynamics 
and health system inefficiencies frequently delay 
timely care-seeking.10 For many families, health-
seeking decisions are further shaped by cultural 
narratives and pluralistic health practices, where 
biomedical care intersects with prayer, traditional 
remedies and community perceptions of illness.9

While the scientific and clinical dimensions of 
pre-eclampsia are well documented, the social 
and relational contexts surrounding the condition 
are equally critical to maternal outcomes. In 
many parts of sub-Saharan Africa, men, particu-
larly husbands or partners, play a decisive role in 
health-seeking behaviour, access to resources and 
the utilisation of healthcare services during preg-
nancy. Yet, their knowledge of pre-eclampsia, 
perceptions of its risks and practical role in sup-
porting affected women remain poorly under-
stood and inconsistently addressed within 
maternal health programs. Evidence shows that 
women’s ability to seek care promptly is often 
mediated by their partner’s recognition of warn-
ing signs, willingness to prioritise medical atten-
tion over cultural remedies and financial capacity 
to support facility-based care.9,10 Moreover, the 
paternal contribution to pre-eclampsia is not only 
social but also biological. Research indicates that 
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paternal genes and immunological interactions 
between father and mother may influence the risk 
of pre-eclampsia, suggesting that men’s involve-
ment in reproductive health should be framed 
beyond cultural or supportive roles to include 
biomedical relevance.11

Despite this, the literature on pre-eclampsia in 
sub-Saharan Africa has historically centred on 
biomedical interventions, maternal knowledge 
and health system barriers, often sidelining men’s 
perspectives. Few studies have systematically syn-
thesised how male partners understand pre-
eclampsia, how they engage in decision-making 
and how their attitudes may facilitate or obstruct 
timely care. Yet, as global health increasingly 
acknowledges the importance of male involve-
ment in maternal and child health, this gap 
becomes particularly striking. This systematic 
review therefore seeks to synthesise existing quali-
tative and quantitative evidence on the knowl-
edge, role and perceptions of male partners 
regarding pre-eclampsia in sub-Saharan Africa.

Methods
This review was conducted in line with the system-
atic review reporting framework outlined by Aro
mataris and Pearson12 and endorsed by the Joanna 
Briggs Institute (JBI). The framework emphasises 
the following steps: (1) formulating a precise objec-
tive and research question, (2) establishing explicit 
inclusion and exclusion criteria, (3) employing a 
comprehensive search strategy, (4) critically 
appraising the quality of eligible studies, (5) 
extracting and analysing relevant data, (6) synthe-
sising and presenting the findings and (7) ensuring 
transparency in the reporting process. In addition, 
the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA)13 guide-
lines were applied to document and present the 
search outcomes (Supplemental File). The proto-
col for this meta-ethnographic synthesis was regis-
tered with OSF (Open Science Framework) with 
the DOI: https://doi.org/10.17605/OSF.IO/
WHB93 to avoid duplication and establish meth-
odological accountability.

Research question
1.	 What is the knowledge and role of male 

partners on pre-eclampsia?

2.	 What is the perception of male partners on 
pre-eclampsia?

This research question was defined using the 
Population, phenomenon of interest and context 
framework (PICo). Population: male partners; 
Phenomenon of interest: knowledge, role and 
perception of male partners on pre-eclampsia; 
Context: sub-Saharan Africa.

Inclusion and exclusion criteria
The inclusion and exclusion criteria were estab-
lished to ensure the selection of studies relevant 
to the review question. These criteria were guided 
by the Population, Concept and Context (PCC) 
framework outlined by Aromataris and Pearson.12 
A summary of the specific inclusion and exclu-
sion parameters is provided in Table 1.

Search strategy
Relevant studies were retrieved from five primary 
databases: Scopus, PubMed, Embase, CINAHL 
(Cumulative Index to Nursing and Allied Health 
Literature) and Web of Science. In collaboration 
with a chartered librarian, a comprehensive search 

Table 1.  Inclusion and exclusion criteria.

Inclusion criteria Exclusion criteria

Population
Studies conducted on:

a. Male partners
b. Married men
c. Male spouse

Population
Studies conducted on:

a. Only women
b. Healthcare professionals

Concept

a. �Assessing the knowledge and role of 
male partners on pre-eclampsia

b. �Assessing the perception of male 
partners on pre-eclampsia

Concept

Context

a. Studies in sub-Saharan Africa
b. �Papers published in the English 

Language
c. �Papers that have been peer-

reviewed and grey literature
d. 2000–2025
e. All types of study designs

Context

a. �Studies in other parts of the 
world

b. �Studies that were not 
published in English

c. Preprint
d. Conference paper
e. Commentaries
f.   Letters to editors
g. Reviews
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strategy was designed using controlled vocabulary 
such as Medical Subject Headings (MeSH), along 
with keywords identified through an initial scoping 
search. The detailed, complete search process in 
all five databases is presented in Table 2. To sup-
plement this, additional searches were carried out 
in online sources such as institutional repositories, 
Health InterNetwork Access to Research Initiative 
(HINARI),  Dimensions AI and Google Scholar. 
Furthermore, reference lists of included studies were 
manually screened to identify additional relevant lit-
erature. The search was limited to studies published 
online from the year 2000 onwards. The last search 
was conducted on September 8, 2025.

Study selection
All retrieved studies were imported into Mendeley 
Reference Manager version 1.19.8 for duplicate 
removal (https://static.mendeley.com/md-stitch/
releases/live/20210125_v1_19_8.4e71755a.
html). Subsequently, titles and abstracts of the 
remaining records were screened for potential eli-
gibility by five trained graduate students, under 
supervision, using the predefined inclusion and 
exclusion criteria outlined in Table 1. Reference 
lists of eligible full-text studies were also reviewed 
to identify additional relevant records. For 
abstracts without accessible full texts, corre-
sponding authors were contacted to obtain cop-
ies. Full-text screening of eligible studies was then 
conducted independently by two researchers, 
with any disagreements resolved through consul-
tation with a third reviewer.

Data extraction
Data were extracted from the included studies 
using a pre-designed extraction form developed in 
Microsoft Word. To ensure reliability, the form 
was piloted with five randomly selected articles 
before full data extraction commenced. The 
authors were divided into two groups, with each 
group independently conducting the extraction 
process. Information retrieved included the 
author, year of publication, study location, design, 
sample size, as well as male partners’ knowledge, 
roles and perceptions regarding pre-eclampsia. 
The extracted data were cross-checked by E.J. and 
S.E.B., and any discrepancies were resolved 
through discussion with C.A. See Supplemental 
file  for details of the extracted data.

Critical quality assessment
Quality appraisal of the included studies was car-
ried out after data extraction using the standardised 
tools developed by the JBI. The purpose of this 
process was to evaluate and report the methodo-
logical quality of the studies rather than to exclude 
any of them. The JBI tools provide checklists tai-
lored to different study designs, including cross-
sectional, cohort, quasi-experimental, case-control 
and case-series studies. For cross-sectional stud-
ies, scores of 1–4 indicated high risk, 5–6 moder-
ate risk and 7–8 low risk. Qualitative studies were 
rated as high risk (1–5), moderate risk (6–7) and 
low risk (8–10). The appraisals were indepen-
dently conducted by E.J. and S.E.B., and it was 
supervised by C.A. See Supplemental Appendix 
for quality appraisal scores for the included 
studies.

Data analysis and synthesis
A thematic analysis was undertaken to explore 
and interpret patterns within the extracted data. 
This process involved systematic coding and cat-
egorisation to identify recurring themes related to 
male partners’ knowledge, roles and perceptions 
of pre-eclampsia. The analysis began with famil-
iarisation through repeated reading of the 
extracted data to ensure a comprehensive under-
standing. Initial codes were then developed to 
label meaningful segments linked to the key con-
cepts, which were subsequently grouped into 
potential themes. These themes were refined 
through iterative review and discussion among 
the research team to ensure accuracy and consist-
ency of interpretation. A thematic framework was 
created to visually represent the relationships 
between the identified themes.

For data synthesis, a convergent qualitative 
approach was employed to integrate and interpret 
findings across the included studies. This involved 
systematically comparing and contrasting the-
matic results to highlight both commonalities and 
differences across varying study designs and con-
texts. Through an iterative process of reflection 
and dialogue, the research team generated over-
arching themes and sub-themes that captured the 
depth and diversity of male partners’ perspectives 
on pre-eclampsia. Emphasis was placed on main-
taining transparency and rigour while ensuring 
the synthesis addressed the review question. This 
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Table 2.  Search strategy for selected databases.

Database Search strategy

PubMed ((‘Pre-Eclampsia’[MeSH] OR ‘Eclampsia’[MeSH] OR ‘Preeclampsia’[tiab] OR ‘Eclampsia’[tiab] OR ‘Hypertensive 
Disorders of Pregnancy’[tiab] OR ‘Pregnancy-Induced Hypertension’[tiab] OR ‘Hypertension, Pregnancy-
Induced’[MeSH])) AND ((‘Male’[MeSH] OR ‘Men’[tiab] OR ‘Husbands’[tiab] OR ‘Partners’[tiab] OR ‘Spouses’[tiab] OR 
‘Fathers’[tiab] OR ‘Male Partners’[tiab])) AND ((‘Health Knowledge, Attitudes, Practice’[MeSH] OR ‘knowledge’[tiab] 
OR ‘awareness’[tiab] OR ‘attitude’[MeSH] OR ‘perception’[tiab] OR ‘role’[tiab] OR ‘involvement’[tiab] OR 
‘support’[tiab] OR ‘behaviour’[tiab] OR ‘participation’[tiab] OR ‘patient education’[MeSH] OR ‘health literacy’[tiab])) 
AND ((‘Africa South of the Sahara’[MeSH] OR ‘Sub-Saharan Africa’[tiab] OR ‘Africa, Western’[MeSH] OR ‘Africa, 
Eastern’[MeSH] OR ‘Africa, Southern’[MeSH] OR ‘Africa, Central’[MeSH] OR ‘Nigeria’[MeSH] OR ‘Ghana’[MeSH] OR 
‘Kenya’[MeSH] OR ‘Tanzania’[MeSH] OR ‘Uganda’[MeSH] OR ‘Ethiopia’[MeSH] OR ‘Africa’[tiab])) NOT animals[mh] 
AND English[lang]

Scopus (TITLE-ABS-KEY(‘Pre-Eclampsia’ OR ‘Preeclampsia’ OR ‘Eclampsia’ OR ‘Hypertensive Disorders of Pregnancy’ 
OR ‘Pregnancy-Induced Hypertension’ OR ‘Gestational Hypertension’)) AND (TITLE-ABS-KEY(‘Male’ OR ‘Men’ OR 
‘Husbands’ OR ‘Partners’ OR ‘Spouses’ OR ‘Fathers’ OR ‘Male Partners’)) AND (TITLE-ABS-KEY(‘Knowledge’ OR 
‘Awareness’ OR ‘Attitude’ OR ‘Attitudes’ OR ‘Perception’ OR ‘Perceptions’ OR ‘Role’ OR ‘Involvement’ OR ‘Support’ 
OR ‘Behaviour’ OR ‘Behaviour’ OR ‘Participation’ OR ‘Patient Education’ OR ‘Health Literacy’)) AND (TITLE-ABS-
KEY(‘Africa South of the Sahara’ OR ‘Sub-Saharan Africa’ OR ‘Africa, Western’ OR ‘West Africa’ OR ‘Africa, Eastern’ 
OR ‘East Africa’ OR ‘Africa, Southern’ OR ‘Southern Africa’ OR ‘Africa, Central’ OR ‘Central Africa’ OR ‘Nigeria’ OR 
‘Ghana’ OR ‘Kenya’ OR ‘Tanzania’ OR ‘Uganda’ OR ‘Ethiopia’ OR ‘Africa’)) AND (LIMIT-TO (LANGUAGE, ‘English’)) 
AND (TITLE-ABS-KEY(‘human’ OR ‘humans’))

Embase (‘pre-eclampsia’/exp OR ‘pre-eclampsia’ OR ‘preeclampsia’ OR ‘eclampsia’/exp OR ‘eclampsia’ OR ‘hypertensive 
disorder of pregnancy’/exp OR ‘hypertensive disorders of pregnancy’ OR ‘pregnancy induced hypertension’ OR 
‘gestational hypertension’) AND (‘male’/exp OR male OR men OR husband/exp OR husbands OR partner/exp 
OR partners OR spouse/exp OR spouses OR father/exp OR fathers OR ‘male partner’) AND (‘health knowledge, 
attitudes, practice’/exp OR ‘health knowledge, attitudes, practice’ OR knowledge OR awareness OR ‘attitude’/exp 
OR attitude OR attitudes OR ‘perception’/exp OR perception OR perceptions OR role OR involvement OR support 
OR ‘behaviour’/exp OR behaviour OR behaviour OR participation OR ‘patient education’/exp OR ‘patient education’ 
OR ‘health literacy’/exp OR ‘health literacy’) AND (‘sub-saharan africa’/exp OR ‘sub-saharan africa’ OR ‘africa, 
western’/exp OR ‘west africa’ OR ‘africa, eastern’/exp OR ‘east africa’ OR ‘africa, southern’/exp OR ‘southern 
africa’ OR ‘africa, central’/exp OR ‘central africa’ OR nigeria/exp OR nigeria OR ghana/exp OR ghana OR kenya/
exp OR kenya OR tanzania/exp OR tanzania OR uganda/exp OR uganda OR ethiopia/exp OR ethiopia OR africa) AND 
[english]/lim AND [humans]/lim

CINAHL (MH ‘Pre-Eclampsia’ OR ‘Pre-Eclampsia’ OR ‘Preeclampsia’ OR MH ‘Eclampsia’ OR ‘Eclampsia’ OR ‘Hypertensive 
Disorders of Pregnancy’ OR ‘Pregnancy-Induced Hypertension’ OR ‘Gestational Hypertension’) AND (MH ‘Men’ OR 
‘Male’ OR ‘Men’ OR MH ‘Husbands’ OR ‘Husbands’ OR MH ‘Spouses’ OR ‘Spouses’ OR ‘Partners’ OR ‘Male Partners’ 
OR MH ‘Fathers’ OR ‘Fathers’) AND (MH ‘Health Knowledge, Attitudes, Practice’ OR ‘Knowledge’ OR ‘Awareness’ 
OR MH ‘Attitude’ OR ‘Attitude’ OR ‘Attitudes’ OR MH ‘Perception’ OR ‘Perception’ OR ‘Perceptions’ OR ‘Role’ OR 
‘Involvement’ OR ‘Support’ OR MH ‘Behaviour’ OR ‘Behaviour’ OR ‘Behaviour’ OR ‘Participation’ OR MH ‘Patient 
Education’ OR ‘Patient Education’ OR MH ‘Health Literacy’ OR ‘Health Literacy’) AND (MH ‘Africa South of the 
Sahara’ OR ‘Sub-Saharan Africa’ OR MH ‘Africa, Western’ OR ‘West Africa’ OR MH ‘Africa, Eastern’ OR ‘East Africa’ 
OR MH ‘Africa, Southern’ OR ‘Southern Africa’ OR MH ‘Africa, Central’ OR ‘Central Africa’ OR MH ‘Nigeria’ OR 
‘Nigeria’ OR MH ‘Ghana’ OR ‘Ghana’ OR MH ‘Kenya’ OR ‘Kenya’ OR MH ‘Tanzania’ OR ‘Tanzania’ OR MH ‘Uganda’ 
OR ‘Uganda’ OR MH ‘Ethiopia’ OR ‘Ethiopia’ OR ‘Africa’) AND (English Language) AND (Human)

Web of 
Science

TS=(‘Pre-Eclampsia’ OR ‘Preeclampsia’ OR ‘Eclampsia’ OR ‘Hypertensive Disorders of Pregnancy’ OR ‘Pregnancy-
Induced Hypertension’ OR ‘Gestational Hypertension’)
AND TS=(‘Male’ OR ‘Men’ OR ‘Husbands’ OR ‘Partners’ OR ‘Spouses’ OR ‘Fathers’ OR ‘Male Partners’) AND 
TS=(‘Knowledge’ OR ‘Awareness’ OR ‘Attitude’ OR ‘Attitudes’ OR ‘Perception’ OR ‘Perceptions’ OR ‘Role’ OR 
‘Involvement’ OR ‘Support’ OR ‘Behaviour’ OR ‘Behaviour’ OR ‘Participation’ OR ‘Patient Education’ OR ‘Health 
Literacy’) AND TS=(‘Africa South of the Sahara’ OR ‘Sub-Saharan Africa’ OR ‘Africa, Western’ OR ‘West Africa’ OR 
‘Africa, Eastern’ OR ‘East Africa’ OR ‘Africa, Southern’ OR ‘Southern Africa’ OR ‘Africa, Central’ OR ‘Central Africa’ 
OR ‘Nigeria’ OR ‘Ghana’ OR ‘Kenya’ OR ‘Tanzania’ OR ‘Uganda’ OR ‘Ethiopia’ OR ‘Africa’) AND LA=(English) AND 
DT=(Article)

CINAHL, Cumulative Index to Nursing and Allied Health Literature.
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integrated perspective provides evidence with 
practical and policy relevance for enhancing edu-
cational strategies and outcomes.

Results

Search results
The initial search yielded 1132 records, of which 
1082 were retrieved from electronic databases 
(PubMed, Web of Science, Scopus, CINAHL and 
Embase) and 50 from other sources. After remov-
ing 1048 duplicates, 94 records were retained for 
screening. Screening of titles and abstracts led to 
the exclusion of 65 records that did not meet the 
inclusion criteria, leaving 29 records for full-text 
review. Reference list checks of eligible studies 
identified four additional records, bringing the 
total number of full-text articles assessed to 23. Of 
these, 11 were excluded: 5 for targeting an ineligi-
ble population, 4 because full texts could not be 

accessed and 2 for being published in languages 
other than English. Finally, 12 studies met  all 
inclusion criteria and were incorporated into the 
qualitative synthesis. See Figure 1 for the search 
result and the screening process.

Characteristics of the included studies
A total of 12 studies published between 2013 and 
2025 were included (Figure 3), representing 
research from five sub-Saharan African countries. 
Tanzania contributed the largest share (5; 
41.7%), followed by Uganda (2; 16.7%), Ghana 
(2; 16.7%), Nigeria (2; 16.7%) and Mozambique 
(1; 8.3%; Figure 2). The evidence base was evenly 
split between qualitative designs (6; 50.0%) and 
cross-sectional studies (6; 50.0%; Figure 4). 
Qualitative studies explored perceptions, experi-
ences and contextual factors,14–19 while cross-sec-
tional designs examined associations and 
descriptive outcomes.20–25

Figure 1.  PRISMA flow diagram of records and screening process.
PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses.
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Quality appraisal results of included studies
Of the 12 included studies, 6 (50.0%) were 
assessed as low risk of bias, while the remaining 6 
(50.0%) were rated as moderate risk, based on 
the JBI appraisal tools applied to each design. 
The low-risk studies comprised all 6/6 qualitative 
designs (100%).14–19 The moderate-risk group 
consisted of all 6/6 cross-sectional studies 
(100%).20–25

Across the cross-sectional studies, methodologi-
cal quality was consistently rated as moderate risk 
(100%). While most studies clearly outlined their 
inclusion criteria, applied appropriate sampling 
methods and measured exposures with reasona-
ble accuracy, none adequately identified or 
adjusted for confounding factors. Strategies such 
as regression adjustment, stratification or sensi-
tivity analyses were absent across all six studies, 
thereby weakening causal inferences and intro-
ducing uncertainty in interpreting associations. 
Additionally, limited detail was provided regard-
ing the validity and reliability of measurement 
instruments, further contributing to their moder-
ate-risk designation.

By contrast, all six qualitative studies were rated as 
low risk of bias (100%), consistently scoring 8/10 
on the JBI checklist. Strengths included strong 
alignment between research questions, study 
designs and data collection methods. Most dem-
onstrated rich contextual descriptions, clear the-
matic analysis and findings supported with direct 
participant quotations, enhancing credibility and 
transferability. However, a shared limitation was 
the limited consideration of reflexivity, with few 
studies critically examining the role of researcher 
influence or power dynamics in shaping the data. 
Despite this, their overall methodological coher-
ence and transparency positioned them as robust 
contributions to the evidence base.

Review findings
Knowledge of male partners about pre-eclampsia.  
The reviewed studies reveal wide variability in 
male partners’ knowledge of pre-eclampsia and 
related maternal health conditions, with implica-
tions for their involvement in antenatal and post-
natal care (PNC). Evidence suggests that in some 
contexts, men demonstrate relatively high aware-
ness. Doe20 reported that 63% of men had good 

knowledge of pregnancy care, which significantly 
influenced their participation in ANC, PNC and 
newborn care. Similarly, Quarcoo and Tarkang21 
found that although only 24.8% of male partners 
possessed high knowledge of maternal health 
issues, this subgroup was four times more likely 
to be involved in maternal health compared to 
those with lower knowledge (Adjusted Odds 
Ratio (AOR) = 4.14, p = 0.002). Yussuf et  al.19 
demonstrated that 43.5% of male partners and 
44.5% of pregnant women had adequate knowl-
edge of pre-eclampsia/eclampsia (PE/E). This 
level of awareness was positively associated with 
ANC utilisation, with adequate knowledge more 
than doubling the likelihood of attendance 
(AOR = 2.827, 95% CI: 1.719–4.651, p < 0.001).

Figure 3.  Year of publication of the included studies.

Figure 2.  Global distribution of the included studies.
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In contrast, other studies highlight persistent gaps 
and misconceptions. The majority of men had 
limited knowledge of maternal health,21 while 
nearly half of male partners held strong myths 
about PE/E, which significantly reduced ANC 
attendance.24 Misinterpretations of the condition 
were also common, as Falade-Fatila and 
Adebayo23 reported that men perceived pre-
eclampsia as stress-induced and eclampsia as a 
result of cold exposure. Likewise, Boene et al.17 
found that the terms pre-eclampsia and eclampsia 
were largely unknown, and symptoms were 
instead explained through local cultural beliefs 
(Table 3).

Role of male partners in pre-eclampsia.  The stud-
ies consistently demonstrate that male partners 
play diverse and complementary roles in support-
ing women at risk of pre-eclampsia. Across finan-
cial, decision-making, emotional, household and 
informational domains, their involvement signifi-
cantly influences maternal care engagement and 
outcomes. Financially, male partners frequently 
facilitate access to antenatal, delivery and postna-
tal services by providing essential funds and cov-
ering costs associated with emergencies or 
complications.22,23 Such support reduces delays 
in care-seeking, showing the importance of eco-
nomic involvement in maternal health. Decision-
making roles were similarly prominent. Partners 
often determine the place of delivery, select 
healthcare providers and make critical choices 
during pregnancy-related complications, reflect-
ing both practical and authoritative influence 
within households.22 Their engagement in these 
decisions is closely linked to timely care utilisa-
tion and preparedness for obstetric emergencies.

Beyond finances and decisions, emotional and 
social support emerged as a key facilitator of 
maternal well-being. Presence during labour, 
reassurance and ongoing encouragement were 
associated with reduced anxiety and improved 
maternal confidence, highlighting the psychoso-
cial dimension of male involvement.23,25 
Complementing this, household support, such as 
assisting with domestic tasks, enabled women to 
conserve energy and prioritise health appoint-
ments. Importantly, informational roles shaped 
the quality of engagement. Male partners who 
were aware of maternal responsibilities and health 
risks guided participation in ANC and PNC, 
facilitated effective spousal communication and 
helped navigate health-related information.20,21 
Knowledgeable partners were therefore better 
positioned to contribute meaningfully across all 
domains (Table 4).

Perceptions of male partners on pre-eclamp-
sia.  Male partners’ perceptions of pre-eclampsia 
(PE/E) were shaped by a combination of medical 
knowledge, cultural beliefs, social roles and spiri-
tual interpretations. Across the studies, limited 
biomedical understanding emerged as a signifi-
cant barrier to effective involvement. Men often 
demonstrated minimal awareness of PE/E and 
frequently attributed its occurrence to stress, 
environmental factors or other non-medical 
causes.15,16 The linkage between biomedical 
causes and clinical manifestations of PE/E was 
weakly understood, compounded by poor access 
to healthcare services and structural barriers 
within the health system. Men reported feeling 
alienated in hospital settings, and their roles in 
maternal care were often unclear, resulting in 
minimal participation during pregnancy and 
childbirth.14,18

Cultural explanations also strongly influenced 
male perceptions. Some men associated PE/E 
with marital discord or mistreatment, reflecting a 
broader social interpretation of illness that priori-
tises relational and environmental stressors over 
medical causation.16,17 Cultural beliefs further 
reinforced these non-biomedical interpretations, 
shaping how men engaged, or did not engage, 
with formal healthcare services.18 Social norms 
additionally framed men’s understanding and 
involvement. Male partners frequently perceived 
their responsibility as a formal obligation rather 
than an active partnership in maternal health, 
suggesting that societal expectations of gendered 

Figure 4.  Study designs employed by included studies.
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roles limited both emotional and practical 
engagement.14

Finally, spiritual and traditional beliefs are promi-
nent in shaping perceptions. In several contexts, 
PE/E was viewed as a consequence of supernatu-
ral forces, such as snake illness or disturbances 
linked to the moon, highlighting the persistence 
of mystical explanations alongside biomedical 
interpretations (Table 5).15,17

Discussion

Summary of findings
The synthesis of evidence shows that male part-
ners’ knowledge, perceptions and roles in mater-
nal health are highly variable, often influenced by 
cultural norms, healthcare system barriers and 
access to information. Knowledge among men 
was generally low to moderate. Only 24.8% of 
men demonstrated high knowledge of maternal 
health issues, although a majority (83.9%) recog-
nised that male involvement is important. 
Awareness of pre-eclampsia and eclampsia was 
limited, with 43.5% of men and 44.5% of women 
having adequate knowledge. Misconceptions 

were common: 51.6% of participants held weak 
myths, while 48.4% held strong myths about 
these conditions. Importantly, men with higher 
knowledge were four times more likely to be 
actively involved in maternal health (AOR = 4.14, 
p = 0.002), and adequate knowledge of pre-
eclampsia and eclampsia almost tripled the likeli-
hood of attending ANC (AOR = 2.827, 95% CI: 
1.719–4.651, p < 0.001). Conversely, partici-
pants with weak myths were significantly less 
likely to attend ANC (AOR = 0.370, 95% CI: 
0.229, p < 0.001).

Perceptions of maternal health were shaped by 
cultural beliefs and systemic challenges. Many 
men viewed involvement as an obligation rather 
than a choice, yet unclear roles, alienation in 
healthcare settings and limited access to bio-
medical information constrained engagement. 
Traditional and spiritual explanations for con-
ditions such as eclampsia persisted, leading 
some men to rely on non-biomedical remedies 
and potentially delay timely care. Male part-
ners played diverse roles, including financial 
support, decision-making, management of 
obstetric complications, birth preparedness and 
household assistance. Engagement varied across 

Table 3.  Knowledge of male partners about pre-eclampsia.

Theme Specific findings Authors

High knowledge 63% had good knowledge of pregnancy care, linked to ANC, 
PNC and newborn care involvement

Doe20

24.8% had high knowledge of maternal health issues; 
knowledge increased likelihood of male involvement 
(AOR = 4.14, p = 0.002)

Quarcoo and 
Tarkang21

43.5% of male partners and 44.5% of pregnant women had 
adequate knowledge on PE/E, associated with increased ANC 
utilisation (AOR = 2.827, p < 0.001)

Yussuf et al.19

Low knowledge The majority (75.2%) had low knowledge of maternal health 
issues

Quarcoo and 
Tarkang21

Nearly half (48.4%) held strong myths on PE/E, undermining 
ANC attendance

Machenje et al.24

Limited knowledge of PE/E; conditions attributed to stress (PE) 
and cold exposure (eclampsia)

Falade-Fatila and 
Adebayo23

Terms ‘pre-eclampsia/eclampsia’ unknown; symptoms 
recognised but explained through local beliefs

Boene et al.17

ANC, antenatal care; PE/E, pre-eclampsia/eclampsia; PNC, postnatal care.
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the continuum of care: 26.4% of men had high 
involvement, 55.2% moderate and 18.4% low, 
with the highest participation observed during 
labour and delivery. Studies consistently showed 
that men with better knowledge participated 
more in antenatal visits, birth preparedness and 
newborn care.

Knowledge of male partners about pre-eclamp-
sia.  Male partners’ knowledge of pre-eclampsia 
and related maternal health conditions is impor-
tant in shaping their involvement in pregnancy 
care and the utilisation of antenatal and postnatal 
services. Across the reviewed studies, knowledge 
levels varied widely, reflecting differences in 

access to health information, exposure to formal 
health education, and prevailing social and cul-
tural belief systems. Evidence from several stud-
ies indicates that higher levels of knowledge 
among male partners are associated with more 
positive maternal health behaviours. Doe20 
reported that 63% of male partners had good 
knowledge of pregnancy care, which was signifi-
cantly linked to their involvement in ANC, PNC 
and newborn care. This suggests that informed 
male partners are more likely to provide practical 
and emotional support throughout the contin-
uum of care. Similarly, Quarcoo and Tarkang21 
found that although only 24.8% of men demon-
strated high knowledge of maternal health, this 

Table 4.  Role of male partners in pre-eclampsia.

Theme Specific findings Authors

Financial role Providing funds for ANC, delivery and PNC Gibore et al.,22 Falade-
Fatila and Adebayo23

Covering emergency and complication-related costs Gibore et al.22

Decision-making role Determining place of delivery and choice of 
healthcare provider

Gibore et al.22

Making decisions during complications and 
emergencies

Gibore et al.22

Exercising household authority in maternal 
healthcare choices

Gibore et al.22

Emotional and social 
support role

Offering encouragement, reassurance and 
companionship during pregnancy and labour

Fatila and Adebayo23

Presence and active involvement during labour and 
delivery

Mbeya et al.25

Supporting maternal stress management and well-
being

Fatila and Adebayo23

Household support 
role

Assisting with domestic tasks and household 
responsibilities to reduce maternal workload

Fatila and Adebayo23

Information role Recognising and acknowledging responsibilities in 
pregnancy, labour and newborn care

Doe20

Using knowledge to guide involvement in ANC, PNC 
and newborn care

Doe,20 Quarcoo and 
Tarkang21

Engaging in effective spousal communication to 
strengthen involvement

Quarcoo and Tarkang21

Accessing and sharing health-related information to 
support maternal care

Quarcoo and Tarkang21

ANC, antenatal care; PNC, postnatal care.
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group was substantially more engaged in mater-
nal health decision-making, being four times 
more likely to participate compared with men 
who had lower knowledge levels (AOR = 4.14, 
p = 0.002). In another study, Yussuf et  al.19 
showed that 43.5% of male partners had ade-
quate knowledge of PE/E, and this level of aware-
ness was strongly associated with increased ANC 
utilisation (AOR = 2.827, 95% CI: 1.719–4.651, 
p < 0.001). Collectively, these findings indicate 
that knowledge enhances men’s capacity to rec-
ognise the seriousness of PE, support timely 
care-seeking and encourage adherence to clinical 
recommendations.10,11

Despite these positive patterns, the review also 
highlights substantial and persistent knowledge 
gaps. In some studies, the majority of male part-
ners had a limited understanding of maternal 
health issues. Quarcoo and Tarkang21 reported 
that 75.2% of men had low knowledge of mater-
nal health, while Machenje et  al.24 found that 
nearly half of male partners held strong myths 
about PE/E, which significantly reduced ANC 
attendance. Such misconceptions may lead men 
to underestimate the severity of symptoms or dis-
courage engagement with formal healthcare ser-
vices, thereby increasing the risk of delayed 
diagnosis and management. Misinterpretations of 
PE/E were particularly evident in studies describ-
ing traditional and spiritual explanations for 

pregnancy complications. Falade-Fatila and 
Adebayo23 reported that pre-eclampsia was often 
attributed to stress, while eclampsia was believed 
to result from exposure to cold. Similarly, Boene 
et  al.17 observed that the biomedical terms ‘pre-
eclampsia’ and ‘eclampsia’ were largely unfamil-
iar, with symptoms explained through local belief 
systems. In such contexts, complications may be 
interpreted as spiritual afflictions or social prob-
lems, leading families to prioritise prayer, tradi-
tional remedies or community advice before 
seeking biomedical care. This reliance on non-
medical explanations can delay presentation at 
health facilities, particularly when early warning 
signs are not recognised as indicators of a life-
threatening condition.9,10

The contrast between high and low knowledge 
highlights the dual role of male partners’ aware-
ness in maternal healthcare. Adequate knowledge 
acts as a facilitator, enabling men to support 
informed decision-making, encourage service uti-
lisation and respond appropriately to obstetric 
emergencies. In contrast, low knowledge and 
entrenched misconceptions function as barriers, 
limiting male involvement and contributing to 
delays in care-seeking. These findings point to the 
need for targeted educational interventions that 
explicitly include male partners, address common 
myths and integrate culturally sensitive explana-
tions of PE/E and its warning signs.1,9

Table 5.  Perceptions of male partners on pre-eclampsia.

Major theme Specific findings Authors

Medical - Limited awareness of eclampsia
- �Viewed as stress- or environment-induced rather than 

medical
- Limited biomedical linkage to causes of PE/E
- Poor access to biomedical care
- �Health system barriers (unclear male roles, limited 

involvement, alienation in hospitals)

Kaye et al.,14 Nansubuga 
and Ayiga,15 Akeju et al.,16 
Mooij et al.18

Cultural - �PE/E perceived as caused by mistreatment or marital 
problems

- Cultural beliefs reinforced non-biomedical explanations
- Illness attributed to environmental or social stressors

Akeju et al.,16 Boene 
et al.,17 Mooij et al.18

Social - �Male responsibility framed as obligation rather than 
partnership

Kaye et al.14

Spiritual - PE/E perceived as a spiritual or traditional problem
- �Attributed to supernatural forces (e.g. snake illness, 

illness of the moon, mystical causes)

Nansubuga and Ayiga,15 
Boene et al.17

PE/E, pre-eclampsia/eclampsia.
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Role of male partners in pre-eclampsia.  The 
involvement of male partners in maternal health, 
particularly in the prevention and management of 
pre-eclampsia, is increasingly recognised as a 
determinant of maternal and neonatal outcomes. 
Findings from the reviewed studies indicate that 
men contribute to maternal care across multiple 
and interrelated domains, including financial pro-
vision, decision-making, emotional and social 
support, household assistance and information 
sharing. Financial support consistently emerged as 
a central and foundational role of male partners. 
Across several studies, men were reported to pro-
vide funds for ANC, delivery and PNC, as well as 
covering costs associated with emergencies and 
pregnancy-related complications.22,23 In many 
low- and middle-income settings, out-of-pocket 
payments remain a major barrier to accessing 
skilled maternal healthcare. When male partners 
are financially prepared and willing to support 
care-seeking, delays in diagnosis and treatment of 
pre-eclampsia can be reduced. This is particularly 
important given that early identification and timely 
management are central to preventing severe 
maternal and neonatal complications.1,2 Decision-
making represents another prominent domain of 
male involvement. The findings indicate that male 
partners often determine the place of delivery, 
select healthcare providers and make urgent deci-
sions during pregnancy-related complications.22 
In many settings, men hold significant authority 
within households, and their approval can strongly 
influence whether and when women seek care. 
Active participation in decision-making can there-
fore support timely referral, adherence to clinical 
advice and preparedness for obstetric emergen-
cies. This is particularly relevant for pre-eclampsia, 
where rapid progression and unpredictable onset 
require prompt and informed responses.11 Evi-
dence also suggests that shared decision-making 
between partners strengthens trust in healthcare 
providers and promotes consistent engagement 
with recommended care pathways.10

Beyond financial and decision-making roles, emo-
tional and social support emerged as a vital com-
ponent of male partner involvement. Reassurance, 
encouragement and companionship during preg-
nancy and labour were associated with reduced 
maternal anxiety and improved confidence, par-
ticularly among women experiencing high-risk 
pregnancies.23,25 Emotional support is especially 
important in the context of pre-eclampsia, which 
is often accompanied by fear, uncertainty and 

prolonged monitoring or hospitalisation. Chronic 
stress and anxiety have been linked to poorer 
maternal health outcomes and may exacerbate 
hypertensive disorders during pregnancy.9 
Household support further complements these 
roles by addressing the physical demands placed 
on pregnant women. Assisting with domestic 
tasks and household responsibilities reduces 
maternal workload and allows women to rest, 
attend health appointments and follow treatment 
plans more effectively.23 This form of support 
reflects a shift away from traditional gender 
norms that limit male involvement to financial 
provision alone. In the context of pre-eclampsia, 
reduced physical strain may be particularly ben-
eficial, as rest and regular monitoring are often 
advised as part of clinical management.

Informational support constitutes another key 
domain of male involvement. Male partners who 
are knowledgeable about pregnancy risks, early 
warning signs of pre-eclampsia and appropriate 
health-seeking behaviours play an important role 
in facilitating engagement with ANC and PNC 
services.20,21 Effective spousal communication 
enhances shared understanding of symptoms such 
as severe headaches, visual disturbances or swell-
ing, which are critical indicators of disease pro-
gression. Knowledgeable partners are also better 
positioned to recognise the urgency of these symp-
toms and support timely care-seeking.1 However, 
the influence of spiritual and traditional beliefs 
can sometimes complicate care-seeking behav-
iours. In some contexts, symptoms of pre-eclamp-
sia may be interpreted as spiritual afflictions or 
attributed to supernatural causes, leading families 
to prioritise prayer, traditional remedies or spirit-
ual consultations before seeking biomedical care.9 
Male partners are often important in endorsing or 
challenging these beliefs. When men favour tradi-
tional or spiritual explanations, this may delay 
presentation at health facilities and increase the 
risk of severe complications. Conversely, informed 
male partners who understand the medical nature 
of pre-eclampsia can help counter these delays by 
supporting prompt referral and adherence to clini-
cal advice.

Perceptions of male partners on pre-eclampsia.  
Understanding male partners’ perceptions of pre-
eclampsia (PE/E) is central to improving maternal 
health outcomes, particularly in LMICs where 
men often play a decisive role in healthcare access 
and decision-making. Across the reviewed studies, 
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men’s knowledge, beliefs and socially defined roles 
consistently shaped how they understood PE/E, 
how they responded to symptoms, and the extent 
to which they supported their partners during 
pregnancy.14–16,18 Most studies reported that many 
men had little awareness of the condition and 
struggled to recognise it as a serious medical com-
plication of pregnancy. PE/E was frequently 
explained as a result of stress, environmental 
exposure or lifestyle factors rather than underlying 
physiological processes.15,16 This weak under-
standing of biomedical causation was often 
accompanied by limited recognition of warning 
signs, such as headaches, swelling or high blood 
pressure. As a result, symptoms were sometimes 
normalised or underestimated, increasing the risk 
of delayed care-seeking and reduced adherence to 
medical advice. Health system factors further con-
strained men’s involvement. Several studies 
reported that male partners felt uncertain about 
their roles within maternal healthcare and per-
ceived antenatal and delivery services as spaces 
primarily designed for women.14,18 Feelings of 
alienation in hospital settings, combined with lim-
ited opportunities to participate in consultations 
or decision-making, reduced men’s engagement. 
Poor access to healthcare services, logistical barri-
ers and inadequate communication from health 
professionals reinforced these challenges.

Cultural interpretations are also important in 
shaping perceptions of PE/E. In some contexts, 
men associated the condition with marital con-
flict, mistreatment or relational stress, reflecting a 
broader understanding of illness that prioritises 
social harmony and interpersonal relationships 
over biomedical explanations.16,17 Cultural norms 
often legitimised these interpretations, framing 
maternal complications as consequences of social 
or environmental imbalance. Such beliefs influ-
enced how danger signs were interpreted and 
whether formal healthcare was sought, with some 
men favouring culturally familiar remedies or 
home-based responses rather than immediate 
hospital care.18 Social norms around gender and 
responsibility further shaped male involvement. 
Responsibility for maternal health was frequently 
viewed as an obligation rather than a shared part-
nership. Men commonly defined their role in 
terms of financial provision or logistical support, 
while emotional engagement and shared decision-
making were less emphasised.14 This gendered 
framing limited open communication between 

partners about pregnancy risks and reduced 
men’s active participation in recognising symp-
toms or advocating for timely care.

Spiritual and traditional beliefs were also central to 
how PE/E was understood. In several studies,  
the condition was interpreted as a spiritual or 
supernatural problem, attributed to forces such as 
‘snake illness’, witchcraft or lunar disturbances.15,17 
These beliefs often shaped care-seeking behaviour 
by directing families towards traditional healers, 
prayer or ritual practices as initial responses. For 
example, symptoms of PE/E might be managed 
through spiritual consultations or herbal treat-
ments before biomedical care is considered. This 
sequence of care can delay hospital presentation, 
particularly when symptoms are believed to 
require spiritual resolution rather than medical 
intervention.9,10

Implications for policy, practice  
and public health education
The synthesis of evidence shows that male part-
ners’ limited knowledge, cultural perceptions and 
varying engagement in maternal health have pro-
found implications for policy, clinical practice and 
public health education. The low levels of knowl-
edge and pervasive myths surrounding pre-eclamp-
sia and eclampsia highlight the urgent need for 
strategies that formally integrate men into mater-
nal health programs. Policymakers should consider 
frameworks that not only encourage male partici-
pation but also explicitly define their roles across 
antenatal, labour and PNC. Clear policies could 
address systemic barriers, such as hospital environ-
ments that inadvertently alienate men, ensuring 
that healthcare facilities become inclusive spaces 
where men are welcomed and empowered to par-
ticipate meaningfully. The findings also suggest 
that healthcare providers need to actively engage 
male partners through targeted counselling, edu-
cation and joint consultations. Men who are well-
informed about maternal health complications, 
such as pre-eclampsia and eclampsia, are signifi-
cantly more likely to support timely healthcare-
seeking and participate in critical maternal and 
newborn care activities. Therefore, integrating 
structured male-inclusive education sessions into 
routine antenatal and postnatal visits could 
enhance their understanding and confidence, pro-
moting shared decision-making and stronger 
household support for maternal care.
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Community outreach programs, media cam-
paigns and peer-education initiatives can help 
address traditional beliefs and spiritual interpre-
tations that may delay care. Emphasising the 
practical roles of men, including financial sup-
port, birth preparedness and emotional care, can 
reinforce positive engagement. Furthermore, 
improving spousal communication and encourag-
ing joint participation in maternal health deci-
sions can strengthen household-level health 
behaviours, ultimately contributing to better 
maternal and neonatal outcomes.

Limitations in this review
This systematic review included twelve studies 
published between 2013 and 2025, offering a use-
ful but geographically restricted evidence base on 
male involvement in maternal health. The studies 
were drawn from only five sub-Saharan African 
countries, with a clear concentration in a small 
number of settings. Tanzania accounted for the 
largest share of included studies, followed by 
Uganda, Ghana, Nigeria and Mozambique. This 
uneven geographic distribution limits the extent to 
which the findings can be generalised beyond these 
contexts. Male involvement in maternal health is 
strongly shaped by sociocultural norms, health sys-
tem structures and policy environments, which 
vary widely across regions. Consequently, the pre-
dominance of evidence from a few countries may 
not fully reflect experiences in other parts of sub-
Saharan Africa or in non-African settings. Language 
restrictions further constrain the breadth of the evi-
dence. All included studies were published in 
English, which may have resulted in the exclusion 
of relevant research reported in local languages or 
non-English journals, particularly from franco-
phone or lusophone African countries. This intro-
duces a potential language bias and may contribute 
to the observed regional imbalance in the literature. 
Methodologically, the review included an equal 
number of cross-sectional and qualitative studies. 
Cross-sectional studies primarily quantified levels 
of knowledge, involvement and attitudes, but their 
design limits causal interpretation. While qualita-
tive studies provided rich insights into perceptions, 
lived experiences and sociocultural influences on 
male engagement, several lacked explicit reflexivity 
regarding researcher positionality, which may 
influence interpretation. Although the mixed-
methods approach allowed for triangulation, the 
dominance of descriptive designs restricts conclu-
sions about effectiveness or long-term impact.

Recommendation for future studies
The growing body of research on male partners’ 
knowledge, roles and perceptions regarding pre-
eclampsia in sub-Saharan Africa paints a compel-
ling yet incomplete picture of male involvement 
in maternal health. While existing studies provide 
valuable insights into how men engage with preg-
nancy, childbirth and PNC, the evidence reveals 
significant gaps that future research must address 
to inform effective interventions. Most of the 
quantitative evidence comes from cross-sectional 
surveys, capturing knowledge levels and reported 
involvement at a single point in time. While 
informative, these snapshots cannot explain how 
male engagement evolves throughout pregnancy 
and beyond. Longitudinal research could follow 
men from early ANC through postnatal support, 
offering a dynamic view of participation and iden-
tifying the factors that sustain or hinder involve-
ment. Intervention studies, meanwhile, could test 
programs designed to improve male knowledge of 
pre-eclampsia, address cultural barriers and 
strengthen practical support for maternal care. 
Measuring the impact of such interventions 
would provide actionable evidence for policymak-
ers and health practitioners.

Additionally, future studies should prioritise 
robust measurement and rigorous reporting, 
including standardised tools for knowledge and 
involvement, careful control of confounding var-
iables and reflexive discussion in qualitative 
work. Engaging men, women, healthcare provid-
ers and community leaders will ensure culturally 
sensitive, practical and sustainable strategies. 
Strengthening this evidence base will be key to 
promoting meaningful male participation, ulti-
mately improving maternal and neonatal health 
outcomes across sub-Saharan Africa. Finally, 
current studies are heavily concentrated in 
Tanzania, Nigeria and Ghana, leaving many sub-
Saharan contexts unexplored. Future research 
should aim for broader, multi-country studies, 
capturing diverse sociocultural and linguistic set-
tings. This would ensure that findings are both 
relevant and transferable, avoiding overgenerali-
sation from a limited number of countries.

Conclusion
The findings from the included studies suggest 
that male partners’ knowledge, perceptions and 
engagement are central to maternal and neonatal 
health outcomes. Evidence indicates that 
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knowledge levels are generally low, with only 
24.8% of men demonstrating high awareness of 
maternal health issues and 43.5% having an ade-
quate understanding of pre-eclampsia and 
eclampsia. Misconceptions and reliance on tradi-
tional or spiritual explanations are widespread, 
often delaying timely care and undermining ante-
natal and postnatal interventions. Men with 
higher knowledge were four times more likely to 
be actively involved in maternal health 
(AOR = 4.14, p = 0.002), and an adequate under-
standing of pre-eclampsia and eclampsia nearly 
tripled the likelihood of ANC attendance 
(AOR = 2.827, 95% CI: 1.719–4.651, p < 0.001). 
Barriers such as unclear roles, cultural beliefs, 
poor spousal communication and alienating 
healthcare environments further limit male par-
ticipation. Conversely, access to accurate infor-
mation, inclusive healthcare practices and 
culturally sensitive education facilitates active 
engagement, leading to improved maternal care-
seeking, birth preparedness and newborn sup-
port. Male roles include decision-making, 
financial support, management of complications 
and household assistance, yet overall engagement 
remains moderate (26.4% high involvement, 
55.2% moderate, 18.4% low).

These findings emphasise that male involvement is 
not peripheral but essential. Policymakers, health-
care providers and public health educators should 
focus on empowering men with knowledge, 
addressing misconceptions and creating support-
ive healthcare environments. Future research 
should investigate culturally tailored interventions, 
long-term outcomes of male engagement and 
strategies to enhance household-level support. 
Collectively, strengthening male participation has 
the potential to reduce maternal morbidity and 
mortality, foster shared responsibility and promote 
healthier families and communities.
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