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m developing countries is associated with adverse eftect
onwoman’sreproductive health, Unfortunatelv in male
dominated societios, male involvement has been more
negative than positive. Woman is considered more as
sexual partner and not an cqual partner in all decision-
making. Man is otten responsible in transmitting
soxualihv transmitted discases, Aids and other pelvic
infections because o irresponsible sexual behavior. Man
is decision maker about contraception and providing
health care during pregnancy and childbirth. Failure o
provide timely health during pregnancy and failure to
give emotional support to the partner should be
considered as negative involvement. Though man is
responsible tor pregnancey, he does not undergo any
ordeal of physical and mental suffering during
pregnancy and childbirth, Tt is the woman swho bears
this burden. Women NOT men dic in childbirth, sutter
lite long morbiditios due to unbroken evele of pregnancey,
childbivth and lactation. Nlen do not suffer the
humiliation and risk ot illegal abortion. Men do not suffer
syvnecological problems that plague women’s lives. The
incidence ot female genital tract cancer is much higher
than the meidence of cancers of male genital tract.

Insummary it can be said that women carry far
greater burden of reprodactiv e morbidity and mortality,
and physical and social responsibility for fertility and
its consequences, than mens ttis irony of fate thatwhile
mostwomen are denied the power to make reproductive
decisions, thev are expected to take responsibility. In
traditional rural socictics, Gender roles are clearly
demarcated-man manages the outside world bevond
home andwoman manages the inner world” (homey. In
Foalitarian society, menare supposed to be more caring,
of their partners and recognizing the reproductive rights
of the woman. Gender equality is a prerequisite for
promoting better reproductive health. Ttis a paradox that
thoughwomen are worshipped as“goddesses” in India,
thevare treated as ‘property” and notas alife partner in
many families. Manu-Smriti that denotes code of conduct
states that woman has no independent decision making

Table 1

Who decides family issues ?
{(In percentage)

(Murthy, 1986)

power. The decision makers in ditterent phases ot
life are — father in childhood, husband atter marrie
and son in later Hife. NMale dominance is retlected in
walks of lite in India.

India i= a land of contrasts. The reproduct
health problems in urban and rural setting ave dittere
The woman inrural setting is likelv to be married at
carlvage, likelv to be illiterate, inajoint tamily anda
cainfully emploved. In urban setting, the woman
unlikely to be married carly, is educated, ina nucle
family and may be gaintullyv emploved orir
professional role. On the whole urban swomen are m
empowered Lo take reproductive decisions than th
counter parts inrural arcas. In most Indian families,
matters related to child bearing and child rearig |
been scen as a woman's domain’. Fven in tam
planning, woman bears the brunt. Women are |
primary targets of family planning programs. |
medical fraternity is more involved i diagnosis o
management of various reproductive health proble
but shows less interest in discussing sexualily, sex
decision making, cender roles, sexual coercion, domes
violence ete. Largelv, man takes decisions about |
seaual activity, timing, of coitus and number of childh
(especially son). Women are denied the power to te
reproductive decisions and vet are expected to 1o
responsibility to continue with pregnancy, childbirth a
later contraception. Murthy (19860 studied decisi
making process in the family. Murthy concludes
wite alone has a say in less than 57 ot the cas
Husband has o significant sav in decision-making. 1
cood nesvs is that there is significant increase injo
decision making in matter related to reproductive health,
(Table 1), The NFHS-2 studv (1998-99) also shows that
at least 5076 of women participate in dedisions about
their own health care. The Indian society gives freedom
to woman to decide what to cook i 82 170 ol the cases.

Man’s active and positive participation in
reproductive health needs multidisciplinary approach
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by healtheare providers, socialworkers, religious feaders,
family, women organizations, NGOs and the
covernment. he obstetricianwill forma vervimportant
member of the team because of the status he enjovs in
societv. Phere is need Lo break many cultural traditions
and behavior of man. NManis a product of their culture
and Soctalization. (Pelonand Khan 19991, Some cultures
demand prootot manhood based on number of Children
particularly sons some cultures expect sex imitiation by
man with commercial Sex worker (CSWH orolder women.
Some cultures teach man to consider woman as
property’ to be owned rather than life partners who
share equallv the joyvs and sorrows in lite. Sex out of
wedlook is condemned inall religions. However, the
male dominated Societios observe double standards-
premarital sex byogirls is taken more serioushy than
similaract by the bov,

Obstetrician’s role in promoting male participation in
RCH

Fhe Obstetrician has a very important rofe to
plavin promoting reproductive health ofwomen. There
is need Lor the obstetrician to go bevond the technical
aspects of infertility, contraception and pregnancy
related problems. There s need to actively involve the
male partner and counsel how he can be helplul in
maintaining his and his partner's reproductive health.
Nan shonld be encouraged to lake decisions aboul
reproductiye health joimth swith his spotse. Unilateral
decisions on reproductive health either by man or
woman can adversely atffect reproductive health. The
Iesband should be counseled to do the following,.

Lo Focourage the husband to accompany the wife
during antenatal visits: The husband should be
intormed about the pregnancy related events and
need tor proper rest, balanced dietand medicine and
to be supportive in his approach when the wife
develops problems in pregnancy. Some women are
forced into pregnancy in the hope ot getling a son.
Heshould counsel the couple about equality of sexes

Table 11
Use ot Gender based methods of contraception
(In percentage)
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and discourage them trom repeated provnancies, ses
selection s determination.

20 Arrange fora quick transport to take her to health
care facility when anv complication develops. Be
emotionallyv supportive during childbirth and
provide all necessarv helps inmost hospitals i hndia,
husband is not permitted to hewith his wite doring,
Labour. Inomany hospitals in the swest hasbaned o
encouraged to bewith hisavite toeive her enmotional
support. Fhere are special birthimg suites where the
husband and the children could be together T Indin
there are swwomen members in the tamily swhocan be
with thewomanduring delivery and Indianwonien

accept (his,

J

[his child rearing and household wark takes Tot of
time and the witfe mav not be able to pay as much
attention to the needs of the husband. e must be
counscled to share some of the honschold burden
<o that heatth s mamiaied.

Fducate the husband on responsible parenthood.
Encourage him to take a jomt decision on
contraception. In Indi, husband s objection o tanly
planning stems from three reasons. They are fear of
loss of labor, strong son preference and fear of
adullur): (Perveen 1999 Contraceptive acceplance
[

clearlv shows that aceeptance of contraception by

of man in various countries is <shownin Table 1l

men in Asian countries is much lower than n
J‘u“

accepiyascctomy andonhv ST acceptcondom

westorn countries. In Indro only husband

Flushand-wile communication s very less
rural arcas, Thev rarelyv communicate onmatters related
to contraception, pregnancy or childbirth, The wile
communicales more with mother or mother in L or
clderly woman in the house about reproductive
problems. The woman is often acconpanied by female
memboers durmy clinic visits and hosband is seci less
often. Menare oflen involved inrape and sexual violenee.
Fyven hushands resortto violence i their sex uroe is not
satisfiod, NFHS-2 (1995997 shows thalt 2170 of wonien

Country Male Female Country Male I emate
Method Method Method Method
Indonesia bl 40 Australia 214 [
Fhailand 38 617 LU'sA 26.5 11
Germany 4.4 662 Canada 28 S
BDesh S ARA [N 20 40
fndia 5 A9 New Zealand A6 i
Pakistan 5.5 4.1 Japan AN S0

tPopulation Reterence Burcau 2002)
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bevond 15 vears of age experience violence mostly by
husband. Domestic violence is a ereat barrier in
promoting reproductive health, NFHS-2 (1998-99) report
states that 563" of ever-married swomen justified
hushand beating. It is sad but true that women are
responsible for poor reproductive health especially the
i laws beating the daug hter-in-law to forcing her to have
more pregnancies Ul the delivers ason. The reproductive
health problemes are otten due to phvsical, mental and
pevehological torture by the in-laws. American college
ot obstetricians and gynecologists advises their members
totdentitvindividuals whoare the victims of abuse and
help them The obstetricians in India should be able to
suspect domestic violence and be supportive to them. It
mav be possible to have compromise amonyg the spouses.

Why male participation is poor in reproductive health

Fhe husbands are not encouraged in public
hospitals. sometimes insulted and treated badly by the
hospital statt. Bhatt (1998 studied male involvement in
reproductive events inurban and rural settings (Table
HO. The hushand accompanies the wite more oflen in
private clines than in public hospitals. The woman goes
to her parents tor confinement and <o the husband cannot
accompany her for antenatal visits or childbirth. Often

Table 111

Male involvement in Reproductive Health
(In percentage)

(Bhatt 1998)

the husband is a wage carner and cannot attord to take
frequent leavewithoutaffecting wages. Forty two percent
of the husbands said that thev are dispteased with the
reception givento themin public hospitals whereaseven
in private hospitals Yo of the husbands were unhappy
with the poorreception by hospitalstati. ¢ Table IV Bhaty
also studied the husband’s participation atcontraceptive
counseling. In private clinics 48" of husband's
accompany the spouse for contraceptive advice against
only 8% husband is accompanving in public hospitals,
There is no doubt that there is need to make our clinges
more husband’s friendlyv to promote male participation.
The clinie staff must treat male partner swith respectand
courtesy.

The burden of contraception is largelv born by
the woman in most countries. IUwould be nice if more
men could be convineed to use contraception. The Tatest
data by Population reference Bureau (2002), states that
in India condom use is 3.1 and vasectomy is accepted
by 1.9% of men. The condom use indeveloped countries
varies from 10-43.174. The use of condom offers dual
advantage-provides contraception and prevents S1TH.
Vaseclomy is a pood method when nomore pregnancies
are desired. There arelotof misconceptions, beliefs and
rumors associates with vased tomy. Nan tears that

Urban Rural
Govt. Hospitals Private clinics Govt. hospital Private
N=2160 N=912 N=610 clinic
N=215
Presence at ANC 20 42 10 24
Presence at labour [5 0 5 5
Familyv planning, I3 4R 15 R
Clinic/ gvn. check
Table IV
Reasons for poor participation by men.
(In percentage)
(Bhatt 1998)
Govt. hosp private

Wile goes to her parents in later weeks of 60 20
Pregnancy. So husband cannot be present
Husband s awage carner /in service, cannot 45 5
take leave, clinie time inconvenient
Poor receplion amounting lo abuse when 42 S

male i< found near labour room female ward

Percentage is more than 100 because of multiple reasons.
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vasectomy mav cause weakness, interfere with sexual
pleasure, may make hinvimpotentand may cause serious
health problems. (Tahan. 1999) The obstetrician should
dispel these misconceptions and beliefs. The obstetrician
can provide correct intormation to remove the fears or
misconceptions and cncourage the male partner to accept
sonme contraception. Fheare many adverse reports about
complications in family planning services in a camp
setting. The healtheare provider should never
compromise with qualitv of care. The quality of service
should be improved before convineing males to accept
contraception. Itis important to inform the male that use
of condomnotonly prevents pregnancy but also prevents
reproductive tract infections. Even when a woman is
using a contraceptive, man should be counseled to be
supportive when some side effects develop especially
break-through bleeding or heavy bleeding or
dvsmenorrhoca. Intact husbhand should be counseled to
remind his spouse about taking oc pill.

Customs and traditions in India have isolated
the husband in matters related to pregnancy, childbirth
and contraception. Healtheare providers and society do
not create tavorable milicn for his participation.
Reproductive health cannot be promoted by any one
group of people. ftis going to be teanuwvork. Changes in
societal traditions, cultural values and myths take a long
time. Women's education and empowerment will make
asigniticant ditference. Obstetricians can and must play
their role for proper counseling, education and improved
interpersonal relationship. Often, men do nothave access
to reproductive health information and services available
and henee are not able o participate in responsible
reproductive health decisions. The healtheare providers
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must encourage the husband to be associated with all
events related to reproductive health, Thev conconmsed
forjoint decisions rather than one-sided decisions.

Itis heartening fo note that FOGST s plaving o
vital role in improving reproductive health cares The
adolescent healthcare and provision ol sate abortion
services are some of the issues in swhich FOOGSTis very
active. The FOGST can also take alead in promoting male
participation in reproductive health. The obstetricians
need not restrict their activity to qualityv of services only
but must participate in rescarch related to social issties
in reproductive health. The demographers and social
scientists have takena lead in this aspect ot reproductive
health. Why not obstetricians also join in this rescarch?
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