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 Most people think that slavery ended with the signing of the Emancipation Proclama-
tion…. not so! Human trafficking is a worldwide crime that ruthlessly exploits women and 
children into forced labor and sex. It is the modern form of slavery and a violation of human 
rights. It is the fastest growing criminal activity in the world, which generates over $150 billion 
annually, with >70% of the dollars spent are from the United States.1 The hidden nature of this 
crime makes it a huge problem today, but one in which no one wants to think about or address. 
This topic is designed to raise your awareness, enrage you, and inspire you – enraged that hu-
man trafficking exists today as the fastest growing and most lucrative crimes, and to inspire you 
to reach out to help one of the most vulnerable populations trapped in slavery.

 Human trafficking is a form of modern day slavery in which traffickers use force, 
fraud, and coercion to control victims for the purpose of engaging victims in commercial sex 
acts or labor services against his/her will. Sex trafficking has been found in a wide variety of 
venues within the sex industry, including residential brothels, escort services, fake massage 
parlors, strip clubs, and street prostitution. Labor trafficking has been found in diverse labor 
settings including domestic work, small businesses, large farms, and factories.

 The International Labor Organization [ILO] estimates that there are 27 million victims 
of human trafficking globally, with hundreds of thousands in the United States. The victims of 
this crime in the United States are men, women, children, and foreign nationals. The Asia-Pa-
cific region accounts for the largest number of forced laborers in the world, followed by Africa 
and Latin America.2 It is hard to combat this problem because victims are often afraid to go to 
authorities for help.

 Human trafficking is a market-driven criminal industry that is based on the principles 
of supply and demand, like drugs or fire arms trafficking. It does not exist solely because many 
people are vulnerable to exploitation, but instead it is fueled by a demand for cheap labor and 
for commercial sex. Human trafficking thrives for several reasons:

	Low risk – traffickers perceive there to be little risk or deterrence to affect their crimi-
nal operations due to lack of government and law enforcement training, low community 
awareness, ineffective laws, lack of law enforcement investigation, scarce resources for 
victim recovery, and social blaming of victims.

	High profits – When individuals are willing and able to pay for commercial sex and forced 
labor, they create a market and make it profitable for traffickers to sexually exploit children 
and adults in the sex trade and labor industry.3

 
 Traffickers exploit others for the profit they gain from commercial sex and from forced 
labor. They lure people into forced labor and sex trafficking by manipulating and exploiting 
their vulnerabilities. The majority of victims are women and girls, though men and boys are 
also impacted. Traffickers prey on people who are hoping for a better life, lack job skills or 
opportunities, have unstable home lives, run away children, homelessness, or have a history of 
sexual or physical abuse.4 Traffickers promise a high paying job, a loving relationship, or new 
and exciting opportunities and then use physical or psychological violence to control them. 
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Traffickers can be lone individuals or part of an extensive criminal networks, all which have the same mission – exploiting vulner-
able people for profit.

 Although human trafficking victims are thought to be a problem affecting women, men are also victims; in some parts of 
the world, they’re victimized more often than women. It is estimated that 98% of sex trafficking victims are female and 2% are 
male.5 Identification may be difficult due to lack of awareness of the part of health care workers and, most victims won’t speak up 
due to shame and humiliation.

 A misconception of the public is that victims of human trafficking will immediately ask for help and will self-identify as a 
victim of crime. The reality is that victims of human trafficking often do not seek help or self-identify themselves due to a variety of 
reasons, such as lack of trust, self-blame, or specific instructions by the traffickers on how to behavior in public. There is frequently 
a negative consequence for the victim if they reach out to the police or medical personnel. Trust building is often needed to uncover 
the victim’s whole experience. 

 Health care workers need to be able to recognize the potential ‘red flags’ and indicators of human trafficking and report 
them so intervention can take place. The following indicators may identify a potential victim of human trafficking:

	 Is not free to leave or come and go at will
	 Is unpaid, paid very little or only through tips
	 Works excessively long and unusual hours
	 Is fearful, anxious, depressed or tense
	 Avoids eye contact
	 Appearance that doesn’t match stated age
	 Is not allowed breaks or unusual restrictions at work
	 Owes a large debt and is unable to pay it off
	 Lacks medical care or is denied medical services when needed
	 Appears malnourished and shows signs of physical abuse
	 Is not in control of their own money or possessions
	 Has several inconsistencies in their story when asked
	 Loss of sense of time.3

 If any health care provider recognizes any of these indicators, they should contact the National Human Trafficking Re-
source Center hotline at 1-888-373-7888 to make a referral and report their observations immediately.
 
 Human trafficking is a form of modern day slavery and is considered a crime under federal and international law; it is also 
a crime in every state in the United States. The Trafficking Victims Protection Act of 2000 was the first comprehensive federal law 
to address trafficking in individuals. The law addressed prevention, protection, and prosecution. According to federal law, any minor 
under the age of 18 engaging in commercial sex is a victim of sex trafficking, regardless of the presence of force, fraud, or coercion.3 

 
 To address this global problem, it is essential that all health care workers take on the responsibility to educate themselves 
about human trafficking, be acquainted with screening questions to ask to identify victims, and know what resources are available 
to help victims. As frontline health experts, we are in a unique position to help stop human trafficking. We may be the only outside 
person that the victim comes in contact with who is able or willing to help them attain their safety and freedom. As we go forward 
in our practice settings, be diligent to make sure that any opportunities to assist victims are not missed.
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ABSTRACT

 The relationship between the quality of the marital relationship and depressive symp-
toms in married women with breast cancer in Jeddah, Saudi Arabia, was examined. A consecu-
tive series of 50 women with breast cancer were interviewed using a close-ended questionnaire. 
Over 20% of women had depressive symptoms indicating a probable depressive disorder using 
the Hospital Anxiety and Depression Scale. Although a weak relationship in the expected direc-
tion was found, quality of the marital relationship was not significantly related to depressive 
symptoms (B=-0.09, SE=0.06, t=-1.54, p=0.13). Depressive symptoms were primarily driven 
by educational level, socioeconomic factors, age, and type of treatment. 

KEYWORDS: Breast cancer; Depression; Correlates; Saudi Arabia; Marital quality; Spouse sup-
port.

ABBREVIATIONS: KSA: Kingdom of Saudi Arabia; KAU: King Abdulaziz University; HADS: 
Hospital Anxiety and Depression Scale; QMI: Quality of Marriage Index; SPS: Spousal Per-
ception Scale; HADS-D: Hospital Anxiety and Depression Scale-Depression; DSM-IV: Diag-
nostic and Statistical Manual of Mental Disorders, 4th Edition.

INTRODUCTION

 Breast cancer is a major health problem in the Kingdom of Saudi Arabia (KSA),1 
and has been the most common cancer in women for the past 12 years in KSA.2 Late stage at 
presentation and occurrence in young women are serious problems, especially in countries like 
KSA where the development of breast cancer is increasing and developing at a younger age.3,4 

 Depression is common in patients with cancer, with a recent meta-analysis of 94 stud-
ies finding significant symptoms in 29.0% (95% confidence intervals 10.1-52.9) of patients 
depending on the particular cancer, the particular way that depression is measured, and the 
particular study and location.5 In one of the first studies to examine depression in those with 
cancer, now considered a classic, researchers examined 215 women from three outpatient can-
cer centers in the US finding that adjustment disorder or major depression was present in 50% 
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of patients.6 Similar results have been reported among cancer 
patients in more recent studies, especially those who are hospi-
talized.7-9

 Rates depend largely on the type of measure used to as-
sess depression. A 20-year review of depression after the diagno-
sis of breast cancer found that rates based on screening measures 
ranged from 15 to 30%, whereas for depressive disorder based 
on structured psychiatric interview, they ranged from 5-15%.10 
In one of the largest studies, completed since that 20-year re-
view, researchers examined the prevalence of emotional symp-
toms in 1,996 breast cancer cases seen at Johns Hopkins On-
cology Center (Baltimore, Maryland, USA) between 1984 and 
2000.11 In that study, only 2.8% had pure depressive symptoms 
while an additional 10.8% had mixed symptoms of depression 
and anxiety. Depression is not a benign disease in women with 
breast cancer, and may adversely affect the course of cancer over 
time reducing survival.12,13 It may do so by adverse effects on 
immune function14 and by decreasing the likelihood of accept-
ing and complying with chemotherapy,15 especially hormonal 
therapy in younger women.16 

 The highest rates of depression have been reported dur-
ing the first year after diagnosis,17 especially in women who are 
younger.18 Women who receive adjuvant chemotherapy report 
more depressive symptoms,19 which are thought to be due to the 
distressing side effects that chemotherapy can have (direct ef-
fects of chemotherapy on mood, energy level, cognitive func-
tioning, and pain, which all interfere with activity).20 Chemo-
therapeutic agents such as tamoxifen and aromatase inhibitors 
can induce sudden and intense menopausal symptoms in breast 
cancer patients, in whom estrogen replacement therapy is con-
traindicated.20 Because of this, women with breast cancer may 
be even more vulnerable to depression than patients with other 
kinds of cancer.

 Cancer stage has generally not been found to be a strong 
predictor of depression in breast cancer patients,21 although there 
are numerous exceptions,22,23 and the risk of depression increas-
es with disease severity, level of patient disability, and physical 
impairment.24 Other factors that increase risk of depression in-
clude a past history of psychiatric illness,25 neurotic personality 
traits,26 and ethnic/emigrant status.27 

 Another factor related to depression in women with 
breast cancer is lack of a confiding relationship, and the most 
confiding relationship in this regard is often the spouse.28 The 
quality of the marital relationship, however, may suffer follow-
ing diagnosis and this may further increase depression risk. In 
fact, a vicious cycle can develop with depression and treatments 
for depression adversely affect sexual functioning and other as-
pects of intimacy in marriage.29 Having the care and support of 
a loving spouse can help to buffer the shocking news of this 
deadly illness, the side effects of treatment, the life-threatening 
complications of the disease, and the constant fear of recurrence 
among those women who achieve remission. However, the diag-

nosis of cancer can also adversely impact the emotional state of 
spouses, many of whom experience significant depressive symp-
toms as well, making them less able to provide support and care 
during this time.30,31 Lack of spousal support, then, is not uncom-
mon. Depression can also adversely affect the woman’s ability 
to fulfil her obligations at home, particularly for young women 
who are still raising children.16 All of these factors can have a 
devastating effect on the marital relationship.

SAUDI ARABIA

 Little systematic information exists on the mental 
health of women living with breast cancer in the Middle East 
and we could find no research from Arabic countries that exam-
ined how the quality of the marital relationship may influence 
the likelihood of these women developing depressive symptoms.
An even greater research gap exists in Saudi Arabia, where there 
is almost a total absence of data on depression and other emo-
tional symptoms experienced by married women with breast 
cancer. This conservative country has a rich historical past root-
ed in the culture and traditions of Bedouin tribes and is the place 
where the great religion of Islam was born and now Muslims 
from all over the world come to worship. We were able to locate 
only one study of the mental health of cancer patients, which was 
conducted at the King Khalid National Reserve Hospital and in-
volved 30 cancer patients on the inpatient service (including 9 
patients with breast cancer).32 Half of the patients (n=15) had a 
mental disorder based on (Diagnostic and Statistical Manual of 
Mental Disorders, 4th Edition) DSM-IV clinical criteria, includ-
ing nine with adjustment disorder, three with major depression, 
and three with generalized anxiety disorder; no information on 
correlates or specific information on breast cancer was provided. 

 The only study that has examined the knowledge and 
attitudes of men toward breast cancer in Saudi Arabia (and the 
only study examining any psychological or social aspect of 
breast cancer in this country) examined 500 men who accom-
panied their female relatives to outpatient clinics at King Ab-
dulaziz University hospital in Jeddah.33 Nearly a quarter (24%) 
did not know the symptoms of breast cancer, and 13% thought 
that all cases of breast cancer ended with mastectomy. When the 
participants were asked what they would do if their wives were 
diagnosed with breast cancer, 9.4% said they would leave their 
wives.

 Given the gap of knowledge on depression in women 
with breast cancer in Saudi Arabia, a preliminary study to exam-
ine the prevalence of depressive symptoms and to identify risk 
factors for depression (quality of the marital relationship, in par-
ticular) among women with breast cancer living in a large urban 
city in this country was conducted. Relationship with anxiety 
symptoms have been reported elsewhere.34 

OBJECTIVES

 The present study sought to (1) determine the preva-
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lence of depressive symptoms in younger and middle-aged mar-
ried women with breast cancer being seen in a university-based 
outpatient clinic in Saudi Arabia; (2) determine whether marital 
relationship quality was associated with depressive symptoms, 
independent of other risk factors; and (3) determine whether 
nationality (Saudi vs. emigrant) interacted with the relationship 
between marital quality and depression. It was hypothesized that 
depressive symptoms will be prevalent, that higher marital qual-
ity will be strongly and inversely related to depressive symp-
toms, and that the inverse relationship between marital quality 
and depressive symptoms will be strongest among Saudi citizens 
who are likely most influenced by the surrounding Arabic and 
Bedouin culture.

METHODS 

 In this descriptive study, a consecutive series of women 
diagnosed with breast cancer attending the outpatient clinic at 
the Sheikh Mohammed Hussein Al-Amoudi Breast Cancer Cen-
ter of Excellence at King Abdulaziz University (KAU) in Jed-
dah were approached. Inclusion criteria were (1) age 18-65; (2) 
documented diagnosis of breast cancer; (3) female; (4) currently 
married; and (5) attending the clinic on days that interviewers 
were present.

 The questionnaire was translated into Arabic. The 
study was explained to participants and informed consent was 
obtained. Medical students, trained by KAU psychiatry facul-
ty, administered the questionnaire to eligible participants. The 
women filled out the questionnaires by themselves without as-
sistance. The ethics committee of King Abdulaziz University 
Hospital approved the study. 

Questionnaire

 Demographic characteristics assessed included age, na-
tionality/citizenship (Saudi=1 vs. emigrant=0), education level 
(none=1, primary school only=2, high school only=3, univer-
sity=4, post-graduate=5), employment status (yes=1 vs. no=0), 
and family yearly income (<36,000 SAR=1; 36,000 to 60,000=2; 
>60,000=3).

Cancer-related: Duration of illness in months and type of treat-
ment received (radiation therapy, chemotherapy, and/or surgery) 
were assessed. 

Depression: The Hospital Anxiety and Depression Scale 
(HADS)35,36 is a self-rated scale measuring anxiety and depres-
sive symptoms in outpatient medical populations, and has been 
used in many studies of women with breast cancer,37,38 including 
at least two studies in the Middle East.39,40 The HADS includes 
a 7-item depression subscale Hospital Anxiety and Depression 
Scale-Depression (HADS-D) where each item is rated from 0 
to 3, with scores ranging from 0 to 21 (higher scores indicat-
ing greater depression). Scores 0-7 indicate no significant de-
pression, 8-10 “possible” depression, and >10 “probable” de-

pression. These cut-offs have been shown to have a sensitivity 
and specificity of approximately 80% when compared against 
clinical interviews.41 The Cronbach’s alpha for the depression 
subscale has been reported to be high (0.86).42 In the present 
sample, the alpha was 0.84, which is above the threshold of 0.70 
as recommended.43 

Marital relations: Marital relationships were assessed with two 
standard scales: the 6-item subscale of the Spousal Perception 
Scale (SPS)44 and the 6-item Quality of Marriage Index (QMI).45 
The SPS is a self-rated scale that includes two 6-item subscales, 
one assessing spousal emotional support and one measuring 
emotional strain. We use here the 6-item perceived emotional 
support from spouse subscale. Each of the 6 items is rated on a 
scale from 1 (not at all) to 4 (a lot), with a score range from 6 
to 24 where higher scores indicate greater spousal support. The 
Cronbach’s alpha of the scale is reported to be 0.91.46 In the pres-
ent study, the internal reliability was likewise high (alpha=0.85). 
The QMI is a self-rated scale that includes items assessing the 
“essential goodness of a relationship.” Each of the 6 items is 
rated on a scale from 1 (very strong disagreement) to 7 (very 
strong agreement) with a theoretical scale score ranges from 0 
to 42 (higher scores indicating a more positive marital relation-
ship). Internal reliability of the QMI is reported to range from 
0.91 to 0.97 in husbands and wives.45 The alpha in the present 
sample was 0.89. In order to assess overall marital quality and 
limit the number of analyses, the SPS and QMI were combined 
to form a single 12-item scale whose score ranged from 6 to 66 
(alpha=0.91 in the present sample).

Statistical Analysis

 Descriptive statistics were used to summarize demo-
graphic, cancer-related, psychological, and marital adjustment 
characteristics (Table 1). Bivariate correlations (Pearson r) were 
used to construct a correlation matrix with all study variables 
(Table 2). For multivariate analyses, income was dichotomized 
into low (<36,000 SAR/year=0) vs. high (>36,000=1), and edu-
cation was dichotomized into low (0=no education or grammar 
school [primary] only) vs. high (1=high school [secondary] or 
greater). Blocks of variables were entered in a stepwise fashion 
into three general linear models predicting anxiety symptoms: 
Model 1 included only sample demographics; Model 2 added 
cancer-related factors; and Model 3 added overall marital quality 
(Table 3). Since the sample size was relatively small, only vari-
ables significant at p<0.10 were carried forward into later mod-
els. Given the exploratory nature of these analyses, significance 
level was set at p<0.05 and trend level was set at 0.05<p<0.10. 
Analyses were not adjusted for multiple comparisons. The SAS 
statistical package (version 9.3; SAS Institute Inc., Cary, North 
Carolina, USA) was used to perform analyses.

RESULTS

 All women (100%) approached by the medical students 
agreed to participate (n=50), although one participant com-
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Table 1: Characteristics of the sample.

Demographics                                                                                                        Mean (SD) (range)                       %(n)

Age, years       48.9(7.1)(35-65)   

Nationality, % Saudi (n)        58.3(28)

Education, % high school or more (n)                         73.5(36)

Employment status, % employed (n)       31.9(15)

Family income per month (SAR), % (n)
 <3000  (750 USD)        12.2(6)
 3000-5000 (750-1250 USD)       61.2(30)
 >5000 (1250 USD)        26.5(13)

Cancer characteristics
Duration of illness, months     38.4(48.9)(0.5-180)

Treatment, % (n)   
 Radiation therapy        57.1(28)
 Chemotherapy                                           83.7(41)
 Surgery         89.8(44)

Depression 
Hospital Anxiety and Depression Scale-D (total)                   6.2(4.3)(0-17)

(1) Enjoys thing as much as used to (reverse) 1.0 (0.9) (0-3)
(2) Can laugh & see funny side (reverse)                   0.9(0.8)(0-3)
(3) Feels cheerful (reverse)                    0.9(0.8)(0-3)
(4) Feels slowed down                     1.0(0.8)(0-3)
(5) Have lost interest in appearance                   1.1(1.0)(0-3)
(6) Looks forward with enjoyment (reverse)                   0.6(0.8)(0-3)
(7) Enjoys TV, radio program, book (reverse)                                    0.7(0.9)(0-3)

HADS-D score 0-7 (no significant depression)                                                                                                            70.8(34)
HADS-D score 8-10 (possible depression)                     8.3(4)
HADS-D score 11-17 (probable depression)                     20.8(10)

Marital Quality
Spousal Perception Scale (SPS) (total)    16.7(3.9)(6-23)

(1) Spouse or partner really cares     2.7(0.8)(1-4)
(2) Spouse understands the way you feel    2.6(0.8)(1-4)
(3) Spouse appreciates you                                                  2.9(0.8)(1-4)
(4) Can rely on spouse if have serious problem  2.8(0.9)(1-4)
(5) Can talk about worries with spouse   2.8(0.9)(1-4)
(6) Can relax and be yourself around spouse   2.8(0.9)(1-4)

Quality of Marriage Index (QMI) (total)    31.0(5.7)(9-40)
(1) Has good relationship with partner   5.2(1.0)(2-7)
(2) Relationship with partner is stable   5.1(1.1)(2-7)
(3) Has strong relationship with partner   5.0(1.2)(1-7)
(4) Relationship with partner makes me happy   5.3(1.1)(2-7)
(5) Fells like part of a team with partner   5.2(1.3)(1-7)
(6) Could not be more happy in relationship   5.2(1.5)(1-7)

Total Marital Quality (SPS+QMI)     47.6(8.7)(15-62)

n=47-49
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   2 3 4 5 6 7 8 9 10 11 12 13 

1. Age  .12 -.13 -.02 .16 .27* .30* .10 .17 -.23 -.16 -.10 -.15

2. Nationality - .36* .42* .48* .16 .19 -.04 .13 -.28* -.13 -.09 -.13

3. Education - - .63* .66* .22 .18 -.04 -.08 -.48* .27* .30* .31*

4. Employment - - - .31* .06 .13 -.05 .09 -.33* .29* .15 .26*

5. Income   - - - - .38* .27* -.08 -.03 -.31* .00 .09 .04

6. Duration  - - - - - .59* .33* .22 -.19 .11 .19 .16

7. Radiation therapy - - - - - - .51* .25* -.38* -.05 -.01 -.04

8. Chemotherapy - - - - - - - -.15 -.21 .01 -.05 -.01

9. Surgery  - - - - - - - - -.05 -.21 -.09 -.18

10. HADS-D  - - - - - - - - - -.19 -.20 -.21 

11. QMI  - - - - - - - - - - .65* .94*

12. SPS  - - - - - - - - - - - .87* 

13. MQ-total  - - - - - - - - - - - -

   Model 1  Model 2  Model 3

Demographics  B(SE)  B(SE)  B(SE)
   
Age   -0.15(0.05)*** -0.12(0.06)** -0.12(0.05)**

Nationality   0.64(1.17)  ---  ---

Education   -3.73(1.65)**  -4.63(1.23)**** -4.33(1.21)****

Employment  -1.48(1.23)  ---  ---

Income    -2.76(1.96)  ---  ---

Illness characteristics

Duration of illness  ---  0.01(0.01)  ---

Rx (radiation vs. other)  ---  -2.37(1.35)* -1.96(1.11)*

Marital quality

MQ-total   ---  ---  -0.09(0.06)

Model R-square (n)  0.44(46)**** 0.37(48)**** 0.40(48)****

Rx: treatment; SPS: Spousal Perception Scale; QMI: Quality of Marriage Index; MQ-total: SPS + QMI
HADS-D: Hospital Anxiety and Depression Scale-Depression
*0.05<p<0.10, **p<0.05, ***p<0.01, ****p<0.001

SPS: Spousal Perception Scale; QMI: Quality of Marriage Index; MQ-total: SPS + QMI; HADS-D: Hospital Anxiety and Depression Scale-Depression, *p<0.10 

Table 3: Multivariate model examining relationships between depression (HADS-D) and overall marital quality (MQ-
total).

Table 2: Bivariate correlations between all variables.

pleted only part of the questionnaire, leaving a final sample of 
49. Women were on average 48.9 years old; slightly more than 
half the sample was Saudi citizens (58%); about three-quarters 
(74%) had a high school education or more; about one-third 
(32%) was employed; and the majority (61%) had a family in-
come of 36,000-60,000 SAR/year ($9,720 USD-$16,200 USD) 
(Table 1). Average time since breast cancer diagnosis was about 
3 years (38.4 months), although duration ranged from 2 weeks 
to 15 years. Most women had undergone breast cancer surgery 
(90%) and chemotherapy (84%), and the majority had received 
radiation therapy (57%). Overall marital adjustment was moder-

ate with a score of 47.6 on a scale whose possible range was 
6-66.

 The average number of depressive symptoms in wom-
en was 6.2(SD=4.3). The prevalence of ‘possible’ significant 
depression (HADS-D score 8-10) was 8.3% and ‘probable’ de-
pression (HADS-D score 11-21) was 20.8%. The most common 
depressive symptom was loss of interest in appearance. Bivari-
ate correlates of depressive symptoms were emigrant status (vs. 
Saudi nationals) (r=-0.28, p=0.06), lower education (r=-0.48, 
p=0.0006), lack of employment (r=-0.33, p=0.02), lower fam-
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ily income (r=-0.31, p= 0.03), and not having received radiation 
therapy (r=-0.38, p=0.007) (Table 2). Time since diagnosis was 
not related to depressive symptoms. There was a weak, non-
significant inverse relationship between depressive symptoms 
and perception that spouse cares and really understands (SPS) 
(r=-.20, p=0.17), score on the marital quality index (MQI) (r=-
0.19, p=0.20), and marital relationship quality overall (r=-0.21, 
p=0.15) (see Figure 1, where marital quality divided into deciles 
(tenths) is plotted against depressive symptoms).

 

 Multivariate analyses indicated that only age (B=-0.12, 
SE=0.05, p=0.03) and education (B=-4.33, SE=1.21, p=0.0009) 
were significantly and independently associated with depressive 
symptoms (Table 3, Model 3). As in the bivariate analyses, no 
significant relationship was found between overall marital qual-
ity and depressive symptoms, although a trend in the expected 
direction was present (B=-0.09, SE=0.06, p=0.13).

 Nationality did not influence the relationship between 
marital quality and depression. The estimate from the regres-
sion model for the nationality by marital quality interaction was 
B=0.10 (SE=14.0, t=0.75, p=0.46). In other words, the relation-
ship between overall marital quality and depressive symptoms 
was not stronger in women who were Saudi citizen (vs. emi-
grant), as hypothesized.

DISCUSSION

 This is the first study to examine the prevalence of de-
pressive symptoms and correlates (marital adjustment, in partic-
ular) among married women with breast cancer in Saudi Arabia. 
More than one in five of these women seen in a university-based 
outpatient clinic had depressive symptoms severe enough to 
qualify for a probable depressive disorder. However, contrary to 
the study’s expectations, the quality of the marital relationship 

was not significantly related to depressive symptoms, and there 
was no interaction with nationality (Saudi vs. emigrant status). 

 Several reasons help to explain why this study was un-
able to identify a significant relationship between marital rela-
tionship quality and depressive symptoms in these women. First 
was the relatively small sample size that reduced the power of 
the study to detect significant relationships. Trends in the ex-
pected direction were identified, but did not reach statistical sig-
nificance. Perhaps a larger sample size would have reduced the 
likelihood of such a Type II error. Second, women with breast 
cancer in the Al-Amoudi Breast Cancer Center at KAU receive 
excellent care, with special attention paid to the effect of the 
cancer diagnosis on the marital relationship and the woman’s 
mental health. This could reduce both the prevalence of depres-
sive symptoms and strength of relationship to marital quality. 

 A third explanation for lack of a significant relationship 
between marital quality and depressive symptoms may have in-
volved a selection effect. Women included in this study were on 
average three years from initial diagnosis of their breast cancer 
and were still married. Women in whom the breast cancer diag-
nosis resulted in significant marital discord may have divorced 
soon after diagnosis, and would not have been included in the 
present study. Recall that a survey of men accompanying female 
family members to the clinics at this same university hospital 
found that nearly 10% said they would leave their lives if they 
were diagnosed with breast cancer.33 Such a selection effect may 
have reduced variability in responses and decreased the ability 
to detect significant effects in these women whose marriages had 
endured and stabilized. 

 Finally, longstanding religious and Bedouin cultural 
traditions may have allowed women to accept and successfully 
cope with a lack of spousal support. In this strongly patriarchal 
society, then, women may have adapted to their cancer by seek-
ing support from other family members or from their religious 
beliefs.47 

 More important than marital quality in terms of depres-
sion risk in this study was level of education, age, and type of 
treatment for their cancer. Those with a lower level of educa-
tion and younger age were more likely to experience depres-
sive symptoms, as were women who did not receive radiation 
therapy. This is one of the first studies (and possibly only study) 
to report that education level has an association with depressive 
symptoms in women with breast cancer, although it is consistent 
with research finding that minorities, emigrants, women with 
low income, unemployed, or unmarried (i.e., women with breast 
cancer from disadvantaged groups) experience greater risk of 
depression.27,48,49 Bivariate analyses in the present study also 
indicated a weak inverse relationship between nationality and 
depressive symptoms, suggesting that emigrant (minority) sta-
tus was associated with increased depression. This association, 
however, was accounted for by the lower education of emigrant 

Figure 1: Relationship between quality of the marital relationship and depressive symptoms 
(standard error). HADS-D: Hospital Anxiety and Depression Scale-Depression.
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women (vs. Saudi nationals) in multivariate analyses.

 As indicated earlier, numerous studies report that 
younger women with breast cancer have an increased risk of 
depression,18,27 and an increased risk of negative health con-
sequences from breast cancer due to a reluctance to accept or 
comply with hormonal therapies that adversely affect marital 
intimacy.29 We too found that younger age was associated with 
more depressive symptoms, especially in multivariate analyses 
that controlled for education. Younger women have more family 
and work responsibilities. The development of breast cancer and 
its treatments can adversely affect energy level and the ability to 
engage in physical (and sometimes cognitive) activities. The fact 
that breast cancer may not be expected (as in older age) can also 
make it more difficult for younger women to cope.

 Finally, those who did not receive radiation thera-
py were more likely to experience depressive symptoms than 
women who did. Radiation therapy may have fewer distressing 
side-effects than either surgery or chemotherapy, and this may 
account for this finding. Chemotherapy, in particular, has been 
associated with many side effects and so might be more likely 
to interfere with life and lead to depression. Alternatively, the 
receipt of radiation therapy may indicate that the breast cancer 
was localized and not as advanced,50 and might have served as a 
proxy for cancer stage.

LIMITATIONS

 A number of limitations affect conclusions that can 
be drawn from these findings. The sample was relatively small 
and was acquired from only one university breast cancer clinic 
in Jeddah, which may limit our ability to generalize results to 
women with breast cancer in rural areas or those seeking care in 
non-university settings. Furthermore, the cross-sectional nature 
of the analyses precludes saying anything about the direction 
of causation in the relationships detected. Another weakness 
is our use of a self-report symptom scale to detect depression 
rather than a structured psychiatric interview. We chose HADS 
because of its widespread use in studies of breast cancer patients 
and because the shortness of the scale reduced interview burden 
on these women, many of whom were frail. Finally, not assessed 
was detailed information on cancer stage, severity of function-
al impairment, and concurrent medical co-morbidities, factors 
known to be correlated with depressive symptoms in other stud-
ies.24,27 

 However, the study also has a number of strengths. 
First, standard measures of depressive symptoms and marital 
quality with established psychometric properties were used, and 
the data were carefully analyzed using bivariate and multivariate 
statistics. Second, this is the first report from Saudi Arabia on the 
prevalence of depressive symptoms, correlates, and relationship 
between marital quality and depression in married women with 
breast cancer. Given the important role that religion, cultural, 

and social forces play in this Middle Eastern country,51 even 
these preliminary findings will be of value in future investiga-
tions that examine how quality of the marital relationship influ-
ences depression in this setting. 

CONCLUSIONS AND RECOMMENDATIONS

 Depressive symptoms are common in married women 
with breast cancer being seen as outpatients in Jeddah, Saudi 
Arabia. The primary risk factors for depression in this setting are 
younger age and lower education level. Although weak trends 
were found in the expected direction, no significant relation-
ship was found between perceptions of spousal support or qual-
ity of the marital relationship and depressive symptoms. Low 
power (given sample size), high quality of care received in this 
university-based cancer clinic, and a possible selection effect 
may at least partly explain this lack of association. Nevertheless, 
given the relatively high prevalence of depressive symptoms in 
this population, and the potential for cultural influences to af-
fect the marital relationship after breast cancer diagnosis, further 
research is needed that utilizes a larger sample size, a design that 
is prospective (beginning immediately after the diagnosis), and 
controls for severity of illness and functional disability. Clini-
cians who treat breast cancer patients in Saudi Arabia should 
also be particularly alert for symptoms of depression in young 
women and those with lower education.
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ABSTRACT

Background: In Chile, mothers and newborns are separated after caesarean sections. The cae-
sarean section rate in Chile is approximately 40%. Once separated, newborns will miss out on 
the benefits of early contact unless a suitable model of early newborn contact after caesarean 
section is initiated. 
Aim: To describe mothers experiences and perceptions of a continuous parental model of new-
born care after caesarean section during mother-infant separation.
Methods: A questionnaire with 4 open ended questions to gather data on the experiences and 
perceptions of 95 mothers in the obstetric service of Sótero Del Rio Hospital in Chile between 
2009 and 2012. Data were analyzed using qualitative content analysis.
Results: One theme family friendly practice after caesarean section and four categories. Moth-
ers described the benefits of this model of caring. The fathers presence was important to mother 
and baby. Mothers were reassured that the baby was not left alone with staff. It was important 
for the mothers to see that the father could love the baby as much as the mother. This model 
of care helped create ties between the father and newborn during the period of mother-infant 
separation and later with the mother. 
Conclusions: Family friendly practice after caesarean section was an important health care 
intervention for the whole family. This model could be stratified in the Chilean context in the 
case of complicated births and all caesarean sections. 
Clinical Implications: In the Chilean context, there is the potential to increase the number of 
parents who get to hold their baby immediately after birth and for as long as they like. When 
the mother and infant are separated after birth, parents can be informed about the benefits of 
this caring model. Further research using randomized control trials may support biological 
advantages. 

KEYWORDS: Parental continuous care; Newborn; Gentle caesarean section; Content analysis.

ABBREVIATIONS: NICU: Neonatal Intensive Care Unit; RCTs: Randomized Control Trials; 
UN: United Nations; WHO: World Health Organization; UNICEF: United Nations Interna-
tional Children’s Emergency Fund.
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INTRODUCTION

 Research has shown the benefits of early newborn con-
tact for the parents.1,2 The opportunity to hold the newborn infant 
immediately after birth is the pinnacle of the childbearing pro-
cess.3 Previous studies have shown the benefits of early parent-
infant contact after birth, which include increased parental sen-
sitivity to the infants signals and the way the newborn presents 
itself,4,5 improved initiation of breastfeeding.6,7 and calmer infant 
with improved pre-feeding behavior.7,8

 A Systematic Cochrane Review of 34 Randomized 
Control Trials (RCTs) by Moore, et al.,9 explored the benefits 
of early skin-to-skin contact for mothers and newborn infants 
immediately after birth. The review involved 2177 mother-in-
fant dyads and these were the results: breastfeeding increased; 
cardio-respiratory stabilized; infant crying decreased and infant-
mother interaction increased.10 The review confirmed the ben-
efits of early skin-to-skin contact for mothers and newborn in-
fants after birth with no apparent short-or long-term negative 
effects. A recent review of 7 scientific articles provided some 
evidence that early skin-to-skin contact with the mother brought 
about physiological and psychological benefits: breastfeeding 
was initiated, newborns temperature was maintained, newborns 
stress reduced, bonding and maternal satisfaction increased.11

 The World Health Organization (WHO) and the United 
Nations International Children’s Emergency Fund (UNICEF)12 
recommend that mothers and newborns have skin-to-skin con-
tact as soon as the mother is alert after caesarean section. Some 
research suggests that with collaboration between staff and 
parents, skin-to-skin contact during caesarean surgery can be 
facilitated6,11 while the mother is still on the surgery table.7 In 
America, family-centered “gentle caesarean” programmes en-
able mothers to have skin-to-skin contact during surgery.13 Hos-
pitals in Europe have developed nursing intervention protocols 
to minimise mother-infant separation after caesarean births.14 
These programmes have been shown to positively affect mater-
nal-infant interaction and breast feeding initiation after caesar-
ean delivery.15 

 However, in many hospitals around the world the cae-
sarean section rate is increasing with no specific efforts to ensure 
mothers have body contact with their infant in the first minutes 
and hours after birth and this delays the first breastfeeding.11 
Biro, et al.,3 examined the association between maternity care 
and the model of early newborn contact. Their study found that 
the majority (92%) of women whose babies remained with them 
said that holding their babies as soon and for as long as they 
liked immediately after birth was essential. However, for women 
separated from their newborns only a minority (47%) reported 
that holding their baby was essential to them. It is unclear to 
what extent mother’s lack of awareness, self-esteem and the way 
in which the alternatives were presented to them affected the 
results. But what is clear is that the suggested models of early 

newborn contact following maternal-infant separation need to be 
investigated further.3 

 The caesarean section rate in Chile is approximately 
40% and as a result many newborns in Chilean hospitals are 
separated from their mothers and miss out on the potential ben-
efits of early contact11 unless a suitable model of early newborn 
contact after caesarean section is initiated. The aim of this study 
was to describe mother’s experiences and perceptions of a con-
tinuous parental model of newborn care after caesarean section 
during mother-infant separation in a maternity hospital setting in 
Santiago de Chile. The model of early newborn contact included 
early and continuous care of the newborn by fathers post-partum 
until reunion with the mother.

MATERIALS AND METHODS

Setting

 This qualitative study describes mother’s experiences 
and perceptions of a model of early newborn contact by fathers 
in a neonatal unit until reunion with the mother. The study was 
part of a randomized control research programme at the Sótero 
del Rio Government Hospital, Santiago de Chile. Between 2009 
and 2012 when this study was carried out, the caring routines 
did not allow fathers to be present in the surgery, post-surgery 
unit or the neonatal unit. The study was approved by the Ethics 
Committee, Scientific Assessment Metropolitan Health Service 
South East (reference no 16/5 2008).

The Model of Continuous Care

 Immediately after birth the infant was checked for 
vitality by a midwife and then cared for under a heater for 30 
minutes. The infant was then transferred to the neonatal unit 
and cared for by the father while the mother recovered in the 
post-surgery unit. After 90 minutes the mother was reunited with 
the infant and father at the obstetric unit for a further 90 min-
utes. The baby was placed with the mother either skin-to-skin or 
clothed to initiate breast feeding. The father was offered a chair 
by her bedside to take part in the family re-union. The physical 
wellbeing and behavior of the infant was observed by staff at the 
neonatal unit. After the intervention the mother and infant were 
transferred to the maternity ward for conventional care. 

Data Collection

 The day before the planned caesarean section the pro-
spective parents were informed both verbally and in writing 
about the study and were invited to participate. After the in-
tervention and with the mother still in bed, the mothers were 
asked to complete the questionnaire. The questionnaire covered 
demographic data and included four open ended questions relat-
ing to the mother’s experiences and perceptions of the model 
of early newborn contact with the father. The study focused on 
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the first hours immediately after birth in the neonatal unit while 
the newborn was being cared for by the father. The following 
questions were asked: “What do you think of fathers as caregiv-
ers?” “What do you think of this caring model?” “What hap-
pened when you were reunited with your baby?” “What did you 
think then? What did you feel then?” It took between 15 and 
30 minutes for the mothers to complete the questionnaire. After 
completion the mothers handed the questionnaire to the princi-
pal researcher, Ana Ayala (AA). All data remained confidential 
with the group of researchers. 

Study Participants

 130 couples were invited to participate, out of which 
95 couples agreed to participate and provided verbal and written 
consent. The main reason for not participating was due to the 
partner having only limited time in hospital. The average age of 
the participating mothers was 29 years (SD 6.3) and the reason 
given for elective caesarean section was that they had had previ-
ous caesarean section(s) and ‘on demand’. The mothers were 
healthy, multiparas and had an average of two previous children 
between 0 and 5 years of age. 53% of the infants being born were 
girls and 47% were boys. All infants were healthy with a mean 
weight of 3517 grams.

Analysis

 The written responses to the open questions were ana-
lyzed qualitatively inspired by Malterud’s content analysis.16 
The analysis contained de-contextualization and re-contextual-
ization phases. In the de-contextualisation phase, the paragraphs 
and sentences were divided into text parts that related to the aim. 
The text parts were labeled with a code. The codes emerged in-
ductively (Tables 1 and 2). In the step of condensation, the text 
was translated from Spanish into English by the researchers who 
were fluent in both Spanish and English. This process of simul-
taneous translation and condensation resulted in a description 
of the meaning of each text part. The process continued until a 
mutual understanding of the translation and meaning of the text 
parts was obtained.

 Further analysis focused re-contextualization in a pro-
cess where the text parts were put together in code groups. The 
code groups were then described and divided into categories 
according to similarities and differences. The researchers were 
all included in the analysis and in the final step of the process 
the text in the code groups and the division into categories were 

agreed. One theme emerged: a family friendly practice after 
caesarean section (Table 3) with 4 categories. Text parts sorted 
into categories are presented in number (n) and percentage (%) 
in each category. Quotations have been chosen to illustrate the 
findings. In the final step of the analysis the principal researcher, 
Ana Ayala (AA) double checked the original text with the de-
scriptions presented below.

RESULTS

 One theme was identified ‘family friendly practice’ af-
ter caesarean section and comprises 4 categories: ‘beneficial to 
the baby’, ‘beneficial to the family’, ‘beneficial to the mother’ 
and ‘beneficial to the father’. The mothers described the ben-
efits of a continuous parental model of care after caesarean sec-
tion during mother-infant separation. The father’s presence was 
important to both the baby and mother and was viewed as an 
enriching experience for the baby. The mothers were reassured 
in knowing that the baby had not been left alone with staff. It 
was wonderful for the mothers to experience that a father could 
love their baby in the same way that a mother does. Mothers 
felt that ties were created between the father and newborn in the 
time they spent together and later between her and the newborn. 
This arrangement was considered ‘family friendly practice after 
caesarean section’. Quotations have been selected to illustrate 
and validate the results.

Beneficial to the Baby

In this category the mothers described the benefits of the father’s 
presence and continuous care of the newborn infant.

The father’s presence was important: The mothers felt that be-
cause they were not able to be with the baby because of post 
caesarean section caring routines, the fathers’ presence was im-
portant for the baby: “It was important for our daughter that 
the father was present when I was not able to [be]” (Informant 
22). The mothers were reassured that the baby had not been left 
alone with staff. The mothers could see that ties had been cre-
ated between father and baby and it was an enriching experience 
for the baby: “It was super good that ties were created between 
the baby and his father” (Informant 60). The mothers heard 
from the father and staff that the baby was awake but calm and 
thought this an excellent arrangement for the baby.

Relating to both parents: The arrangement was considered 
“good practice” (informant 26) because the baby got to spend 

Text unit Condensation Code Category Theme

Nice, very special and 
wonderful experience, 
very comfortable with 
the fact that the father 

is present

The mother expressed 
that this experience is 
different if the father is 

present

Wonderful experience 
that the father was 
present (code58)

Beneficial to the 
mother

Good practice

Table 1: Example of the analysis process.
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Table 3: Text parts/codes sorted into categories presented in number (n) and percentage (%) for each category.

CATEGORY CODE GROUP CODES

Beneficial to the baby The father’s presence was important It was important for our daughter that 
the father was present

Relating to both parents Baby is not alone/not with strangers, 
babys’ recognition of the parents

Beneficial to the family A way to help the parents take care of 
their child after caesarean section

I think that this is one way to help 
women and mothers, parents with their 
child

A natural process of becoming mother 
and father

Caring model/continuous care, mother 
and father equally important /continu-
ous bonding with parents/family,good 
for parents

Beneficial to the mother Supportive environment during mother-
infant separation and after reunion

Comfortable, it was very beautiful and 
gratifying. Beautiful; definitely exceeded 
all expectations.

Tranquility while recovering during 
mother- infant separation

Content, confident, safe/relaxed, won-
derful experience the father is present, 
mother secure, peace, time to recover, 
calmness

Happiness and bonding when reunited 
with the baby

Unforgettable reunion, happy when 
reunited, love, beautiful experience, 
bonding/attachment with the mother

Supported by committed fathers Supported, understood, feeling the fa-
ther is committed, pleased as a mother 
and wife, good experience/unique/ex-
cellent, new experience

Beneficial to the Father Involved and empowered Bonding father and baby, content 
father, took care of the baby, the fathers 
deserve it

Getting ready for the responsibility Fathers’ presence important for the 
baby father’s involvement

Unique health care intervention Closeness, excitement/happiness, new 
experience for the father/something 
special for the father

Table 2: Categories, code groups and codes.

time with both parents after birth: “It was good because the baby 
can share equal time with the mother and the father” (Informant 
88). This helped the baby relate to both parents and recognise 
the parents’ voice: “It was very good that our daughter heard 
familiar voices of his [the baby’s] father and mother” (Informant 
29). The mothers preferred the baby to be cared for by them or 
by the father rather than being left alone with staff: “I think it is 
very positive because if he [the baby] is not with me he is with 
his father and not with strangers [staff])” (Informant 10).

Beneficial to the Family 

In this category the mothers described the benefits of fathers’ 

continuous care of the newborn and how it was beneficial to the 
family.

A way to support the parents to take care of their child after 
caesarean section: Mothers explained how fathers’ care during 
maternal-infant separation was a good way of providing con-
tinuous parental care for their child: “I think that this is one way 
to help women and mothers, parents with their children” (Infor-
mant 14). Parent’s continuous care for the newborn directly after 
birth, first by the father and then by the mother, was viewed as 
an opportunity for the baby to bond with the father first and then 
with the mother. Early involvement of fathers was seen by moth-
ers as “a gift” (Informant 4). The mothers believe that fathers 

Theme Category  

A family friendly practice after caesarean section 

Beneficial to the father n=56 codes (21%)

Beneficial to the baby, n=12 codes (4.4%)

Beneficial to the couple n=77 codes (28.6%)

Beneficial to the mother=124 codes (46%)
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were equally as important to the baby as they were. The idea that 
the baby was a shared responsibility meant that the father coop-
erated with the mother from the beginning, laying foundations 
for how the family would function in the future: “They [the fa-
thers] should be part of it all, the children are made out of two” 
(Informant 81). The mothers reflected on how the experience 
was good for them as a couple because it gave them a shared ex-
perience of protecting the baby: “[It was a] great way to awaken 
the affection between the parents as well” (Informant 29).

A natural process of becoming mother and father during mater-
nal-infant separation: The arrangement of fathers caring for the 
baby during separation was seen as part of the natural process of 
becoming a parent: “It was something good for us to get to know 
him [the baby] from the first minute of life. First with his father 
and then with me. It was a unique experience to all three of us” 
(Informant 9). The mothers appreciated the father’s immediate 
involvement and efforts to get to know the baby: “Very good be-
cause there was a connection with the baby and that is the best. 
The father adopted his son and then we met all three. I think this 
was good because the baby created a very close bond to both of 
us” (Informant 94).

Beneficial to the Mother
 
In this category the mothers described how the father’s care of 
the baby was beneficial to them.

Supportive environment during mother-infant separation and 
after reunion: The supportive environment during maternal-
infant separation and after reunion was described as nice, good, 
pleasant, genial, positive, beautiful and wonderful. The mothers 
were thankful to the staff that made this care arrangement pos-
sible: “It was exciting and a very good experience at all times” 
(Informant 71). It was an experience that exceeded all expecta-
tions: “It was very beautiful and gratifying. Beautiful definitely 
exceeded all expectations” (Informant 55). The mothers were 
aware that not all parents had the opportunity to care for their 
baby immediately after caesarean section which made their ex-
perience unique. The mothers described feeling empowered that 
they, the father and whole family were in a staff-supported envi-
ronment that enabled them to care for their baby. Although the 
mothers wanted to be with their baby, they felt calm during the 
period of separation because they were in a supported environ-
ment: “I wanted to see my baby right away but I kept calm” (In-
formant 72). The mothers described feeling strange once sepa-
rated from the baby; they felt that something was missing: “I felt 
anxious and happy at the same time because I felt something was 
missing” (Informant 14). The mothers would have preferred the 
family to have stayed together rather than be separated. How-
ever, the mothers thought that staff were well placed to support 
both parents to care for the newborn infant. Staff supported the 
fathers to be affectionate towards the baby and supported them 
to build emotional ties: “It was good because he [the father] took 
care of the baby during the first hours of her [the baby’s] life and 

then she should remain with me” (Informant 1).

Tranquility while recovering during mother-infant separation: 
The mothers expressed how calm, relaxed, safe, secure and 
happy they felt knowing that the baby was not alone and ac-
companied by its father: “I was not worried; I was calm because 
I knew that the father cared for our daughter” (Informant 48). 
The mothers felt safe and could relax knowing that the father 
was there to protect them and the baby: “I felt very comfortable 
and secure knowing that the father was with the baby I knew 
that nothing could happen to us” (Informant 33). This aided the 
mothers’ recovery because they could rest in confidence.

Happiness and bonding when reunited with the baby: The 
mother’s recognized the importance of the father taking on the 
role of primary caregiver. Once the baby was reunited with the 
mother, she became the primary caregiver, which meant that 
both parents had a shared experience of being the primary care-
giver. The mothers described feeling pleased, happy and content 
once reunited with their baby: “It was something beautiful and 
I remained content” (Informant 25). It was described as a “very 
enriching experience. She took the breast” (Informant 38). The 
mothers described feeling overwhelmed with love for their baby: 
“I felt very full of love then” (Informant 91) and talked about the 
immediate bonding as exciting: “I was so excited because I felt 
her [the baby’s] body on me and that made me immediately at-
tach” (Informant 46). This bonding was really quite special and 
the mothers felt close to their baby: “I had a special bonding I 
never had with my previous children” (Informant 55).

Supported by committed fathers: The mothers explained how 
they felt protected by supportive fathers. The fathers demon-
strated their commitment to the mother and baby by keeping 
them safe. The mothers felt supported and understood by their 
partner. When the mother and infant were reunited, the mothers 
saw that the fathers had been spending their time with the baby 
and this made them happy: “I felt pleased as a mother and wife” 
(Informant 82). The mothers were reassured by the fathers’ pres-
ence: “Cute, very special and wonderful, I felt very comfortable 
with the fact that the father was present” (Informant 38). At the 
reunion the mothers were still in a lot of pain from the surgery 
which made it difficult for them to be close to their baby. This 
made it even more important to have the fathers’ support: “I felt 
glad and I wanted to hug him [the baby] but I had a lot of pain” 
(Informant 64).

Beneficial to the Fathers

In this category the mothers talked about their perceptions of 
the fathers’ involvement and continuous care of the baby during 
mother-infant separation.

Involved and empowered: The mothers thought it was good 
that the fathers were present for the first hours of the baby’s life 
because they became involved in the whole experience: “I felt 
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good that the father participated in the first moment and hours 
after the birth of the child and that he saw what came after the 
birth” (Informant 3). The mothers could see that the fathers felt 
more involved in the care of the baby: “I think it is very good 
because the fathers are able to take care of the baby to 100%” 
(Informant 48).

Getting ready for the responsibility: The mothers described how 
the time spent getting closer to the baby helped build the fa-
thers’ self esteem. This was described as a positive and enriching 
experience that helped prepare them for the responsibilities of 
fatherhood. The mothers were reassured that the father was tak-
ing care of the baby as this helped build ties between the father 
and newborn infant: “I found it great because the father and 
child got connected” (Informant 18). Time spent with the baby 
meant the fathers’ could become attached: “It was excellent that 
the father got attached to the baby. It is very important for a 
fathers’ self-esteem” (Informant 39). The mothers identified a 
connection between the fathers’ closeness to the baby and the 
father becoming more responsible and growing into fatherhood: 
“I really liked that the father felt closer. It made him also more 
responsible as a father” (Informant 61).

Unique health care intervention: The opportunity to spend time 
with the newborn infant was an experience that made the fa-
thers content, happy, proud, excited and emotional. The moth-
ers agreed that the fathers deserved to be content and happy in 
their parenting role. Caring for the baby immediately after birth 
was a unique experience for the father and generated new feel-
ings and emotions: “The father and the baby were able to share 
an experience and feel new sensations” (Informant 18). Caring 
for the newborn was a new experience for the fathers: “It was 
the first time my husband entered childbirth” (Informant 53). 
In other circumstances the fathers may only have been given 
a couple of minutes with the newborn baby whereas this expe-
rience offered them several hours which was “very important 
because the father could not experience this with the previous 
baby” (Informant 46).

DISCUSSION

 This study describes mothers’ experiences and percep-
tions of a continuous parental model of newborn care after cae-
sarean section during mother-infant separation. The model of 
early newborn contact started 30 minutes after birth and includ-
ed continuous presence and care of the newborn infant by fathers 
postpartum until reunion with the mother. This study found that 
this model of care benefited the family, parenthood, the newborn 
infant, the couple and the parents individually. 

 The mother’s descriptions indicate a certain amount of 
surprise regarding the benefits of a continuous parental model 
of newborn care which included the fathers. Knowing that the 
father was there to take care of the baby helped the mothers to 
rest and relax. At the point of reunion the mothers valued the 

fathers’ support because it was both a happy and exhausting ex-
perience for the mothers. This can be explored further from the 
perspective of a supportive environment. Previous studies have 
explored the father as a resource for both the mother and baby 
at the point of reunion after separation.1,2,17 Health care profes-
sionals with knowledge of the benefits of early newborn contact 
are a valuable resource to parents and can help create supportive 
environments.18 Other research has looked at alternative ways 
of creating supportive environments for caesarean section deliv-
eries which are based on consensual, participatory approaches 
for all health care professionals and use multidisciplinary strate-
gies.4,14

 The results of this study, which looked at the experi-
ence from the mother’s perspective, highlighted how the con-
tinuous presence and care of the newborn by the father in the 
NICU was viewed positively by the mothers. This contrasts with 
the findings of a study undertaken in an Italian hospital regard-
ing father’s attitudes, beliefs and behavior immediately after the 
birth of their newborn infant.19 In that study, the fathers felt un-
prepared to take care of their newborns because of a lack of in-
formation about the birthing process and a lack of understanding 
about women’s emotional responses to the birthing experience. 
The authors19 recommended that fathers should be targeted for 
educational interventions that equip fathers with the knowledge 
about normal birthing processes and an understanding about the 
needs of newborn infants. However, a recent study by Abraham, 
et al. contradicts these findings and suggests that bonding and 
attachment between father and infant is not about education and 
information but about being involved and responsible primary 
caregivers. The natural hormonal changes that women experi-
ence during pregnancy make them sensitive to their newborn 
baby. For fathers there are alternative pathways to compensate 
for the naturally evolving process that gives rise to material in-
stinct and that is through active caregiving. This will happen to 
every father who becomes involved and responsible for the new-
born as they enter into fatherhood.20 

 This study identified one theme: ‘a family friend prac-
tice after caesarean section’. It has identified the importance of 
healthcare professionals in providing a) a supportive environ-
ment and b) information about the benefits to the whole family 
of this simple but valuable health care intervention. This study 
shows the importance of a supportive environment and how this 
can be provided if healthcare professionals have insight into the 
familiarization process that is both natural and instinctive during 
the first hours after birth.4,14 

 In this study, the mothers felt that the child recognized 
the voices of both parents naturally and instinctively. The re-
sult is consistent with the findings of a study by Velandia, et 
al.21 which describes the onset of vocal interaction. The study 
concluded that it is reasonable to encourage parents to maintain 
skin-to-skin contact with the newborn after caesarean section 
because it promotes early onset of vocal communication. Their 
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results showed that infants placed in skin-to-skin contact and 
who were exposed to the parents speech, initiated communica-
tion with soliciting calls within approximately 15 minutes after 
birth via caesarean section.7 

 The authors of this study wish caesarean section births 
to be “gentle” to the newborn and its parents.14 Our results sug-
gest that a caring model of early newborn continuous contact 
with its parents immediately after caesarean section can make 
caesarean section a more “gentle” way of giving birth. In many 
societies around the world the infant and mother are together 
after birth, swaddled, not nude and fathers are not involved in 
childbirth.5 Taking cultural differences into account, continu-
ous caring models involving skin-to-skin care immediately after 
birth should be seen as “good practice”.1,2,6,7,22 In a study by Ve-
landia, et al.21 it was suggested that early mother-infant skin-to-
skin care immediately after caesarean section should be encour-
aged until the first breastfeed takes place. However, if the mother 
is unable to provide skin-to-skin care immediately after birth, 
father-infant skin-to-skin care is a valuable alternative because it 
enhances paternal interaction. The findings of this present study 
support the suggestion of Velandia, et al.21

 The mothers felt that during mother-infant separation 
ties were created between the father and the newborn, which 
supports findings of other studies in this area.8,23-25 Regarding 
benefits to the parents and family as a whole, the results of this 
study are consistent with a review and meta-synthesis of 29 
original qualitative papers from 9 countries which explored the 
experiences of 401 mothers and 94 fathers.1,2 The paper present-
ed a theoretical model of “becoming a parent under unfamiliar 
circumstances” which identified how parent’s growth and self-
esteem makes them ready to assume responsibility for the new-
born infant.1,2

STRENGTH AND LIMITATIONS

 95 mothers explained how important this caring model 
was for the entire family. The overall results of this study are 
consistent with the findings of previous literature reviews1,2 in-
cluding smaller interview studies.23,24,26-28 This indicates that a 
comprehensive picture has been captured. The uniqueness of 
this study is the Chilean context and this means that the results 
can be transferred to other Chilean hospital contexts. With cau-
tion, this study can also be transferred to other hospital settings 
in middle income countries where newborn infants are separated 
from their mothers as part of routine care. However, further re-
search is needed to identify physiological evidence relating to 
newborn morbidity and mortality especially in middle income 
settings. 

 The main limitation of this study was that only 95 
mothers out of 130 agreed to participate and this may have led 
to bias; respondents may have provided a more positive attitude 
towards this model of care compared to those who declined to 

participate. However, for a qualitative study, there were a large 
number of participants and during analysis of their responses 
saturation was reached. The first author’s (AA) involvement 
in the data gathering process could have affected the results 
through social desirability bias. Despite these limitations, mea-
sures were taken to strengthen trustworthiness. In order to en-
sure dependability, the data analysis was performed in a reli-
able way according to the design of the method.16 Regarding 
pre-understanding the first author is a nurse/midwife originally 
from Chile which strengthens credibility, meaning how well the 
results captured the reality being explored. Credibility was also 
enhanced by the other researchers who were not familiar with 
the setting as this added an external perspective. However, the 
original text was translated from Spanish to English which has 
its own limitations. Even though the researchers were familiar 
with both Spanish and English, the process of translation means 
that some of the original meaning may have been unintention-
ally distorted or misrepresented. However, Malterud16 was used 
as a suitable analysis method to deal with that issue. Additional-
ly, the principal researcher, Ana Ayala (AA) double checked the 
original text parts with the interpreted condensed and translated 
text. Furthermore, a mutual understanding between the authors 
was obtained in each step of the analysis and pre-understanding 
has been bridled. 

CONCLUSION AND CLINICAL IMPLICATION FOR PRACTICE

 The model of early newborn contact could be stratified 
in the Chilean context specifically after complicated births or 
caesarean sections. Participating mothers agreed that this was 
an important health care intervention for the new family. Our 
results suggest that there is potential to increase the number of 
mothers and fathers who get to hold their baby sooner and for 
as long as they like in the first hours after birth with caesarean 
section. Parents can be informed about the benefits of this caring 
model when mother and infant are separated at birth. Further re-
search with randomized control trials may support the biological 
advantages. 
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ABSTRACT 

 The Poly Implant Prosthesis (PIP) Breast Implants crisis involved thousands of wom-
en in the countries concerned, women with breast cancer in particular. It was proposed here to 
investigate the impact of the PIP Breast Implants recall on women who had undergone Breast 
Reconstruction at the time of the recall and to analyze the determinants of their Breast Recon-
struction decisional outcomes. A cross-sectional telephone survey was performed nested in pro-
spective geographically based cohorts, which consisted of women from the southeastern France 
with breast cancer. Women were selected who had Breast Reconstructive surgery just before 
the PIP recall occurred. Dependent variables were the Psychological Impact of the event, Deci-
sional Regret, and Satisfaction with Breast Reconstruction. Determinants of regret and satisfac-
tion were analyzed using simultaneous equations. Among the 148 eligible women, 113(76%) 
participated. At the initial reconstruction, 90% (n=102) had a Breast Implant, 10% (n=11) had 
an autologous reconstruction. The PIP recall induced less intrusive thoughts, measured with the 
Impact of the Event Scale, in the non-PIP groups compared to the PIP one (p=0.025). Regrets 
about Breast Reconstruction were expressed by 57%; they occurred more frequently when the 
decision-making was not felt to be sufficiently proactive (adjusted Odds Ratio (ORadj) 5.1; 
95% Confidence Interval (CI) (1.2-20.9)) and in those who were dissatisfied with their Breast 
Reconstruction (ORadj 0.7(95% CI (0.5-0.9))). Satisfaction was significantly lower in women 
with a Breast Implant, those whose trust in doctors had decreased, in the information-seekers 
and in less health-literate women. The PIP recall was not found to affect intrusive ideas or 
denial in women who did not have a PIP Breast Reconstruction. The high frequency of regrets 
could be reduced by involving women more strongly in the initial decision-making process. 
Using existing data-bases to assess the impact of new devices on patients’ health is an option 
which organization deserves to be discussed.

KEYWORDS: Breast implants; Breast Reconstruction; Psychosocial outcomes; PIP implants; 
Decisional regret; Satisfaction.

ABBREVIATIONS: PIP: Poly Implant Prosthesis; CI: Confidence Interval; ORadj: adjusted 
Odds Ratio; IES: Impact of Event Scale; EID: Extent of Information Desire.

BACKGROUND 

 As patient’s awareness and technical expertise increase, the rates of breast reconstruc-
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tion after mastectomy continue to rise,1 but enormous differ-
ences can be observed: a median overall reconstruction rate of 
24% has been reported, ranging from 5-81%.2 Implants seem to 
be the most frequent type of reconstruction, whereas the use of 
autologous techniques is decreasing.1,3

 Several Breast Implant crises were generated in the 
90’s4 and more recently the Poly Implant Prosthesis (PIP) Breast 
Implants in 2010.5,6 The U.S had not been involved in the PIP 
crisis,7 but the European countries and Australia have reacted in 
different ways to this issue7-10 which clinical implications have 
been reviewed recently.11 In March 2010, the French national 
regulation agency (AFFSAPS) requested that doctors’ call back 
all women who had undergone breast reconstruction/augmen-
tation based on PIP implants. The PIP recall was because the 
implants were produced with a non-homologated silicone gel. 
Considerable media attention was attracted by the PIP scandal in 
France. The characteristics of this scandal have been described 
in depth by Greco.12 The publicity it generated seemed likely 
to have affected women with breast cancer psychologically in 
terms of their satisfaction and regret with breast reconstruction 
and their trust in health care professionals. These effects were 
expected to have occurred not only in women with breast cancer 
who had been given PIP breast implants, but also in those who 
had undergone other types of breast reconstruction.

 The aims of this study were: first to describe the per-
ceived impact of the PIP recall in a prospective cohort of breast 
cancer women, depending on the type of breast reconstruction 
undergone, and secondly, to analyze the individual determinants 
of patient’s satisfaction and regrets about breast reconstruction, 
taking the patients’ experience of the initial decision-making 

process into account.

METHODS

Participants

 Participants were selected from two geographically de-
signed cohorts of breast cancer women, the ELIPPSE (Etudes 
Longitudinales sur l’Impact Psycho-social des Pathologies du 
Sein ie. Longitudinal Studies on Psycho-social Impact of Breast 
Diseases) cohorts (N=1357). These cohorts which included 
women with/without mastectomy were set up to document the 
effects of breast cancer and its treatment on women’s everyday 
lives.13-16 Eligible patients for these cohorts were all women with 
incident primary breast cancer (time period of diagnosis: 2004-
2008) aged 18-40 (ELIPPSE 40) or >65 (ELIPPSE 65) living 
in South-eastern France at the time of their cancer diagnosis. 
These women have been followed during 5 years after the initial 
diagnosis with closed questionnaires administered by telephone. 
Women with distal metastases at diagnosis, serious cognitive 
deficits, and those unable to answer questionnaires were exclud-
ed. Only the women who had a previous mastectomy and who 
declared a breast reconstruction before March 2010, the time 
of the PIP recall by the national regulatory agency in France 
were eligible to participate in this study.12 This represents a small 
subset of the overall ELIPPSE cohorts since a minority of the 
women had a mastectomy and in this group not so many wom-
en had a breast reconstruction completed before March 2010. 
A specific cross-sectional telephone survey was performed on 
these women after an initial phone call to check the validity of 
women’s declarations (Figure 1).

Figure 1: Sample selection pathway.

Women having reported a breast reconstruction in the ELIPPSE
cohorts
N=222

No breast reconstruction after mastectomy = 42

Reconstruction after March 2010 = 30

Deceased = 2

Eligible women
N=148

Secondary exclusion after an
initial phone call

Could not be contacted = 27

Refused to participate = 6

Breast cancer recurrence = 2

Completed questionnaires
N=113

Women>65 years
N=19

Women<40 years
N=94
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Data Collection

 Enrolment in the ELIPPSE cohorts resulted in regular 
scheduled telephone interviews with the women and medical 
questionnaires sent to the physicians in charge of breast cancer. 
Details about these cohorts have been published elsewhere.13-15,17 

For this study, it was designed specifically for the women who 
had a breast reconstruction before the PIP recall a cross-sectional 
telephone survey based on a closed questionnaire which content 
is presented below was conducted between June and September 
2013 in order to collect details about the type of breast recon-
struction, the number of surgeries and the procedure involved. 

 Sociodemographic (age, educational level, and marital 
life) and medical data (clinical stage, treatment) were obtained 
from the ELIPPSE cohorts questionnaires, whereas the variables 
relating to breast reconstruction and psychosocial characteristics 
detailed below were collected in the cross-sectional question-
naire. When a French version of a scale had not been validated 
previously, it was translated following the procedures recom-
mended.18

Impact of the PIP Recall

Impact of event scale: The distress generated by the PIP prob-
lems was measured using the 15-item Impact of Event Scale 
(IES).19 A French translation of this scale had been carried out 
and validated in previous studies.17 The women were asked to 
answer to the questions of their feelings corresponding to the 
months after they were informed about the PIP problems, i.e. the 
event was ‘the information time about the PIP problems’.

 The IES includes two subscales measuring intrusive 
and avoidance ideation. In this study, both the Global IES score 
(Cronbach’s α=0.91) and the two subscales (intrusive ideation: 
Cronbach’s α=0.88 and avoidance ideation: Cronbach’s α=0.82) 
were measured.

Attendance at a medical centre: Women were asked what they 
knew about the PIP recall and whether they had been in contact 
with a medical Centre after hearing about this issue. 

Trust in the medical team: Participants were asked whether the 
PIP recall had affected their trust in the medical team: increased 
trust/no change/decreased trust.

Women’s Decision-Making Characteristics

Type of decision-making: A French version of the Control Pref-
erence Scale was used to elicit Breast Cancer patient’s prefer-
ences about treatment decisions and to determine their perceived 
involvement in the decision-making about breast reconstruc-
tion.20 This 5-item scale, which has been widely used in stud-
ies on cancer patients,21 includes statements ranging from fully 
active/passive involvement to fairly active/passive involvement 
and shared decision-making. Preferred levels of involvement in 

decision-making were collected on the cohorts, while perceived 
involvement in breast reconstruction was collected in the cross-
sectional survey.

Decisional conflict scale (short form): Patients’ decisional con-
flicts were tested using a 4-item scale, the SURE test.22 Decision-
al conflicts were taken to occur in women with a score below 4. 
Information seeking tendencies were measured using the Extent 
of Information Desire (EID) scale.23

Patient-Reported Outcomes about Breast Reconstruction

 Satisfaction was assessed using a 10-point scale (“give 
a number between 0 and 10 to rate your satisfaction with Breast 
Reconstruction”).

 Decisional Regret Scores about Breast Reconstruction 
were assessed using the Decision Regret Scale.24

Data Analysis

 Chi2, Fisher’s exact tests and Student’s t-tests were 
used to make univariate comparisons. The links between De-
cisional regret about Breast Reconstruction and other variables 
were assessed by performing logistic regression. In our analysis 
Satisfaction with Breast Reconstruction was strongly associated 
with Breast Reconstruction Decisional regret. This variable was 
checked to be endogenous (because it may have depended on 
other predictive variables) by performing the augmented regres-
sion test presented by Davidson and McKinnon.25 As the results 
confirmed the presence of endogeneity, a simultaneous equations 
approach based on a two-stage regression procedure was used. 
In the first stage, instrumental variables were introduced into a 
linear model to predict Satisfaction about Breast Reconstruction. 
In the second stage, predicted Satisfaction scores about Breast 
Reconstruction were introduced into the model for Decisional 
regret about Breast Reconstruction rather than the actual Breast 
Reconstruction Satisfaction scores obtained.26 Adjustments 
were systematically made for age, level of education and type of 
Breast Reconstruction. Wald statistics and log-likelihood ratios 
were used to determine the significance of variables and model 
fit. Statistical analyses were performed using the STATA/SE 
12.1 for Windows program.

Ethics Statement

 The study was approved for ethics, consent and confi-
dentiality of the data by the French National Committee on In-
formatics and Freedom (CNIL N°905296v1, 906277v2).

RESUlTS

Sample Characteristics 

 A total number of 222 women were initially identified 
for inclusion since they had declared a Breast Reconstruction at 
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the time of their initial treatment. However, after the first tele-
phone call, only 148 women were still eligible for our study 
(Figure 1). Among those not included, two had a recurrence 
of Breast Cancer, 6 refused to participate and 27 could not be 
contacted. A total number of 113 questionnaires were therefore 
available for analysis. No differences were observed between 
the socio-demographic or medical characteristics of respondents 
and non-respondents except for their educational level: the re-
spondents included a higher proportion of women who had been 
educated beyond secondary school certificate level (66% versus 
42%, p=0.01).

 At the initial reconstruction, 90.3% (n=102) had a 
Breast Implant: 10.6% of them had a PIP Breast Implant (n=12), 
79.6% had a Breast Implant other than PIP (n=90) and 9.7% 
(n=11) had undergone autologous reconstruction (Table 1). 
These three groups did not differ in terms of their socio-demo-
graphic or initial medical characteristics. The mean age was 49 
at the time of the interview, and reconstruction had occurred 5.3 
years on average before the survey. However, all the PIP im-
plants had been removed by 2013. At least one implant had been 
removed since the initial treatment for Breast Cancer in 31.1% 
of the ‘other Breast Implants’ group. 

Type of reconstruction

Total 
n=113

With PIP implant(s) 
n=12

With implant(s) other 
than PIP 

n=90

Autologous  
reconstruction 

n=11

p

N(%) N(%) N(%) N(%)

Socio-demographics at cancer diagnosis

Age, in years (mean(SD)) 49(12) 46(10) 49(12) 48(14) 0.687

level of education >secondary school 
certificate 
No 
Yes  
not specified

 
 

62(55.9) 
49(44.1) 

2

 
 

4(33.3) 
8(66.7) 

-

 
 

53(58.9) 
37(41.1) 

-

 
 

5(55.6) 
4(44.4) 

2

 
 

0.246

living with a partner 
No 
Yes

 
95(84.1) 
18(15.9)

 
11(91.7)  
1(8.3)

 
73(81.1) 
17(18.9)

 
11(100.0)  

0(0.0)

 
0.203

Medical characteristics

Year of diagnosis 
2005 
2006
2007 
2008 
2009

 
22(19.5) 
25(22.1) 
29(25.7) 
22(19.5)
15(13.3)

 
2(16.7) 
0(0.0) 

 4(33.3) 
2(16.7) 
4(33.3)

 
19(21.1) 
22(24.5) 
20(22.2) 
18(20.0) 
11(12.2)

 
1(9.1) 

3(27.3) 
5(45.4) 
2(18.2) 
0(0.0)

 
0.180 

 
 
 

Clinical stage at diagnosis 
0/I 
II/III
Not specified

56(50.0)
56(50.0)

1

8(66.7)
4(33.3)

-

43(48.3)
46(51.7)

1

5(45.4)
6(54.6)

-

0.466

Received chemotherapy
Yes
No
Missing

 
67(61.5) 
42(38.5)

4

 
6(50.0)
6(50.0)

-

 
53(61.6)
33(38.4)

4

 
8(72.7)
3(27.3)

-

 
0.534

Underwent radiotherapy
Yes
No
Not specified

 
71(66.4) 
36(33.6)

6

 
5(41.7)
7(58.3)

-

 
58(64.4)
32(35.6)

6

 
8(72.7)
3(27.3)

-

 
0.239 

 

Immediate reconstruction
Yes
No

 
43(38.1)
70(61.9)

 
6(50.0)
6(50.0)

 
35(38.9) 
55(61.1)

 
2(18.2) 
9(81.8)

 
0.273 

Implant removed after being placed
No
Yes
Not concerned

62(60.8)
40(39.2)

11

-
12(100.0)

62(68.9)
28(31.1)

-

-
-

11

 
 

<.001

Mean(SD) Mean(SD) Mean(SD) Mean(SD)

Time since breast reconstruction, in 
years

 
5.3(1.4)

 
5.9(1.5)

 
5.3(1.4)

 
5.0(1.1)

 
0.332

Number of surgical interventions  
4(2)

 
5(3)

 
4(2)

 
4(2)

 
0.072

Table 1: Socio-demographic and medical characteristics, depending on the type of breast reconstruction – n=113.
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Women’s Decision-Making Characteristics 

 The three groups differed in their preferred involve-
ment in decision-making: the proportion of passive women were 
higher in the autologous implant group (81.8%), while the pro-
portion of active women were higher in the PIP group. Actual 
involvement in reconstruction did not differ between the three 
groups, nor did the congruence between preferred and actual 
involvement in Breast Reconstruction. Decisional conflict was 
detected in 62.8% of women, but no significant differences were 
detected between groups. 

 The three groups’ information-seeking profiles differed 
slightly: women in the autologous group reported more fre-
quently that they read all they could about their health (72.7%, 
versus 63.6% of the women in the PIP group and 41.4% of those 
in the other-BI group, p=0.07). 

Declared Impact of the PIP Problem 

 The impact of the PIP problem, based on the overall 
IES score, and on the intrusion subscale was found to be signifi-
cantly heavier in the PIP group than in the other groups (p<0.05). 
In the great majority (74.8%), the PIP problem had no conse-
quences in terms of trust in the medical staff. However, 27% of 
the PIP group reported that their trust had decreased, when com-
pared with 7.9% in the ‘other Breast Implant’ group (p=0.08). 
Details are given in Table 2.

 At the time of the survey, all the respondents knew 
about the PIP problems, 100 via the media, and 13 via a Surgeon/
General Practitioner. After this disclosure, 50 declared that they 
had contacted their Surgeon/GP, 13 that the latter had contacted 
them, and 32 that they had checked the brand of their implant(s); 
11 were not concerned as they had no implants, 7 did not contact 
their physicians as they were sure of being contacted if there 
was a problem, and the last woman did not contact her surgeon 
because she no longer trusted him.

Factors Associated with Satisfaction with Breast Reconstruc-
tion 

 The mean Breast Reconstruction satisfaction score dif-
fered significantly between the three groups (Table 2). It was 
lowest in the PIP group (6 versus 7 and 8 in the ‘other Breast 
Implant’ group and the autologous reconstruction group, respec-
tively, p=0.006).

 In the first stage, multivariate linear regression showed 
that neither educational level, age nor the number of surgical 
interventions was significantly associated with the respondents’ 
satisfaction (Table 3). Women who had undergone autologous 
reconstruction had significantly higher Breast Reconstruction 
satisfaction scores than those who were given implants. Sat-
isfaction was found to be lower among the less health-literate 
women and among those with a high information-seeking pro-

file; satisfaction was also lower among those whose trust in the 
medical profession decreased because of the PIP scandal. 

Factors associated with Breast Reconstruction Decisional Re-
grets 

 Regrets about their Breast Reconstruction decision 
were expressed by 57.1% of the respondents, and no significant 
differences were detected between the three groups. However, 
81.8% of the PIP group expressed regrets about Breast Recon-
struction, versus only 54.4% of the other women (p=0.07).

 The results of the second stage in the analysis, which 
focused on the factors associated with Breast Reconstruction 
decisional regrets, are given in Table 4, taking the endogeneity 
induced by the ‘satisfaction with Breast Reconstruction’ vari-
able into account. After adjusting for age and level of educa-
tion, regrets about Breast Reconstruction were more frequently 
observed when the decision-making had not been sufficiently 
proactive. They also tended to be greater in the PIP group. In ad-
dition to these factors, regrets were associated with lower Breast 
Reconstruction satisfaction scores. 

DISCUSSION

 This is a first study on the impact of the PIP recall on 
women who had undergone Breast Reconstruction in south-east-
ern France, where the PIP scandal was widely publicized. First, 
the psychological intrusive effects observed in the PIP group 
were not found to occur in the other groups of women. Secondly, 
the satisfaction with Breast Reconstruction declared by the par-
ticipants five years after the initial cancer diagnosis was lower in 
those whose trust in their health professionals decreased, those 
who had a Breast Implant, those with the highest information-
seeking profiles and those with lower levels of health-related 
literacy. Thirdly, some regrets about the Breast Reconstruction 
decision were expressed by a majority of the sample, especially 
when the decision-making had been less proactive than they 
would have liked and when they were less satisfied with Breast 
Reconstruction. 

 Few studies have been carried out on the psychological 
impact of the various Breast Implants crises which have occurred 
during the last thirty years on women undertaking reconstructive 
surgery. A specific study has been carried out on the PIP scandal 
in France, not specifically for reconstructive surgery, showing 
the interconnection of embodied experience and professional 
and public policy definitions of medical risk through the con-
cepts of moral economy and biological citizenship.12 Anderson 
and Larson,27 who described patients’ reactions to the media 
coverage of the risks associated with silicone Breast Implants in 
the mid-90’s, observed that all the respondents coped with anxi-
ety mainly by consulting their physicians. Among the 102 par-
ticipants with Breast Implants in this study, 13 were contacted 
first by their healthcare providers (including all the women with 
a PIP Breast Implant), whereas 50 had contacted their healthcare 
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Table 2: Decision-making process about reconstruction and respondents’ psycho-social characteristics, depending on the type of breast reconstruction – n=113.

Type of reconstruction

Total 
n=113

With PIP implant(s) 
n=12

With implant(s) other 
than PIP 

n=90

Autologous reconstruc-
tion 

n=11
p

N(%) N(%) N(%) N(%)

Preferred involvement in decision-
making  
Fully/fairly passive 
Shared decision-making 
Fully/fairly active
Not specified

55(50.0)
38(34.6)
17(15.4)

3

5(41.7) 
3(25.0) 
4(33.3)

-

41(47.1) 
35(40.2) 
11(12.7)

3

9(81.8)
0(0.0)
2(18.2)

-

0.034

Actual involvement in decision-making 
about breast reconstruction 
Fully/fairly passive 
Shared decision-making 
Fully/fairly active
Not specified

20(17..9) 
60(53.6) 
32(28.6)

1

3(27.3) 
7(63.6) 
1(9.1)

1

15(16.7) 
46(51.1) 
29(32.2)

-

2(18.2) 
7(63.6) 
2(18.2)

-

0.488

Congruence between preferred and 
actual involvement
Less control than they wanted
As much control  as they wanted
More control than they wanted
Not specified

18(16.5) 
40(36.7) 
51(46.8)

4

3(27.3)
5(45.4)
3(27.3)

1

14(16.1)
32(36.8)
41(47.1)

3

1(9.1)
3(27.3) 
7(63.6)

-

 
0.524

Decisional conflict scale
Decisional conflict
No decisional conflict

71(62.8) 
42(37.2)

9(75.0) 
3(25.0)

57(63.3) 
33(36.7)

5(45.5) 
6(54.5)

0.334

Breast Reconstruction Decisional 
Regret 
No 
Yes
Not specified

48(42.9)
64(57.1)

1

2(18.2)
9(81.8)

1

41(45.6)
49(54.4)

-

5(45.4)
6(54.6)

-

0.220

low health-related literacy. Needed 
help with  reading instructions 
No 
Yes
Not specified

95(85.6)
16(14.4)

2

11(100.0)
-
1

75(84.3)
14(15.7)

1

9(81.8)
2(18.2)

-

0.349

Effects of PIP scandal in terms of trust
Greater trust
No change in trust
Less trust
Not specified

16(14.4)
83(74.8)
12(10.8)

2

1(9.1)
7(63.6)
3(27.3)

1

12(13.5)
70(78.6)
7(7.9)

1

3(27.3)
6(54.5)
2(18.2)

-

0.164 
 
 

I read all I can about my health prob-
lems 
No 
Yes
Not specified

58(53.2)
51(46.8)

4

4(36.4)
7(63.6)

1

51(58.6)
36(41.4)

3

3(27.3)
8(72.7)

-

0.072

Mean(SD) Mean(SD) Mean(SD) Mean(SD)

Satisfaction with breast reconstruction 
score
Not specified

7(2)
1

6(2)
-

7(2)
1

8(1)
- 0.006

Impact of Event Scale (IES) about the 
PIP scandal
Not specified

7(10)
7

15(13)
1

6(9)
5

7(13)
1

 
0.025

Intrusion Subscale of IES about the 
PIP recall
Not specified

4(5)
7

9(9)
1

3(4)
5

4(7)
1

 
0.001

Denial Subscale of IES about the PIP 
recall
Not specified

 
4(6) 

7

 
6(7) 

1

 
4(6) 

5

 
4(6) 

1

 
0.390

Extent of information desired (EID) 
score
Not specified

 
15(4) 

5

 
15(5) 

1

 
15(3) 

4

 
13(3)

-

 
0.538 
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Table 4: Factors associated with respondents’ decisional regret about breast reconstruction (n=107).

Multivariateanalysis

ẞ(sd) p

Effects of the PIP scandal in terms of trust

Greater trust / no change in trust Ref

Less trust -2.02(0.67) 0.003

Extentof information desired(EID) score -0.14(0.05) 0.014

Type of breast reconstruction 

With implant(s) other than PIP Ref

With PIP implant(s) 0.20(0.65) 0.755

Autologous reconstruction 1.57(0.66) 0.019

low health-related literacy. Needed help with  reading instructions

No Ref

Yes -1.23(0.60) 0.043

Number of surgical interventions -0.17(0.09) 0.073

level of education

Secondary school certificate level or lower Ref.

Above secondary school certificate level 0.55(0.39) 0.161

Age at diagnosis

<40 Ref.

>65 0.46(0.53) 0.391

Table 3: Multivariate linear model for satisfaction about breast reconstruction (n=107).

Multivariate analysis
IV-logistic1 model 

AOR CI(95%)
Ref=no regret

p

Satisfaction with breast reconstruction2 0.4(0.2-0.8) 0.005

Congruence between preferred and actual involvement

More control than they wanted or as much control as they 
wanted 1

Less control than they wanted 5.3(1.3-22.4) 0.023

Type of breast reconstruction 

With implant(s) other than PIP 1

With PIP implant(s) 4.5(0.8-25.9) 0.091

Autologous reconstruction 3.6(0.6-20.2) 0.147

Age at diagnosis

<40 1

>65 1.8(0.5-7.0) 0.380

level of education

Secondary school certificate level or lower 1

Above secondary school certificate level 0.7(0.4-2.1) 0.761

1Instrumental Variable logistic model, taking into account the endogeneity of the respondents’ satisfaction about breast 
reconstruction.
2as estimated by performing linear regression at the first stage in the analysis.
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providers themselves. It is worth noting that 32 of the women 
did not contact their physicians because they checked the brands 
of their implants, while 7 did not contact their physicians as they 
felt sure they would be contacted if there was a problem. The 
fact that the psychological effects of the PIP recall observed in 
the PIP group did not occur in the other groups reflects the exis-
tence of trust between these patients and their doctors.

 Patients’ trust in their healthcare providers is a key to 
the women’s satisfaction with the Breast Reconstruction process. 
Satisfaction with the plastic surgeon has been previously report-
ed to predict greater satisfaction with Breast Reconstruction.28 In 
previous studies on satisfaction with Breast Reconstruction, the 
role of various clinical variables was investigated, and women 
with autologous reconstruction were found to be more satisfied 
than those with implants,29 which was confirmed by the present 
results. Two other variables analyzed in our study were found 
to be independently related to satisfaction: higher information-
seeking profiles and lower health-related literacy. Higher infor-
mation-seeking profiles are often detected in people who have 
been described as “monitors”: those who need more information 
than other people.30 The association between satisfaction with 
the information provided and satisfaction with Breast Cancer 
treatment in general and preoperative information in particular 
has been documented.28,31,32 The results obtained here confirm 
that satisfaction with Breast Reconstruction does not depend di-
rectly on women’s age or educational level.29

 Nearly half of young Breast Cancer survivors ex-
pressed some regret five years after their treatment;33 regret 
about Breast Reconstruction was also observed here in about 
half of the sample, in line with other studies.31,32 Post-decisional 
regrets were observed more frequently in our study when the 
decision-making was not felt to be sufficiently proactive and in 
those who were less satisfied with their Breast Reconstruction. 
The impact of shared decision-making is certainly worth inves-
tigating in this context34,35 with facilitating interventions.36,37

 The main limitation of our study was that some of the 
sub-groups, such as the PIP Breast Implant and the autologous 
Breast reconstruction sub-groups, were very small, which re-
duced the statistical power of some of the analyses. With higher 
numbers a statistical significance of the PIP Breast Implant on 
the decisional regret may be found (Table 4). One of the strength 
of the study was its geographically based sampling with pro-
spective follow-up of the women at the time of the PIP recall. 
However if one considers that one third of breast cancer women 
have a mastectomy and one fourth to half of them have breast re-
construction which is not immediate in most of the times,1 it was 
difficult to have a larger number of cases in a regional cohort. 

 The long-term effects of medical devices are often dif-
ficult to predict; however, the recent PIP saga was unique in that 
it was the only recall resulting from fraudulent procedures. This 
scandal, which confirmed the need for the regulation of medi-
cal devices Europe-wide, therefore had some needed reforms.9 

Satisfaction and regrets are two a posteriori decisional indexes, 
which differ as was seen above. Regrets, which involve look-
ing back at a decision when the outcome is not satisfactory, and 
participating actively in the initial decision-making are key is-
sues which need to be attended to more closely. In the context of 
Breast Reconstruction, it is therefore essential to promote the in-
volvement of women with Breast Cancer in the decision-making 
about mastectomy and to provide them with tailored information 
and specific interventions when feasible.36-38

CONClUSION

 The PIP recall did not appear to disturb women with 
non-PIP types of Breast Reconstruction in the context of this 
French regional cohort study. Involving women routinely in the 
initial decision-making process about Breast Reconstruction as 
much as they would like is likely to prevent the occurrence of 
subsequent regrets if it turns out that the final reconstruction 
does not meet their initial expectations. Promoting systematic 
large geographically-based data collections to obtain specific 
medical and psycho-social information may be an option to 
have up-to-date and representative data to measure the eventual 
psychological, social, and medical side-effects of new medical 
devices at a population level.
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ABSTRACT

Background: Family Planning (FP) promotion and services are often focused on women, but 
nonetheless men have an important role to play also. Engaging men in family planning pro-
grams and services has the potential to improve the use of FP methods, increase healthy preg-
nancy timing and child spacing, and improve on the overall health of the community. It may 
also facilitate decision-making by men and their partners in reproductive health matters that 
include FP. 
Objectives: The aim of this study is twofold; to 1) determine the risk factors associated with 
male involvement in the choice of FP methods; and 2) describe the perceived barriers to male 
involvement in family planning.
Methods: We conducted a cross-sectional, community-based study among men in the Buea 
Health District (BHD). The multistage sampling technique was used to select four health areas 
and twenty communities. Eligible participants were selected by consecutive and convenient 
sampling and were administered a structured questionnaire to measure their involvement in the 
choice of FP methods. Socio-demographic and reproductive characteristics of participants were 
obtained; and so were communication factors and barriers in FP. The logistic regression model 
was used to determine the factors associated with male involvement. Statistical significance 
was set at P<0.05.
Results: A total of 292 men participated in this study, more than half (57.2%) of whom were 
involved in the choice of FP methods. Factors affecting the choice of FP methods were men’s 
age ((adjusted Odds Ratio (aOR)=0.35; 95% Confidence Interval (CI): 0.12-0.86; P=0.042)), 
knowledge level (aOR=2.62; 95% CI: 1.50-4.58; P=0.001), educational level (aOR=2.45; 
95% CI: 1.10-5.48; P=0.029), partners level of education (aOR=2.37; 95% CI: 1.12-5.02; 
P=0.024) and birth spacing between partners last two deliveries (aOR=3.14; 95% CI: 1.48-
6.68; P=0.003). The identified barriers to male involvement were financial constraints (lack 
of money), conception difficulties, inadequate information on FP methods, tradition, unskilled 
healthcare providers, weight gain by partners, and desire for large family size. 
Conclusion: This study revealed that men in the BHD were highly involved in FP. Their age, 
level of education, FP knowledge level, partner’s level of education, and birth spacing between 
partner’s last two deliveries were among the factors that influenced male involvement in FP. 
Identified barriers to male involvement in FP methods were lack of money to pay for FP meth-
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ods, conception difficulties of their partners, inadequate infor-
mation on FP, desire for large family sizes, tradition, unwanted 
weight gain (side effect of female contraceptive methods), and 
unskilled health care providers. 

KEYWORDS: Male involvement; Family planning; Buea Health 
District; Cross-sectional study. 

ABBREVIATIONS: FP: Family Planning; aOR: adjusted Odds 
Ratio; CI: Confidence Interval; IRB: Institutional Review Board; 
SD: Standard Deviation.

INTRODUCTION

Family Planning (FP) is one of the main interventions 
required to improve on sexual and reproductive health choices of 
individuals and communities. It enables individuals and couples 
to have a healthy sexual life by deciding freely on the number of 
children they want and when they want them.1,2 

The global use of contraceptives has increased slightly, 
from 54% in 1990 to 57% in 2012. In Asia, 62% of the women 
use contraceptives; in Latin America and in the Caribbean, the 
figure has gone from 64% to 67%. In Africa, the use of contra-
ceptives remains very low; it went from 23% in 2008 to 24% in 
2012.3 In Cameroon in particular, the rate increased from 16.1% 
in 1991 to 23.4% in 2011.4 This low uptake has been due to neg-
ative perceptions regarding FP among men (a woman’s problem, 
time consuming, meant for prostitutes, lack of enough family 
planning clinics and expenses to pay for FP activities). Further-
more, FP is not much embedded in their culture.

The proportion of male participation varies across 
countries. This proportion is higher in more developed countries 
where it stands at approximately 63.2%,3 and lower in sub-Saha-
ran Africa where it ranges from 4.8%4 to 40%.5

In Africa, and particularly so in Cameroon, men believe 
FP to be the woman’s responsibility, with their own role being 
limited to making financial contributions towards its pursuit.2,6 
This explains why male contraceptive methods are few and for 
the most part unknown to would-be users. Even among those 
who use them, most complain of lack of satisfaction with the 
method. Majority of men complain of not having adequate sexu-
al pleasure with the condom. The situation is not made any better 
by fear of side effects of female methods. To these inhibiting 
factors must be added poor access to family planning services,7 

men-unfriendly FP services, unwelcoming healthcare workers, 
preference for large family sizes, religious sanctions, lack of fi-
nances, and long waiting times at FP clinics.6 

The aim of this study is twofold: 1) to determine the 
risk factors associated with male involvement in the choice of 
Family Planning methods; and 2) to describe the perceived bar-
riers to male involvement in family planning.

MATERIALS AND METHODS

Study Design

 This was a cross-sectional, community-based study 
carried out during the period 20th April to 16th May 2015.

Study Area and Setting

 The Buea Health District, with an estimated population 
of 147, 891 inhabitants, is one of the eighteen Health Districts in 
the South West Region. It has seven health areas, each made up 
of a number of communities or quarters. It is from these com-
munities, sixty-seven of them in all, that the study participants 
were enrolled. 

Study Population and Sampling

Study population: This was made up of men aged 21 and above, 
in the Buea Health District in the South West Region of Cam-
eroon.

Sample size calculation: The statistical software Epi info ver-
sion 7.1.3.0 was used to calculate the sample size using the one 
proportion formula. The proportion (p) for male involvement in 
family planning was assumed to be 18% (p=0.18) from a previ-
ous study8; 95% CI and 5% tolerable error and design effect of 
1.5 for multistage sampling from previous study.3 Therefore, us-
ing the formula,9 we obtained a calculated minimum sample size 
of 340 participants needed for study.

Sampling method: Multistage sampling was conducted in four 
stages to obtain the desired number of participants.

 There are seven health areas in the Buea Health Dis-
trict: Bokwango, Bova, Buea Road, Molyko, Muea and Tole. 
Molyko was excluded from this study because the majority of 
its population are university students, who are not very stable for 
follow-up and are dependent on their parents for subsistence. 

Stage 1: Four out of six Health Areas were randomly selected 
from the District, without replacement.
Stage 2: Using simple random sampling, five communities were 
selected within each Health Area. This amounted to twenty com-
munities from which data was collected.
Stage 3: Seventeen households were then conveniently chosen 
from each community
Stage 4: Lastly, one eligible respondent was chosen from each 
household. 

Eligibility criteria: The participants included in this study were 
men aged 21 years of age or older, with at least a partner, and 
who freely consented to be part of the study. Participants were 
expected to have spent at least the past six months in the health 
area.
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Exclusion criteria: Participants who had not spent the past six 
months in a particular household were not eligible; nor were 
those who did not approve of the study. 

Study Procedures

 Administrative approvals were obtained from the Fac-
ulty of Health Sciences, University of Buea, the South West Re-
gional Delegation of Public Health, and from the Buea Health 
District. Ethical approval was obtained from the Institutional 
Review Board (IRB) of the Faculty of Health Sciences, Univer-
sity of Buea.

 Informed consent was obtained from participants. The 
data was collected using a structured questionnaire.

Participant recruitment: Once in the households, adequate infor-
mation on the study was given to the household members and 
only one eligible participant was selected from each household.

Interview: After written informed consent was obtained from the 
participant, data was collected using a structured questionnaire. 
The data collected focused on factors associated with male in-
volvement in the choice of FP methods (socio-demographic, re-
productive and communication factors) and on barriers to male 
involvement. The questionnaire was both self and interviewer 
administered. 

Data Management and Analysis

 The questionnaire was in the English language and 
contained information on male involvement, knowledge of FP, 
socio-demographic details, and reproductive and communica-
tion variables. The data collected was checked on a daily basis 
for completeness and accuracy after having been transformed 
into electronic readable versions, and after specific codes and 
names had been assigned to the variables. All missing data were 
entered as “missing”. Data was backed up in an external hard 
drive for safety.

 Data collected was entered into Microsoft Access (MS) 
access interface on Epi-info version 7.1.3.0. The statistical anal-
ysis was done using STATA version 10 (STATA corps, Texas 
USA). The questions aimed for both quantitative and qualitative 
data. Continuous variables were described using means, medi-
ans, standard deviations and interquartile ranges. Absolute and 
relative frequencies were used to describe categorical variables 
and were reported as such.

 The following three categories of factors associated 
with male involvement in the choice of family planning methods 
were studied:

• Socio-demographic factors: Age, education level, religion, 
marital status, employment status, age of partner, level of 
education and employment status of partner.

• Reproductive factors: Current number of living children, du-
ration of birth spacing, desired number of children, and cur-
rent use of any family planning methods.

• Communication factors: Discussion of family planning 
methods, approval of its use.

 The categorical variables were described using num-
bers and proportions while continuous variables were described 
using mean, Standard Deviation (SD), median and range. 

 To assess the factors associated with male involvement, 
selected variables from socio-demographic factors (age, educa-
tion level, employment status, age of partner, education level of 
partner and employment status of partner), reproductive factors 
(current living children, desired number of children and birth 
spacing), and FP knowledge level were analyzed. For categori-
cal variables, the proportion of men who were highly involved 
in the choice of FP methods in each category of the factors was 
indicated. These proportions were compared using Chi-square 
test or Fischer’s exact test where appropriate. Also, Odds Ratio 
(ORs) and 95% CI were reported. For continuous variables, the 
mean, SD or range for men whose involvement is high or low 
was indicated. The means were compared using the Student t-
test. Statistical significance was set at P<0.05.

 Furthermore, the association between the predictors 
(men’s age, level of education, employment status, age of part-
ner, level of education of partner, employment status of partner, 
current living children, the desired number of children, birth 
spacing and FP knowledge) and men who were highly involved 
in the choice of FP methods was computed to get the adjusted 
odds ratio and 95% CI. Statistical significance was set at P<0.05. 

 To describe the perceived barriers of male involvement 
in family planning a qualitative data were used where partici-
pants gave their opinion about the barriers to their participation 
in family planning. These barriers were grouped into the follow-
ing three categories: 1) individual barriers, 2) healthcare pro-
vider’s barriers, and 3) health facility barriers. The frequencies 
and percentages for each category were reported.

Ethical Considerations

 Participants were given adequate information, and in 
return informed consent was obtained from them. Participation 
was voluntary and participants were free to withdraw at any time. 
To ensure confidentiality, participants were identified by codes 
rather than names. Findings provided information on the factors 
that aided or hindered men’s participation in the choice of FP 
methods. This information is intended to contribute in improv-
ing male participation in FP programs, with particular focus on 
the use of contraceptive methods. No invasive procedures were 
used, except that some of the questions asked were considered 
by respondents to be too indiscrete. However, they had the op-
tion not to respond to questions that they deemed too personal.
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RESULTS

 Of the 340 questionnaires distributed in the four health 
areas of the Buea Health District, only 292(85.9%) were re-
turned, and in the following proportions: Muea health area, 76 
out of 102(74.5%); Buea town health area, 72 out of 85(84.7%); 
Buea road health area, 80 out of 85(94.1%); and Bokwango 
health area, 64 out of 68(94.1%).

Socio-Demographic Characteristics of Participants

Table 1: A total of 292 persons participated in this study. Male 
participants were older than their partners, with mean ages of 
35.3 and 29.6 years respectively. The level of education was fair-
ly equally distributed among the men and their partners, with the 
highest levels being secondary education (43.8% for men and 

44.9% for their partners). Illiteracy was very low, 3.08% for men 
and 7.53% for their partners. As many as 43.2% of the men were 
self-employed and 41.6% of their partners were unemployed. 
Many of the men were monogamously married (45.9%) while 
6.2% of them were married in a polygamous union. A high pro-
portion of the participants, 89.7%, were Christians.

Reproductive Characteristics of Respondents

Table 2: The median birth spacing between their partners’ last 
two childbirths was 3.5 months (interquartile range: 0 to 72 
months). The mean of current living children was 2.6 children 
(range 0 to 16 children). The number of children desired by the 
participants ranged from 0 to 22 children, with a mean of 4.9 
children.

Characteristic Level Frequency (n) % or Mean (SD) Median Range or IQR

Age of man (years) 292 35.3(11.5) 32 21-70

Age of partner (years) 292 29.6(9.88) 26 16-60

Education of man None 9 3.1

Primary 49 16.8

Secondary 128 43.8

Tertiary 106 36.3

Total 292 100

Education of partner None 22 7.5

Primary 57 19.5

Secondary 131 44.9

Tertiary 82 28.1

Total 292 100

Employment status 
of man

Unemployed 70 24.0

Employed 96 32.9

Self employed 126 43.1

Total 292 100

Employment status 
of partner 

Unemployed 121 41.6

Employed 54 18.6

Self employed 116 39.9

Total 292 100

Marital status Single with partner 107 36.6

Married monogamous 134 45.9

Married polygamous 18 6.2

Living with partner 33 11.3

Total 292 100

Religion None 19 6.5

Christian 261 89.7

Islam 11 3.8

Total 292 100

Table 1: Socio-demographic characteristics in 292 men involved in the choice of family planning methods in the Buea Health District.
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Factors Associated with Male Involvement in the Choice of Fam-
ily Planning Methods

Table 3: Men with adequate FP knowledge were 3.06 times 
more likely to take greater interest in male involvement in the 
choice of FP methods (OR: 3.06: 95% CI: 1.87-5.0). Also, male 
participants aged 35 or less (OR: 2.7; 95% CI: 1.7-4.4), men in 
monogamous or polygamous unions (OR: 0.45; 95% CI: 0.27-
0.74) and whose partners were aged 30 or more (OR: 0.48; 95% 
CI: 0.30-0.79) were also more likely to take greater interest in 
the choice of FP methods. Men who had attained secondary or 
tertiary levels of education (OR: 5.94; 95% CI: 3.07-11.5), and 
whose partners had attained similar levels (OR: 6.01; 95% CI: 
3.38-10.7) were also more likely to show greater involvement 
in the choice of FP methods. Finally, participants who desired 
to have more than five children (OR: 0.30; 95% CI: 0.18-0.52) 
or already had more than five children (OR: 0.16; 95% CI: 0.08-
0.33) were also more likely to demonstrate higher levels of in-
volvement.

 After adjusting for the other factors, it was found that 
men’s involvement in the choice of FP methods was determined 
largely by their age, FP knowledge, educational level, their part-
ner’s educational level, and the birth spacing between their part-
ner’s last two births.

 After controlling for other factors, it was realized that 
men with higher FP knowledge were 2.62 times more likely to 
be involved in the choice of family planning methods (OR 2.62: 
95% CI; 1.50-4.6, P=0.001). 

 After adjusting for confounders, men with secondary 
or tertiary levels of education had 2.5 times higher levels of in-
volvement in the choice of FP methods than those who were 
uneducated or with primary levels of education (OR 2.5: 95% 
CI: 1.10-5.5, P=0.03).

 After controlling for other factors (OR: 2.4; 95 % CI: 
1.12-5.02, P=0.024), it was found that men whose partners had 
at least secondary or tertiary level of education were 2.4 times 
more likely to have higher levels of involvement in the choice of 
FP methods than those whose partners had no, or only, primary 
education. Equally, the odds against men demonstrating higher 
levels of involvement in the choice of FP methods increased 2.9 
times for every year’s increase in men’s age (OR 2.9; 95% CI: 
0.12-0.96, P=0.042).

 In conclusion, after controlling for other factors, the 

odds against men demonstrating greater involvement in the 
choice of FP was 3.14 times higher for every month’s increase 
in the interval between their partner’s last two deliveries (OR: 
3.14; 95% CI: 1.5-6.7, P=0.003).

Barriers to Male Involvement in the Choice of Family Planning 
Methods

 The identified barriers to male involvement were gath-
ered into three sub-groups: 1) individual, 2) healthcare provider, 
and 3) health facility related barriers. 

Table 4: More than half (59.9%) of the participants did not pro-
vide any reasons which hindered them from involvement in the 
choice of FP methods while 40.1% provided reasons for their 
low involvement. 9.3% evoked financial constraints in the pur-
chase of contraceptives as a barrier while 1.4% reported the un-
friendliness of healthcare providers.

DISCUSSION

 Involving men in FP is another way of obtaining their 
commitment to the improvement of its methods. This study pro-
vides information on the factors that aid or hinder men’s par-
ticipation in FP. For men to be more involved in FP and other 
reproductive health services, they require adequate information. 
Some participants felt they did not have adequate information 
on FP services. Even so, their overall involvement was good and 
would have been better still if they had been better informed.

Factors Associated with Male Involvement

 Among the study population in the Buea Health Dis-
trict, age was a significant factor in men’s involvement in the 
choice of FP methods. More than half (66.7%) of the men aged 
35 years or younger demonstrated higher levels of involvement 
in the choice of FP methods, meaning that younger men were 
more likely to participate in FP. This result differs from those 
of other studies which report higher levels of involvement in 
men aged 35 years and older.5,10-13 Currently, many more young 
men are educated; as such they have access to information from 
sources like the internet, radio, TV, and even from their partners. 
Men aged 35 and less were more represented in this study than 
those aged 36 and more. Besides, younger men were more will-
ing to participate in the study. This picture explains the FP bias 
in favor of younger participants.

 We also found, as have others,5,14 that men with ade-

Characteristic Frequency (n) % or Mean (SD) Median Range or IQR

Birth spacing (months) 292 15.5(19.2) 3.5 0-72

Current living children 292 2.6(2.9) 2 0-16

Desired number of child(ren) 292 4.9(2.8) 4 0-22

Table 2: Reproductive health characteristics of 292 men in the Buea Health District.
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Characteristics N Male  involvement

% Unadjusted OR 95% CI p-value aOR 95% CI p-value 

Knowledge 

Inadequate 161 45.3 1.00 - - 1.00 - -

Adequate 131 71.8 3.06 1.87,  
5.00 <0.001 2.62 1.50,  

4.58 0.001

Marital status

Single with partner 107 69.2 1.00 - -

Married monogamous/ married 
polygamous/ living with partner 185 50.3 0.45 0.27, 0.74 0.002 0.54 0.25, 1.16 0.113

Education of men

None/ primary 58 24.1 1.00 - - 1.00 - -

Secondary/tertiary 234 65.4 5.94 3.07, 11.5 <0.001 2.45 1.10, 5.48 0.029

Education of partners

None/ primary 79 26.6 1.00 - - 1.00 - -

Secondary/tertiary 213 68.5 6.01 3.38, 10.7 <0.001 2.37 1.12, 5.02 0.024

Employment status of men

None 70 64.3 1.00 - - 1.00 - -

Employed/self employed 222 55.0 0.68 0.39, 1.18 0.170 1.09 0.54, 2.20 0.185

Employment status of partners

None 121 60.3 1.00 - - 1.00 - -

Employed/self employed 170 54.7 0..79 0.49, 1.27 0.340 0.89 0.48, 1,65 0.712

Age of men(years)

36 years and more 115 42.6 1.00 - - 1.00 - -

35 years and less 177 66.7 2.69 1.66, 4.37 <0.001 2.88 1.04, 8.03 0.042

Age of partners(years)

30or less 191 63.4 1.00 - - 1.00 - -

More than 30 101 45.5 0.48 0.30, 0.79 0.004 1.87 0.67, 5.25 0.231

Current living children

5 or less 243 64.2 1.00 - - 1.00 - -

More than 5 49 22.5 0.16 0.08, 0.33 <0.001 0.45 0.14, 1.40 0.167

Desired number of children

5 or less 212 65.1 1.00 - - 1.00 - -

More than 5 80 36.3 0.30 0.18, 0.52 <0.001 0.78 0.33, 1.83 0.564

Birth spacing (months)

12 or less 170 55.3 1.00 - - 1.00 - -

More than 12 122 59.8 1.20 0.43, 0.75 0.439 3.14 1.48, 6.68 0.003

Table 3: Association of knowledge, socio-demographic and reproductive characteristics with male involvement in the choice of FP methods in 292 men in the 
Buea Health District. 

quate knowledge about the FP scheme were more likely to be 
involved in the choice of its methods. When men have proper 
knowledge of FP methods, they are more willing to participate 
in choosing a suitable method for use with their partners. Men 
learn through their involvement; for example, when they accom-
pany their partners to a FP clinic, they gain knowledge of the 
risks of closely-spaced births (12 months and less) on the moth-
er and child, especially during childbirth. Men with adequate 
knowledge of FP are more likely to use contraceptive methods 
and to encourage their partners to do likewise, thereby combat-
ing maternal mortality. 

 The educational level of men also plays a significant 

role in their involvement in FP. This study revealed that men who 
had secondary or tertiary level of education were more likely to 
be more involved in FP than men who were uneducated or had 
only the primary level of education. This result compares with 
those of other studies conducted in Nigeria, Bangladesh, Papua 
New Guinea and Nepal where men who were uneducated or had 
primary level of education were likely to have a more conserva-
tive perception towards FP.3,5,15-18 Educated men are more likely 
to have good knowledge of FP which can enable them to make 
informed decisions on the benefits and risks of FP methods. Un-
educated men, on the other hand, often have misconceptions 
about FP methods, especially with regards to side effects. These 
misconceptions are usually the cause of low male involvement 
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in FP services. Providing adequate information to men who have 
no, or only, primary education can change their views of FP and 
so boost their involvement. This proposition was not verified 
by a study conducted in Nepal which instead reported that men 
with no formal education or with only primary level of education 
had greater involvement in reproductive and sexual health ser-
vices.13 Whilst focus is on women’s education (and rightly so) in 
improving health outcomes, men’s educational level is equally 
important as it enables them to access information relevant to 
health.

 Women’s level of education was also seen to be a 
strong factor in their husband’s or partner’s involvement in FP. 
Our findings suggest that women who are educated facilitate 
their partner’s involvement in their health issues and in those of 
their children. Other studies also found an association between 
women’s educational level and male involvement in FP and oth-
er related issues.5,14,18

 Birth spacing was also discovered to be significantly 
associated with male involvement in FP. Men whose partner’s 
interval between the last two deliveries was 13 months and more 
demonstrated higher levels of involvement in FP. However, the 
studies reviewed did not report this association; rather, they re-
ported the current number of living children and the desire for 
more than five children to be associated with men’s participation 
in FP.3,7,11,15,18,19

 While men’s marital status, their partner’s age, the cur-
rent number of living children and the desire for 5 children and 
more determined their level of involvement in the bivariate anal-
ysis, these same factors were not determining when the other 

factors were taken into account in the multivariate analysis. 
Barriers to Male Involvement in Family Planning

 The barriers to male participation vary across countries 
because of differences in customs and traditions. The identified 
barriers to male involvement were financial constraints (9.3%) 
and inadequate information on FP methods (8.2%). This picture 
is similar to findings in Nigeria, Ghana, Democratic Republic 
of Congo (DRC) and Ethiopia.3,4,20,21 Some modern female FP 
methods are expensive and therefore tend to dissuade men from 
being involved. Also, since some men are ignorant or do not 
have adequate information about FP, their involvement is af-
fected to the same extent. Some participants reported that they 
are not involved in FP because their customs and tradition do 
not permit them to be. They claim that FP in their culture is a 
woman’s activity and so they do not see any reasons why they 
should be involved. Besides, their preference for large family 
sizes makes it difficult for them to support any methods that 
challenge such interests. Studies in other countries have shown 
participants reporting that large family sizes are intrinsic to their 
culture and that their only obligation to women concerning FP 
is the provision of money.3,4,6,8,22 Other participants reported that 
when their partners use FP methods they later have side effects 
like difficulties to conceive, and unwanted weight gain; and that 
when they use condoms they do not derive sexual satisfaction. 
These findings have also been reported in studies conducted in 
Uganda and Kenya.6,23 Some participants reported that they do 
not have time to accompany their partners to the FP clinic or to 
discuss FP with them because they are busy looking for money 
to take care of the family. These findings are similar to those in 
studies carried out in Uganda.6

Barriers Frequency (N) Percentage (%)

Individual barriers 

Infertility or conception difficulty of partners 21 7.2

Inadequate information on FP methods 24 8.2

Ignorance 7 2.4

Time constraint 7 2.4

Tradition and custom 19 6.5

Financial constraint 27 9.3

Not yet attain desired family size 10 3.4

Weight gain of their partners 17 5.8

Having sex with no pleasure when using the male condom 6 2.1

Health care provider barrier 

Unskilled health care providers 17 5.82

Health care provider not user friendly 4 1.37

Health facility barrier 

Health facility not accessible 20 6.85

Table 4: Barriers to male involvement in the choice of Family Planning (FP) methods.
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 Among some of the barriers caused by healthcare pro-
viders and health facilities were the unfriendliness of health care 
providers, their poor skill, and in some areas difficulty in ac-
cessing healthcare facilities. These findings are corroborated by 
other studies.4,21,22,24

Study Limitations

 This study was done in four health areas in the Buea 
Health District in the South West Region of Cameroon. The 
BHD is only one in 18 Districts in the Region. There may there-
fore be need to conduct a larger survey, for example in all the 
Health Districts in the South West Region, and in other parts of 
Cameroon. Also, the sample may not be representative enough 
of the population of men in the South West Region and in Cam-
eroon as a whole. There is also the problem of recall bias as 
many of the participants could not give the correct intervals 
between their partner’s last two childbirths. Furthermore, since 
this study is a cross-sectional study, it may also limit the ability 
to establish relationships between the predictors (age of man, 
education level of man, employment status of man, age of part-
ner, education level of partner and employment status of partner, 
current living children, desired number of children, birth spac-
ing and knowledge) and men who were highly involved in the 
choice of FP methods. These limitations should be considered 
when interpreting the results.

 There are a number of strengths to this study. The Buea 
health district is made up of urban and rural communities. Focus 
on men from both communities in this study provides valuable 
insights into their involvement in FP, their knowledge on FP 
methods, and its determinants. These insights will help inform 
the policies and programs targeting increased male involvement 
in FP programs. Qualitative data on barriers to male involvement 
added insights into factors which hinder male participation in 
FP. This data will provide information on how to overcome bar-
riers to increased male involvement.

Conclusion

 Men may not benefit directly from safe motherhood 
services, but their partners need their understanding and sup-
port to have access to basic reproductive health services. Men’s 
involvement, therefore, remains a major determinant in all FP 
initiatives. The level of male involvement in this study was high, 
and was driven, among other factors, by age, level of educa-
tion, level of FP knowledge, partner’s level of education, and 
birth spacing between their partner’s last two deliveries. Some 
of the obstacles to male involvement were financial constraints, 
conception difficulties, inadequate information on FP, desire 
for large family sizes, tradition, side effects of female meth-
ods (unwanted weight gain for example) and unskilled and/or 
unfriendly health care providers. Men and women have equal 
responsibility in their reproductive health condition and should 
make joint decisions in FP methods. 

Recommendations

 Male involvement in sexual and reproductive health 
services, especially in FP, is crucial in boosting FP methods 
among men and their partners. FP programs should, therefore, 
be designed to strengthen and incorporate the responsibility and 
role of men in the practice of FP services. Furthermore, com-
munity health education sessions should be organized to provide 
communities with adequate information on FP services.

 We also recommend that the FP services be made more 
male friendly to address men’s sexual and reproductive health 
needs. 
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