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Original Article

Context: Men’s participation in sexual and reproductive health (SRH) issues can help countries achieve their 
national development goals, such as reducing maternal mortality, increasing the use of contraceptives, and 
reducing the prevalence of human immunodeficiency virus infection and acquired immunodeficiency syndrome.
Aims: The purpose of this study is to design and to determine the psychometric properties of a questionnaire 
on the assessment of men’s attitudes toward male participation in women’s SRH issues.
Setting and Design: In this study, 449 married men from cities of Nowshahr and Chalus in Iran who were 
selected by the available sampling method completed Questionnaire on Assessment of Men’s Attitudes in 2018.
Materials and Methods: An exploratory sequential mixed‑methods approach was used in the present study 
and focused on research instrument design performed in two qualitative and quantitative phases.
Statistical Analysis: The formal validity, content, and structure (convergent and divergent validity) and 
the reliability of the scale were investigated. Confirmatory and exploratory factor analysis was performed 
using SPSS Amos 24 software.
Results: Four factors fit to the assessment of men’s attitudes are confirmed according to standard indicators 
that include “emotional and gender‑based attention,” “support for girls,” “attention and supply of SRH, and 
prevention of violence.” Convergent and divergent validity for all factors, as well as internal consistency 
and structural stability, are acceptable.
Conclusions: Given the importance and the necessity of male participation in women’s reproductive health, 
this questionnaire was endowed with sufficient validity and reliability and  could be useful to precisely 
assess men’s attitudes in this regard.
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INTRODUCTION

It is widely accepted that reproductive health refers to a 
healthy, satisfying, safe, and responsible sexual life together 
with freedom in making decisions concerning reproduction 
by individuals. In this respect, one of  the basic principles 
of  reproductive health, specifically that highlighted by the 
World Health Organization (WHO) is male participation 
in sexual and reproductive health  (SRH) issues.[1] This 
concept includes assuming responsibilities as a parent and 
one in charge of  family planning, prenatal care, provision 
of  maternal and child health, care about puberty in girls, 
prevention of  human immunodeficiency virus infection 
and acquired immunodeficiency syndrome (HIV/AIDS) as 
well as sexually transmitted diseases (STDs), unwanted and 
high‑risk pregnancies, prevention of  any violence against 
women and children, attendance in healthcare programs 
during spouse’s menopause and middle age, and attention 
to women’s diseases such as cancers.[2] Male participation 
in SRH can also reduce maternal mortality, increase the 
use of  contraceptive methods, and lower HIV/AIDS 
prevalence rates.[3] In some women’s  studies, the reason 
behind opting for no effective or safe contraception has 
been mentioned as husband’s consent and unwillingness.[4‑6] 
Therefore, successful implementation of  SRH programs 
can be closely correlated with attitudes and practices by 
men who can play a vital role in support for maternal and 
child health, contraception, prevention of  unwanted and 
risky pregnancies, prevention of  HIV/AIDS and STDs, 
provision of  healthcare services for mothers during 
pregnancy and childbirth, and also reduction of  violence 
against women and children.[7] If  men do not pay attention 
to women’s SRH issues, the problems of  women of  
reproductive ages will increase dramatically. In addition, 
poor educational performance and low knowledge of  
men about the needs and issues of  pregnancy are another 
factors that reduces men`s participation in SRH programs. 
The high level of  men`s knowledge about their spouse 
problems and accompanying them to receive pregnancy 
care is a sign of  the interest of  men in reproductive health, 
but low knowledge of  men about the needs of  pregnant 
women and pregnancy problems are important barriers 
for men’s supportive behaviors.[8] In a study reported a 
significant relationship between men’s knowledge and 
positive attitude toward participation in family planning. 
Women also believed that men’s support and participation 
increased their ability to reproductive decision‑making 
and their ability to plan for childbearing.[9] Despite the 
couple’s positive attitude toward men’s participation, are 
obstacles for men, such as men’s lack of  awareness and 
their undefined role in pregnancy care, economic and 
cultural issues, and problems with the health system.[10] 

Facilitators of  men’s participation in family planning 
include education, information, and access to the media, 
and a positive attitude toward family and gender. One of  
the barriers to participating in the SRH is the negative 
attitude toward gender equality.[11] Increasing awareness 
affects people’s perceptions and attitudes.[12] One of  
the first steps in designing health services with men’s 
participation is to be aware of  the factors affecting men’s 
participation and also to be aware of  their attitude toward 
promoting their role in this field.[10] In this view, assessment 
has been introduced as one of  the efficient parts of  health 
education programs. Moreover, assessment methods 
used to meet the objectives of  selected health education 
programs need to be evaluated.[13] Therefore, designing 
and developing appropriate research instruments, training 
human resources, and standardizing available tools in 
this area can be used to reduce errors in assessments.[14] 
Based on searches in the available online databases, some 
questionnaires have been developed about SRH, including 
Reproductive Health Questionnaire,[15] Psychological 
Maltreatment of  Women Inventory,[16] and Questionnaire 
for Interview‑Surveys with Young People.[17] Several 
studies have been also conducted in Iran to evaluate 
knowledge, attitudes, and practices regarding SRH in 
different groups, including men,[18] adolescent boys,[19] as 
well as male and female students.[20] In which the research 
instruments utilized have not been described in detail in 
terms of  their design and psychometrics or they have 
been just briefly delineated or have merely covered limited 
components of  SRH such as contraceptive methods 
and prevalence rates of  HIV/AIDS and STDs. There 
are also several investigations focused on designing and 
determining psychometric properties of  such research 
instruments for different dimensions of  health and 
specific groups; for example, Sexual Knowledge and 
Attitudes Scale for Premarital Couples,[21] Reproductive 
Health Assessment Scale for HIV‑Positive Women,[22] 
Questionnaire for Vulnerable Women’s Knowledge, 
Attitude, and Practice Concerning STDs,[23] Women’s 
SRH care Needs Assessment‑Persian,[24] SRH Needs 
Questionnaire among Persian Infertile Women,[25] and 
Questionnaire for Measuring Health Needs of  Adolescent 
Girls,[26] however, none of  these tools have been focused 
on assessing men’s attitudes toward male participation in 
women’s SRH issues. Besides, there is a lack of  information 
about reproductive concerns among men and their 
attitudes toward women’s SRH status.[18] Despite extensive 
search in the available databases, no questionnaire was 
found to assess men’s perspective about women’s SRH in 
several domains. Therefore, the main purpose of  this study 
was to design and determine the psychometric properties 



Soleimani, et al.: Psychometrics of a questionnaire on male involvement in women’s sexual and reproductive health

Journal of Nursing and Midwifery Sciences | Volume 7 | Issue 3 | July-September 2020 161

of  a questionnaire assessing men’s attitudes toward male 
participation in women’s SRH issues.

MATERIALS AND METHODS

An exploratory sequential mixed‑methods approach 
was used in the present study and focused on research 
instrument design performed in two qualitative and 
quantitative phases.

Qualitative phase
In this phase, the data were collected via interviews together 
with a review of  the related literature. The interviews 
were conducted with 20 married men in an individual 
and face‑to‑face manner using semi‑structured questions. 
The samples were also selected from community health 
centers located in two cities of  Nowshahr and Chalus in 
Mazandaran Province, Iran. The inclusion criteria were 
married men aged above 15 years. The sampling method 
was also of  purposive type with maximum diversity in 
terms of  age, level of  education, economic status, number 
of  children, and occupation.

Moreover, all the interviews were carried out in a private 
and quiet room on the participants’ requests, and sampling 
continued until data saturation, i.e., no new codes were 
extracted. Accordingly, a total of  20 interviews were 
performed, and each interview lasting 30–75  min and 
in one session. The interview questions were as follows:
• In your opinion, what does women’s SRH mean?
• What do you think of  male participation in women’s

SRH issues?
• What factors can affect women’s SRH status?

The interviews were correspondingly deepened through 
exploratory questions such as “Please explain more” 
or “Can you give an example? At the end of  each 
interview, the study participants were also asked to raise 
issues that had remained untold. After the completion 
of  the interviews, the data collected were analyzed 
using conventional content analysis method proposed 
by Graneheim and Lundman. Finally, the pool of  
items was developed based on definitions, dimensions, 
and components extracted from the conventional 
content analysis. To determine data trustworthiness, 
the four criteria developed by Guba and Lincoln, 
including credibility, transferability, dependability, and 
confirmability, were taken into account.[27]

Credibility
In this study, in cases where the researcher was doubt 
about the accuracy of  the perception of  the participant’s 

intended item, the issue was raised by re‑appointment or 
telephone call.

Dependability
To achieve this criterion, the researcher reviewed the 
themes by members of  the research team, reviewed 
the codes and categories that needed serious review in 
consultation with the supervisor.

Transferability
In this research, we have tried to create judgment and 
evaluate others about capability with detailed descriptions 
provide finding transferability.

Confirmability
In the present study, to meet this criterion, the researcher 
had to show that he did not suffer from bias. In fact, 
by clearly stating all stages of  the study (data collection, 
analysis, and formation of  themes), the researcher has 
exposed it to critique, i.e., the observers and readers of  the 
research report, by reading it to the researcher’s precision 
and honesty will find out at all stages of  research.

The related literature and existing research instruments 
focused on Men’s participation in women’s SRH issues were 
reviewed. All the related studies published between 2010 
and 2019 were thus searched in the online databases of  
Google Scholar, Scopus, PubMed, Science Direct, Scientific 
Information Database, and Magiran using keywords of  
attitude, male participation, SRH, questionnaire, and 
psychometrics with the following search strategy: “(men 
participation) OR (male participation) OR (men participation) 
OR  (male participation) AND  (reproductive health) 
OR (sexual health) AND (attitude) AND (Psychometrics) 
AND (questionnaire) AND (women).”

The articles related to the objectives of  the study in terms 
of  their titles, abstracts, and full texts were accordingly 
selected. All the studies in Persian and English, including 
quantitative and qualitative ones, were also searched. 
Besides, manual search was performed in the reference 
lists of  the articles about male participation in women’s 
SRH issues. The results of  this search led to a total of  
4404 articles at the first step, but 20 studies ultimately 
remained following the removal of  duplicated or irrelevant 
ones. All studies were reviewed several times, and the 
relevant terms were placed in a separate file as a pool of  
items comprised of  91 items.

Validity
Face validity
Face validity was determined using qualitative and 
quantitative methods.
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Qualitative face validity
A total of  10 married men were surveyed concerning the 
appearance of  the questionnaire, including the level of  
difficulty, appropriateness, and ambiguity. To this end, 
the items of  the questionnaire entitled Assessment of  
Men’s Attitudes towards Male Participation in Women’s 
SRH Issues were given to these individuals, and they were 
surveyed face‑to‑face.

Quantitative face validity
At this point, the impact score was evaluated. For this 
purpose, a total of  10 married men were surveyed, and they 
were asked to rate the importance of  each of  the items using 
a five‑point Likert‑type scale from totally important (score 5) 
to rarely important (score 1). Computing the multiplication 
result of  importance by frequency, the impact score of  each 
item was then determined. Frequency by percentage meant 
the number of  individuals who had assigned scores 4 and 
5 to each item and importance referred to the mean of  
importance scores based on the five‑point Likert‑type scale. 
If  the impact score of  each item was equal to or larger than 
1.5, the given item could be right and proper for subsequent 
analyses and remained.[28]

Content validity
Content validity was determined using qualitative and 
quantitative methods.

Qualitative content validity
The items of  the questionnaire were given to 10 
experts (4 reproductive health specialists, 2 midwives, 
1 gynecologist, and 3 family physicians) and they were 
asked to review the research instrument in terms of  
observing Persian grammar, use of  appropriate words, 
right placement of  items, as well as clarity and simplicity of  
items, and total scores and finally declare their comments 
and revisions in a written form.

Quantitative content validity
The quantitative content validity of  the given instrument 
was assessed and analyzed based on the opinions of  10 
expert panel members by calculating two quantitative 
indicators of  content validity ratio  (CVR) and content 
validity index (CVI).

Content validity ratio
To determine CVR, the experts were firstly asked to 
examine each item based on a three‑point Likert‑type 
scale of  “necessary, useful, and unnecessary.” After the 
calculation of  the CVR in the form of  a fraction result 
whose numerator was the difference of  half  of  the 
participants diagnosing items as necessary and denominator 

of  half  of  the total number of  the participants, the 
responses were compared with the criterion available 
in Lawshe’s Table. Accordingly, items whose numerical 
value of  their CVR was above 0.62 (based on assessments 
by ten experts) indicated that the presence of  each item 
associated with a statistically acceptable significance level 
in this research instrument was necessary and important.[29]

Content validity index
To determine CVI, ten individuals from the expert panel 
specified the relevance of  each item in the questionnaire 
using a four‑point Likert‑type scale. The CVI score for each 
item was thus calculated based on dividing the number of  
experts agreeing with each item with 3 and 4 ratings on the 
total number of  experts. According to CVI by Waltz and 
Bausell, items scored 0.79 were found appropriate, those 
scored 0.70–0.79 were questionable and needed to be 
revised, and items with scores <0.70 needed to be deleted.[28] 
After the finalization of  the CVR and CVI scores, the items 
were reviewed by the research team in a meeting.

Construct validity
Exploratory factor analysis  (EFA) was used to identify 
factors and to determine to construct validity. The sample 
size required for EFA, by taking at least ten individuals per 
item, was determined by 400 individuals selected based 
on convenience sampling method from Nowshahr and 
Chalous Health Centers، Nowshahr Ports and Shipping 
Department and Urban Schools.

At the first step of  determining construct validity, latent 
factors were extracted using EFA. Sampling adequacy index 
was also computed via the Kaiser‑Meyer‑Olkin  (KMO) 
Measure of  Sampling Adequacy and Bartlett’s test. Then, 
the extraction of  latent factors was fulfilled through 
maximum likelihood estimate, Promax oblique rotation 
solution, and aggregate chart using the   SPSS Statistics 
software version 25 (SPSS ver. 20 (Chicago, IL, USA)). The 
presence of  one item in one factor based on the formula of  
CV  5 152= ÷ −. ( )n 2  was determined by approximately 
0.3. According to the three‑indicator rule, at least three 
observed variables (items) need to be present in each factor 
for each latent variable. Communalities of  items  <0.2 
were also deleted from EFA.[30] At the next step, extracted 
factors were examined based on confirmatory factor 
analysis (CFA) (maximum likelihood estimate) and based on 
the most common goodness of  fit indices of  the Structural 
Equation Modeling (SEM) using SPSS Amos 24 software.

Convergent and divergent validity
Convergent and divergent validity of  the given questionnaire 
was determined using Fornell and Larcker approach (1981) 
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through average variance extracted  (AVE), maximum 
shared squared variance  (MSV), and averaged shared 
squared variance (ASV). It should be noted that whenever 
items in a research instrument in one factor have a higher 
correlation denoting their construct  (factor), they have 
convergent validity, and once the extracted items are 
separate from each other, there is divergent validity. To 
establish convergent validity, AVE must be also >0.5 and 
ASV and MSV need to be smaller than AVE to confirm 
divergent validity.[30,31]

Reliability
To assess the internal consistency of  the questionnaire, 
Cronbach’s alpha coefficients, McDonald’s’ Omega, and 
inter‑item correlation mean were estimated. To evaluate 
the stability of  test‑retest reliability, the questionnaire 
was also completed within 2 weeks by 20 men, and then 
intraclass correlation coefficient (ICC) was calculated using 
two‑way mixed‑effects model and absolute agreement. 
After that, composite reliability was calculated via CFA; 
moreover, reliability higher than 0.7 was considered as 
significant.[32]

Absolute reliability
Since ICC fails to provide information about accuracy 
of  scores, in this study, absolute reliability was calculated 
using standard error of  measurement (SEM) through the 
formula of  SEM = pooled SD 1− ICC .[28]

Normal distribution of data, outliers, and missing data
Normal distribution of  the data and the outliers were 
separately examined. The presence of  multivariate 
outliers and normal distribution of  data with multivariate 
elongation defects were also examined through Malalanobis 
distance‑squared  (P  <  0.001) and Marida’s coefficient 
values  (above 20). The percentage of  missing data was 
further evaluated through multiple imputation, and it was 
replaced with average responses of  participants.[32]

Ethical considerations
The present study registered with the code no. 
IR.MAZUMS.REC.1397.354 of  the Ethics Committee 
at Mazandaran University of  Medical Sciences on January 
6, 2019. Before the onset of  the study, the main objectives 
were explained to the participants in oral and written 
forms and then informed consent was obtained. All the 
participants were also assured that their information will 
remain confidential and they could withdraw from the 
study at any time. Upon their request, the results would 
be also presented to them. They were further assured that 
the research team would be committed to answering their 
questions during the study.

RESULTS

The items Pool contains 91 items, and after removing 
duplicate items or similar concepts, remained and finally 
psychometric properties done on these 48 items.

Face and content validity
In the qualitative face validity, 5 items were modified based 
on the participants’ opinions. In quantitative face validity 
and in qualitative content validity, no items were deleted 
based on the CVI. In the CVR, 8 items were removed and 
for determining reliability Cronbach’s alpha was calculated, 
and two items removed in item analysis.

Despite low CVR, for questions 22, 23, and 24 related to 
girls’ puberty were maintained according to the research 
team pointing view. In the end, out of  48 attitudes items 
of  38 items were prepared for the EFA.

The total number of  the participants was 449 married men 
and 14.5% of  them had high school diploma. The majority 
of  these participants also had stated that their household 
income was at an average level (76.4%). Other demographic 
characteristics information is reported in Table 1.

In the present study, 9% of  all the items were estimated as 
missing data. The sampling adequacy index using KMO 
Measure of  Sampling Adequacy and Bartlett’s test was also 
by 0.889 and 3719.357, respectively (P < 0.001). According 
to the EFA results for the construct of  male participation, 
four factors of  “emotional and gender‑based attention,” 
“support for girls,” “attention and provision of  SRH 
needs,” and “violence avoidance” were extracted. These 
four latent factors were respectively assigned with the 
first‑factor participation (5.137), the second factor (4.478), 
the third factor  (5.370), and the fourth factor  (3.759) of  
the Eigenvalue. As a whole, 54.883 could explain the total 
variance of  the construct of  male participation. First factor 
contained eight items, in which the first and the second 
items had a factor loading of  0.94 and 0.54, respectively. 
The next three items also had a factor loading >0.46. The 
items included; “I avoid sex in case of  my wife’s illness 
or fatigue  (unwillingness), but I express my love and 
affection.”  (Item 1), “I care about my wife’s satisfaction 
with marital relationships.” (Item 2), “I holistically support 
my infertile wife  (i.e., financially, emotionally, socially, 
and psychologically)”  (Item 3). All the three items had 
underscored emotional and sexual support and attention. 
Second factor was comprised 4 items in which the first and 
the second items had a factor loading of  0.96 and 0.82, 
respectively. The next item also had a factor loading above 
0.46. The items included; “I can assure my children especially 
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my daughter by strengthening intimacy during puberty 
that she will be supported in case of  any problems.” (Item 
1), “I can support my daughter in terms of  referrals to 
specialists and consultants in the event of  a problem during 
puberty.” (Item 2), and “I can establish intimate relationships 
with my daughter and actively listen to her words” (Item 3). 
All these three items put emphasis on providing support for 
girls (as would‑be mothers) by fathers. Third factor was made 
up of  6 items, in which the first and the second items had a 
factor loading of  0.75 and 0.69, respectively. The next item 
also had a factor loading >0.64. The items included; “I need 
to attend counseling sessions in case my wife is affected with 
cancer.” (Item 1), “I need to gain information about physical, 
mental, and sexual symptoms and changes in menopausal 
women.”, and “I need to holistically support my menopausal 
wife (i.e., financially, emotionally, psychologically, socially, and 
sexually). All these three items pointed out the provision of  
SRH needs. Fourth factor contained three items in which 
the factor loading of  the first item was 0.94 and that was 
0.71 and 0.51 for the second and the third items, respectively. 
The items included; “I avoid use of  physical violence 

(such as beating) against my wife.” (Item 1), “I do not use 
economic violence (e.g., no provision of  financial needs) 
against my wife.” (Item 3), “I support my wife in case of  
violence against her by others” [Table 2].

In the first‑order CFA, construct modification also showed 
appropriateness and goodness of  fit [Table 3]. At first, the 
Chi‑square goodness of  fit index was obtained. (X2 [180, N = 
225] = 500.69, P < 0.001) Then, to evaluate the fit of  the
model, other indices were examined using all indicators of
Minimum Discrepancy Function by Degrees of  Freedom
divided (CMIN/DF)  =  2.782, root mean square error
of  approximation = 0.063, parsimonious comparative fit
index (CFI) = 0.780, parsimonious normed fit index = 0.744,
adjusted goodness‑of‑fit index  =  0.881, incremental fit
index = 0.911, CFI = 0.910; confirming the goodness of  fit
of  the model [Table 3 and Figure 1]. As shown in Table 4,
the AVE of  all factors ranged from 0.32 to 0.59, but the AVE 
of  the first and the fourth factors was >0.5. Moreover, the
AVE of  the first and the third factors was <0.5. In addition,
the AVE of  the first and the third factors was larger than
their MSV (ranged from 0.32 to 0.34) and the AVE of  the
second and the fourth factors was less than their MSV (74/0).
The AVE of  all factors was smaller than their ASV (ranged
from 0.62 to 0.88). After evaluating the first‑order CFA, the
components of  the construct of  male participation and the
correlation between the construct and the sub‑scales using
SEM were also assessed through second‑order factor analysis 
to measure whether all the components could be included
in the general concept of  male participation or not. The
goodness of  fit indices of  the second‑order CFA is shown
in Table 3. The structural model and the CFA of  the research 
instrument in the factor loading state with standardized
coefficients are illustrated in Figure  2. The value of  the
factor loading obtained for all the items in the questionnaire
were >0.3 and the significance level was <0.001. Moreover,
the composite reliability for the first, the second, the third,
and finally for the fourth factors was, respectively, 0.788,
0.850, 0.792, and 0.793; indicating the appropriateness of
the composite reliability of  all the factors of  this scale. The
internal consistency of  the construct of  male participation
was also calculated using Cronbach’s alpha coefficients,
McDonald’s Omega, and ICC. The results demonstrated that
the internal consistency of  all factors was acceptable [Table 3].

Reliability
The ICC of  the questionnaire was estimated by 0.886 and 
its absolute reliability was obtained by 6.75.

DISCUSSION

The present study developed a research instrument entitled 

Table 1: Participants’ demographic characteristics information
Demographic characteristics Frequency (%)

Levels of education
Below high school diploma 65 (14.5)
High school diploma‑bachelor’s degree 254 (56.6)
higher than bachelor’s degree 130 (29)

Employment status
Unemployed 3 (0.7)
Worker 48 (10.7)
Self‑employed 81 (18)
Employee 298 (66.4)
Other 19 (4.2)

Household income
Very little 29 (6.5)
Little 71 (15.8)
Moderate 343 (76.4)
Much 6 (1.3)

Physical violence
Never 349 (77.7)
Rarely 88 (19.6)
Sometimes 11 (2.4)
Always 1 (0.2)

Economic violence
Never 352 (78.4)
Rarely 82 (18.3)
Sometimes 13 (2.9)
Always 2 (0.4)

Emotional violence
Never 269 (59.5)
Rarely 143 (31.8)
Sometimes 35 (7.8)
Always 2 (0.4)

Age, mean (SD) 42.6 (8.6)
Age at marriage, mean (SD) 26.6 (4.3)
Wife’s age, mean (SD) 38.4 (8.1)
Wife’s age at marriage, mean (SD) 22.4 (4.1)
Length of marriage, mean (SD) 16 (9)

SD: Standard deviation
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as Questionnaire for assessing men’s attitudes toward 
male participation in women’s SRH issues. Using EFA, 

four dimensions were accordingly extracted from this 
questionnaire, including “emotional and gender‑based 

Table 2: Exploratory factor analysis of the questionnaire on assessment of men’s attitudes toward male participation in 
women’s sexual and reproductive health issues
Factors Items Factor 

loading
Communalities Eigenvalue Percentage 

of variance

Emotional 
and 
gender‑based 
attention

Q 1. I avoid sex in case of my wife’s illness or fatigue (unwillingness), but I 
express my love and affection

0.940 0.563 5.137 34.102

Q 18. I care about my wife’s satisfaction with marital relationships 0.544 0.506
Q 10. I holistically support my infertile wife (i.e., financially, emotionally, 
socially, and psychologically)

0.471 0.285

Q 9. I make an appropriate decision with the consent of my wife in the 
event of an unwanted pregnancy

0.469 0.248

Q 15. I use condoms especially in cases of polygamy and temporary 
marriage to prevent all types of sexually transmitted diseases

0.462 0.300

Q 28. I respect women’s rights to freely choose time of having a baby 0.370 0.285
Q 3. I provide postpartum care services to my wife 0.340 0.247
Q 30. I collaborate and talk with my wife about planning to have a baby 0.319 0.362

Support for 
girls

Q 37. I can assure my children specially my daughter by strengthening 
intimacy during puberty that she will be supported in case of any problems

0.962 0.799 4.478 8.236

Q 38. I can support my daughter in terms of referrals to specialists and 
consultants in the event of a problem during puberty

0.821 0.626

Q 36. I can establish intimate relationships with my daughter and actively 
listen to her words

0.819 0.712

Q 23. I financially and emotionally support my wife and accompany her to 
receive diagnostic‑healthcare services in the case of being affected with 
cancer

0.400 0.321

Attention and 
provision of 
SRH needs

Q 24. I need to attend counseling sessions in case my wife is affected with 
cancer

0.750 0.385 5.370 6.663

Q 34. I need to gain information about physical, mental, and sexual 
symptoms and changes in menopausal women

0.692 0.555

Q 35. I need to holistically support my menopausal wife (i.e., financially, 
emotionally, psychologically, socially, and sexually)

0.641 0.538

Q 25. I express enough love and affection and strive to create a lively 
environment in family if my spouse is affected with cancer

0.585 0.390

26. I gain information about my wife’s sexual rights, reproductive health,
and its observance

0.511 0.502

Q 16. I make my wife aware in the event of a sexually transmitted
disease (e.g., genital warts, herpes, gonorrhea, syphilis, and HIV/AIDS)

0.349 0.246

Violence 
avoidance

Q 32. I avoid use of physical violence (such as beating) against my wife 0.947 0.815 3.759 5.882
Q 33. I do not use economic violence (e.g., no provision of financial needs) 
against my wife

0.718 0.540

31. I support my wife in case of violence against her by others 0.510 0.419

HIV/AIDS: Human immunodeficiency virus infection and acquired immunodeficiency syndrome, SRH: Sexual and reproductive health

Table 3: Goodness‑of‑fit indices of first‑ and second‑order confirmatory factor analysis model
Confirmatory factor analysis model 
Goodness of fit indices*

χ2 df P CMIN/df RMSEA PCFI PNFI AGFI IFI CFI

First‑order confirmatory factor analysis 
following construct modification

500.696 180 <0.001 2.782 0.063 0.780 0.744 0.881 0.911 0.910

Second‑order confirmatory factor 
analysis following construct modification

511.245 183 <0.001 2.793 0.068 0.672 0.610 0.776 0.975 0.971

*AGFI, PCFI, PNFI (>0.5), IFI, CFI (>0.9), RMSE (>0.08), CMIN/df (acceptable >5, good >3). CFI: Comparative fit index, RMSEA: Root mean square
error of approximation, PCFI: Parsimonious CFI, PNFI: Parsimonious normed fit index, AGFI: Adjusted goodness‑of‑fit index, IFI: Incremental fit index,
CMIN: Minimum Discrepancy Function by Degrees of Freedom divided

Table 4: Convergent/divergent validity, internal consistency, and construct stability
Factor Index

α AIC Ω CR AVE MSV ASV

Emotional and gender‑based attention 0.786 0.324 0.794 0.788 0.320 0.740 0.797
Support for girls 0.840 0.564 0.848 0.850 0.593 0.325 0.883
Attention and provision of SRH needs 0.806 0.407 0.809 0.792 0.394 0.740 0.811
Violence avoidance 0.780 0.549 0.793 0.793 0.563 0.341 0.812

α: Cronbach’s alpha coefficients, AIC: Average inter‑item corolation, Ω: McDonald’s Omega coefficient, CR: Construct reliability, AVE: Average 
variance extracted, MSV: Maximum shared squared variance, ASV: Average shared squared variance, SRH: Sexual and reproductive health
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attention,” “support for girls,” “attention and provision 
of  SRH needs,” and “violence avoidance” with a variance 
over 54%; indicating that the given questionnaire had good 
ability to explain and to measure the concept of  male 
participation in women’s SRH issues.

The first factor identified in the given questionnaire was 
“emotional and gender‑based attention.” In this respect, 
emotional intimacy could refer to one’s emotions and 
feelings and those of  others[33] and also denote having 
common resources with individuals who one can refer 
to for empathy and confidence. So, people endowed with 
emotional resources could feel like they have someone to 
refer to once they face problems.[34] As well, women have 
always highlighted meeting their emotional needs among 
the most important factors contributing to satisfying 
marital life. Therefore, expressing affection and receiving 
emotional attention, respect, praise, and compliment, as 
well as gratitude, are among behaviors that can affect 
sense of  comfort in women if  their emotional needs are 
met.[35]

The second factor was labeled as “support for girls.” One 
example of  support for girls was the attention to their health 
status during puberty which was of  utmost importance 

since adolescent girls could have special conditions 
including experiencing the sensitive stage of  puberty as 
well as their gender  (womanhood) and responsibilities 
expected by communities. Today girls would also turn into 
tomorrow mothers, playing a key role in one’s health status 
and that in communities. Adolescence is also known as 
a stress‑inducing stage for teens and their parents, so the 
impact that parents can have during this stage and their help 
to undergo natural changes is very important.[36] Similarly, 
a healthy and strong father living with children could also 
increase their compatibility and decrease their aggressiveness. 
Moreover, fathers could play an important role in developing 
appropriate sexual orientations in girls and boys.[37]

The third factor was named “attention and provision 
of  SRH needs.” It should be noted that everything, 
including human resources providing services as well 
as environmental and social conditions such as family 
planning and telephone health advice lines could be called 
needs.[38] Accordingly, SRH refers to issues and difficulties 
among individuals regarding their SRH status. The presence 
of  problems in each aspect of  SRH including maternal 
safety, family planning, history of  sexual relationships 
and behaviors, history of  HIV/AIDS and STDs, as well 
as gender‑specific violence, for example, women receiving 
prenatal and postpartum health‑care services or violence as 
problems are thus called needs in this respect.[39,40]

Figure  1: Scale of men’s attitudes towards male participation in 
women’s sexual and reproductive health issues: modified first‑order 
confirmatory factor analysis model

Figure  2: Scale of men’s attitudes towards male participation in 
women’s sexual and reproductive health issues: modified second‑order 
confirmatory factor analysis model
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The fourth factor was labeled as “violence avoidance.” 
According to the WHO definition, sexual violence could 
refer to behaviors in an intimate relationship that could 
cause physical, sexual, or psychological harm, including 
physical violence, sexual coercion, psychological abuse, 
and behavioral control.[41] Accordingly, intimate partner 
violence could be considered as a general health concern 
in the world and also as one of  the stress‑inducing 
conditions which could mostly affect women of  
reproductive age living in a family environment filled 
with violence can thus bring about serious risks 
for women’s health. [42] Physical and psychological 
complications, as well as acute and chronic reproductive 
health problems, are also common in women who are 
abused.[43]

The results of  the present study also showed no 
convergent validity in the first‑order CFA and the 
covariance between the factors was high. In this regard, 
Hear  (1995) suggested that convergent validity could 
exist when the items of  the construct were closer to each 
other and shared large variance with each other as well. 
It was also stated that divergent validity could arise when 
the items of  the construct or the latent factors extracted 
could be completely separate from each other.[31] In 
other words, there would be no good convergent 
validity when the latent factors were not explained 
very well via the extracted items or the first‑order 
extracted factors indicated a higher construct.[44] For this 
purpose, a second‑order CFA was performed following 
the first‑order CFA, showing sufficient convergent 
validity  [Table  4]. The internal consistency of  the 
questionnaire was also acceptable.

In the present study, composite reliability was reported 
to be at a high level. It should be noted that composite 
reliability is more important than Cronbach’s alpha 
coefficient since it is not affected by the number of  
the questionnaire items and the construct obtained and 
just depends on the actual amount of  factor loading of  
each item on a latent variable considering measurement 
error.[30]

Like numerous similar investigations  in this area, there 
were some limitations in the present study, such as 
naming the factors based on the researchers’ opinions. 
So, there was the possibility of  categorization bias.[45,46] 
One other limitation of  this study was to investigate 
male participation in a self‑reporting form, so there 
was the possibility of  some bias in this case. Moreover, 
superficial or incorrect responses to some items by some 
participants, along with existing sociocultural differences 

could be taken into account as expected limitations in 
this study.

CONCLUSIONS

The present study revealed that the Questionnaire for 
Assessing Men’s Attitudes toward Male Participation in 
Women’s SRH Issues was endowed with sufficient validity 
and reliability in the target group. Given the importance 
and the necessity of  male participation in women’s SRH 
issues, this questionnaire could be useful to precisely assess 
men’s attitudes in this regard.

Implications
This questionnaire could be helpful to assessing community 
health status. Since women can have a great contribution 
to communities and given that men also play a key role 
in promoting women’s health status, it is better to foster 
positive attitudes among men in this respect; however, 
an instrument assessing men’s attitudes toward women’s 
health had not been so far developed and the mentioned 
questionnaire was designed to meet this need. This 
questionnaire could be also utilized by all researchers 
across the world. Moreover, it could indirectly affect men’s 
health status because the promotion of  women’s health in 
communities could consequently improve that of  men. In 
other words, this research instrument targeted men’s sexual 
health status. Furthermore, this questionnaire could be used 
by students of  Counseling in Midwifery, family counselors, 
as well as family doctors.
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