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Introduction: The understanding of the link between cultural affairs and maternal health is 
critical to save the lives of women. The South African maternal mortality rate (MMR) target 
for 2015 was 38/100,000 live births. In 2017, South Africa had 1,222 maternal deaths. The 
purpose was to determine the perceived cultural factors contributing to MMR in rural 
villages in Mopani District.
Methods: This qualitative research and non-probability purposive sampling was used to 
select participants who met the inclusion criteria. Thirty women, age 40 years and above 
childbearing age, who had given birth in their lifetime, were sampled. Data were collected 
through in-depth individual interviews at the women’s homes. Probing to elicit more 
information was conducted focusing on hemorrhage, hypertension and risk of contracting 
human immunodeficiency virus (HIV). Data were analyzed through open coding methods. 
Trustworthiness was ensured by Guba and Lincoln’s criteria, credibility, dependability, 
confirmability, and transferability.
Results: From the study three themes emerged from the data as cultural factors relating to 
heavy, red post-delivery bleeding perceived as cleaning-out of the womb. With hypertension, 
gaining weight rapidly before the 20th week of gestation not reported as a pregnancy was 
still culturally concealed. Contracting HIV, women were exposed to unsafe sex practices due 
to cultural expectations of having children as a sign of femininity.
Discussion: The formulation of culture congruent interventions to promote good and 
acceptable cultural practices that cannot harm the physical and mental status of women 
was recommended to reduce unplanned deaths among them.
Keywords: hemorrhage, human immunodeficiency virus, hypertension, maternal mortality 
rate, perceived cultural factors

Introduction
Globally, more than half a million women die in childbirth, due to deaths occurring 
in developing countries, and about half in sub-Saharan Africa.1 In 2017 South 
Africa had 1,222 maternal deaths, Limpopo province had 181 deaths and for 5 
deaths, causes were unknown. Out of these deaths, were from 28 deaths.2 The 
Department of Health3 reported that more than 4,300 mothers die every year due to 
complications of pregnancy and childbirth. Women die from preventable causes 
related to pregnancy and childbirth,4 hemorrhage being the leading cause of 
maternal death in the regions. Further prolonged or obstructed labour, sepsis, 
disorders of pregnancy, especially eclampsia, and complications of unsafe abortions 
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were documented to cause maternal deaths. In South 
Africa, the commonest causes of maternal deaths were 
HIV/AIDS, hypertension, and hemorrhage.5 The high 
rate of maternal mortality was found amongst women 
who reside in rural areas and poorer communities.4 

According to Zureick-Brown and Chou,6 maternal mortal
ity is regarded as a key indicator of population health, 
social and economic development. In Sub-Saharan 
Africa, the sociocultural factors have been highlighted as 
significant contributors to maternal mortality. The high
lighted socioeconomic factors were illiteracy, poverty, 
ignorance, poor nutrition and poor use of available mater
nal services), whereas cultural, religious factors, poor 
transport and telecommunication and biological factors 
which included age and parity differential were cited as 
significant contributors.7 On the part of the health sector, 
the deficit in obstetric emergency care provision in rural 
areas was found to have played an important role in 
maternal mortality.7 Hence Okolocha et al8 concluded 
that full understanding of maternal morbidity and mortal
ity, could be important when considering factors like cul
tural determinants. These determinants may include 
paucity of facilities to deal with obstetric emergencies, 
harmful traditional medical beliefs and practices and strict 
male control and restriction of women’s access to medical 
care. The studies on sociocultural norms influences which 
are used in maternity services focusing on general 
communities.9–11 It is therefore important to conduct the 
study in the rural community because their belief systems 
could be incorporated into the interventions that are 
recommended to improve maternal care.

Cole and Packer,12 viewed culture as a universal human 
experience with a clear picture of psychological and protective 
factors of pregnancy in cultural contexts. It is documented that 
previous research focused on biomedical causes and treat
ments for maternal mortality and largely neglected realities 
in countries where maternal mortality remained high, due to 
culture and traditional health practices which dictate what 
should happen during childbirth.13 The indigenous beliefs 
and practices that shape the cultural traits are passed from 
one generation to the next. Shaikh and Hatcher14 were of the 
notion that cultural aspects of pregnancy are often neglected, 
whereas, these practices are deeply rooted and embedded in 
the societies. Cultural practices become part of the people’s 
lifestyle and it becomes difficult to change their beliefs and 
practices. It can be concluded that belief systems could play a 
major role in health-care-seeking behavior of the family mem
bers. It is documented that three conditions that contribute to 

the majority of preventable maternal deaths in South Africa 
were identified for 2008–2010 as non-pregnancy related infec
tions, obstetric hemorrhage, and complications of hyperten
sion in pregnancy.15 The South African committee 
summarized its recommendations into five key points which 
can be referred to as the 5H’s namely HIV/AIDS, hemorrhage, 
hypertension, health worker training and health system 
strengthening. In this study the focus was on the 3H’s, hyper
tension, hemorrhage, and HIV/AIDS, and cultural factors that 
contribute to maternal mortality rate in Ba-Phalaborwa muni
cipality, Mopani District.

Hypertensive disorders during pregnancy is known as 
pregnancy-induced hypertension (PIH) which is a multi- 
organ disease which predominantly affects the circulatory 
system, renal system, central nervous system, coagulation, 
and liver.16 The placental immunological or chemical defect 
causes a prostaglandin imbalance, which affects the endothe
lium (lining) of blood vessels resulting in spasm of blood 
vessels, platelet aggregation, and leakage of plasma from 
capillaries.17 PIH can lead to severe maternal and fetal com
plications like placental abruption when the placenta pull 
aways from the wall of the uterus causing maternal and 
fetal distress, temporary kidney failure, liver problems, pul
monary edema, and intracerebral hemorrhage.18 PIH consti
tutes 14% of maternal mortality in developing countries 
because in its early stage a woman may totally be unaware 
of its presence.17 Screening for hypertension is simple and 
inexpensive. Findings by James et al19 on pregnant women’s 
attitudes and beliefs about PIH indicated that 80% of women 
visit the hospital only when noticing swollen legs and 60% 
associated swollen legs with superstition. Complications of 
hypertension in pregnancy remained the most common direct 
cause of maternal deaths.

Hemorrhage during childbirth can occur during preg
nancy, labour, and postnatally. Bleeding in pregnancy is 
always worrying, but it is also surprisingly common.20 

There can be several possible reasons. Women presenting 
with a history of missed menstrual period, positive preg
nancy test, an episode of vaginal bleeding, usually showed 
high level of anxiety. In the study conducted by Maputle et 
al21 found that cultural stereotype influences decisions, for 
example, not to tell other people about what’s happening 
with the pregnancy or the gestational age because the 
pregnancy will be aborted. The cultural attitudes to health 
care in general, and uterine bleeding in particular, influ
enced the provision of care to affected women. For exam
ple, it has been culturally noted that a regular, heavy, red 
menstrual bleeding is perceived as providing a “healthy 
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clean-out of the womb,” and this could contribute to sub
stantially delaying presentation for professional care.22 

Culture also determined gender norms that deny women 
the ability to make their own decisions, seek care without 
their husbands’ or other family members to make deci
sions on their own contributes to maternal mortality. 
Cultural stigma in the communities, for example husbands 
in the community who insist on their women doing diffi
cult household chores when they are pregnant, can play a 
serious impact on maternal mortality due to hemorrhage 
from placenta abruption in rural communities. Each year, 
Limpopo Province experiences a high number of maternal 
mortality compared to other provinces.23 It is not docu
mented what contributes to this situation. The purpose of 
this study was to determine the perceived cultural factors 
contributing to MMR in Ba-Phalaborwa municipality, 
Mopani District.

Materials and Methods
Research Design
The study was conducted at the Ba-Phalaborwa Local 
Municipality which is located in Mopani District of 
Limpopo province, South Africa. There are two surround
ing townships in Phalaborwa. A qualitative, exploratory 
and descriptive research approach was used.

Population and Sampling
The population sample comprised of women who have 
passed childbearing age. Non-probability, purposive sam
pling was used to select participants who met the inclusion 
criteria. Thirty women, aged 40 years and above child
bearing age, who had given birth in their lifetime, were 
sampled.

Ethical Considerations
In this study the ethical clearance was obtained from the 
University of Venda Research Ethics Committee (SHS/16/ 
PDC/23/1008) and permission to access villages from the 
Tribal Authorities of villages. All procedures performed 
which involve the participants were in accordance with the 
ethical standards of the institutional and research commit
tee and with the 1964 Helsinki Declaration. Informed 
consent was obtained from all participants. Participants 
were informed of their right to withdraw from the study 
without any penalty. Principles of fairness, privacy, con
fidentiality, anonymity as well as participants’ rights to 
voluntarily participate in the study were adhered to.

Data Collection
Data was collected using in-depth individual interviews, 
guided by an un-structured open-ended question “Could 
you share with me the cultural practices that are practiced 
for women during the childbirth period in this area?” 
Open-ended questions gave the participants the opportu
nity of answering any question in their own words. 
Probing as communication skills such as reflecting, 
encouraging and paraphrasing were used to elicit more 
information and focused on hemorrhage, hypertension 
and risk of contracting HIV. Data were collected for a 
period of not more than 45 minutes at the participant’s 
home as per the appointments. Data was collected using 
Xitsonga and Sepedi as local languages. A voice recorder 
and field notes were used to capture data.

Data Analysis
The narrative data from the qualitative un-structured inter
views were analyzed using Tesch’s open coding method.24 

The method included the following steps: the researcher 
read carefully through all the transcripts to get a sense of 
whole. After the completion of reading all transcripts, a 
list of similar topics was compiled. Data were grouped per 
themes and sub-themes and field notes were also coded 
and categorized. A literature control was done to control 
the results of the study.25

Measures to Ensure Trustworthiness
Trustworthiness was ensured by applying four principles 
of Lincoln and Guba’s26 framework. Credibility was 
ensured through prolonged engagement, the researchers 
met with participants during first appointment, data collec
tion and member checks. The experts used dependability 
to validate the methodology and this was ensured through 
thick description. Confirmability was ensured by adequate 
trail audit to determine the conclusions, interpretations and 
recommendations if traced to their sources.

Presentation of Findings
The participants were all females aged between 41 and 79 
years. Nine participants were married, one widowed and 
two were single. All participants had borne children in 
their life time. Eighteen participants were of the 
XiTsonga ethnic group as this was the main cultural 
group in the villages selected and twelve were Northern 
Sotho (Table 1).

Themes and sub-themes that emerged (Table 2) are 
discussed below.
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Main Theme: Cultural Factors Contributing to 
Maternal Mortality
Cultural factors affect the utilization of maternity care 
services in developing countries. The notion was sup
ported by Azuh27 when reporting that in parts of African 
countries, women had limited decision-making power in 
matters of reproduction and sexuality health. The author 
further corroborated that low status of women and the 
husbands’ domination could contribute to poor utilization 
of health-care services. Similarly, Hubert28 asserted that 
high levels of maternal mortality were strongly correlated 
with high levels of social inequality, especially unequal 
access to health services. The themes and sub-themes that 
emerged from the main theme (Table 2) will be discussed.

Theme 1.1: Perceived Factors Related to 
Hemorrhage
Maternal hemorrhage encompasses antepartum, intrapar
tum, and postpartum bleeding. In an optimal setting, 
patients who are at high risk of hemorrhage are referred 
to tertiary care institutions which have multidisciplinary 

teams who are prepared to care for and deal with known 
and unknown potential complications. Most participants 
conveyed that they do not know the actual difference 
between hemorrhage and normal bleeding which is 
known as lochia post-delivery.

Sub-Theme 1.1.1: Culture and Knowledge to Seek Care 
Socio-cultural factors may primarily influence decision mak
ing on whether to seek care, and to reach a care facility in 
time.29 In an African rural setting, knowledge to seek care 
lies firstly on cultural views. Culture often determines how 
individuals view diseases, and other related conditions. Some 
individuals would first seek care at churches and traditional 
healers since one may believe that it is spiritual work and not 
ordinary conditions which may need medical attention. 
Participant number 02 supported this when saying that:

During pregnancy every time I fell sick or feel unwell, I 
first use church tea which I drink almost every day or 
herbs, then if the condition does not change I go to church 
to talk to the elders and the pastor for stronger herbs and 
prayers. I only visit the clinic if the situation gets worse. 

Participant number 03 supported this by saying: “We have 
a very strong traditional doctor around here. Since I was 
bleeding during my 2nd trimester, it was believed that my 
enemies wanted to take my child away and use him/her 

Table 1 Demographic Data for Participants (N = 30)

Categories No. of 
Participants

%

Ethnic group Northern 

Sotho

12 40

XiTsonga 18 60

Age (years) 40–50 10 33
51–60 16 53

61–79 04 14

Marital status Married 20 66
Single 06 20
Widower 04 14

Parity 1–2 14 47
3–4 06 20

5 nd above 10 33

Educational level High school 08 27
Primary school 20 67
Tertiary 02 06

Beliefs for health- 
seeking behavior

Traditional 
health practices

12 40

Faith based 
beliefs

08 27

Western 10 33

Occupation Employed 06 20

Unemployed 24 80

Table 2 Main Theme, Themes and Sub-Themes That Emerged 
from the Data Analysis

Main Theme Themes Sub-Themes

1. Cultural 

factors 

contributing to 
maternal 

mortality

1.1. Perceived cultural 

factors related to 

hemorrhage

1.1.1. Culture and 

knowledge to seek 

care 
1.1.2. Perceived beliefs 

related to hemorrhage

1.2. Perceived cultural 
factors related to 

hypertension

1.2.1. Perceived beliefs 
and practices related 

to signs of 

hypertension 
1.2.2. Decision-making 

process related to self- 

care of hypertension
1.3. Perceived cultural 

factors contributing to 

risk of contracting 
HIV/AIDS

1.3.1. Cultural 

expectations from 

childbearing females 
1.3.2. Negative 

attitudes towards 

condom use to 
prevent risk of 

contracting the virus
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against me. But days later I bled more. I was taken to 
hospital, and I lost my baby.“

Sub-Theme 1.1.2: Perceived Cultural Beliefs Related to 
Hemorrhage During Childbirth 
Amongst African rural communities, people perform 
rituals and undertake consulting with traditional doctors 
for medications in the belief that they heal better than 
western medication. These practices are deeply rooted 
and embedded in these societies, and therefore they 
become part of the people’s lifestyle. It was noted that 
community members were innate to such an extent that it 
was difficult to change the beliefs and practices, as they 
adhered to them throughout their entire lives. Individuals 
adhered to their grandparent’s knowledge in the belief that 
they know better since they were there before them. 
Participant number 01 indicated that:

“Few days after giving birth, I had cramps and started 
bleeding profusely. My grandmother said it was a good 
sign that all pregnancy particles were coming out of my 
body. And with cramps she said that it was because that 
maybe I gave birth on the bed which a woman had mis
carriage on previously. 

In turn if no medical attention is given, implications on the 
health status of the individual may be severe. The mother 
was experiencing post-partum hemorrhage which, if left 
untreated, might have caused her to bleed to death.

Participant number 11 indicated that: “After my 
younger sister gave birth, she was bleeding; I thought 
she wasn”t stitched properly since she had an episiotomy. 
But then my mother insisted that we take her to a tradi
tional doctor as it was believed that if this condition is 
treated medically one will always fall sick. So my family 
took her to a traditional healer so that in future that con
dition may not happen. She stayed at the traditional hea
ler’s house. But after a few hours we were called back and 
told that she had passed on.

Postpartum hemorrhage can lead to maternal death 
within hours, and this can be worse if there is a delay in 
recognizing emergency obstetric complications and mak
ing prompt decision to seek care.

Theme 1.2: Perceived Cultural Factors Related to 
Hypertension
Hypertensive disorders of pregnancy contribute to severe 
morbidity, long-term disability and death among both 
mothers and their babies. However, deaths due to pre- 
eclampsia and eclampsia could be avoidable through the 

provision of timely and effective care to the women pre
senting with these complications.

Sub-Theme 1.2.1: Perceived Beliefs and Practices Related 
to Signs of Hypertension 
Delay in medical attention has negative effects both on the 
fetus and the mother. Early detection of hypertension is 
important for assuring appropriate management and refer
ral of women at risk of developing eclampsia including 
appropriate treatment. However, the traditional beliefs 
tended to cause delay in seeking medical attention, as 
elders were perceived to know much better about medical 
conditions, hence they would do what their elders did and 
how their culture was practiced.

Participant 15 indicated that: “In my family we have one 
or two kind of herbs which can help heal a sick patient. 
Since I am overweight, during my third pregnancy I devel
oped swollen feet. My grandmother would pour the herbs 
in a bowl and tell me to soak my feet. But that didn’t help; 
I had to visit the clinic 3 days later. 

Fraser et al,16 pointed that weight gain during pregnancy 
comprised the products of conception (fetus, placenta, and 
amniotic fluid) and hypertrophy of several maternal tissues 
(uterus, breasts blood, fat stores and extracellular and 
extravascular fluid). The authors further indicated that 
optimal weight gain for an average pregnancy is 12.5 kg, 
of which 9 kg is gained in the last 20 weeks of pregnancy. 
The fluid retention can further add up to 25% of a pregnant 
woman’s weight.

Sub-Theme 1.2.2: Decision-Making Process Related to 
Self-Care of Hypertension 
Decision making among black African communities lies 
mostly with the men, as the patriarchal system still dom
inates even to this day. Women have limited decision- 
making abilities on their reproductive and sexual health. 
As a sign of respect, women have to be submissive to their 
husband and this can also contribute to maternal morbidity 
and mortality.

Participant number 10 indicated that: “I have a lot of jobs 
to do daily. I clean the yard and the house. Cook for my 5 
children and husband, do laundry and other things. I 
cannot just go to the hospital. If I just leave, who will 
take care of my husband and children? When I am sick, I 
try to be strong just for my family. My husband is the one 
who gives me permission to visit the clinic since it is a bit 
far. It is only during antenatal period of pregnancy that I 
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can go to the clinic at due time, but I go there early so that 
by noon I’m back.” 

The results of the study by James et al19 indicated that 
swelling of the legs was associated with superstition. 
Complications of hypertension in pregnancy remained the 
common direct cause of maternal deaths. Fraser et al16 

pointed out that normally 9 kg is gained in the last 20 
weeks of pregnancy. When the woman gains weight rapidly 
before the 20th week of gestation that should be investigated. 
Furthermore, cultural factors apparently affect the utilization 
of maternity care services in developing.

Theme 1.3: Perceived Cultural Factors Contributing 
to Risk of Contracting HIV/AIDS
Polygamy is a common marital practice for many African 
cultures.30,31 Certain prevalent cultural norms and prac
tices related to sexuality contribute to the risk of contract
ing HIV/AIDS. Some participants indicated that they 
practice culture so that they may not cause feuds between 
family members. Some practices which includes polygamy 
or bearing children for your sibling. This practice could 
result in power inequality and engaging in unprotected 
sex, as women have limited ability to negotiate protected 
sex. Sub-themes that emerged are discussed below.

Sub-Theme 1.3.1: Cultural Expectations from Childbearing 
Females 
The importance of fertility in African communities may 
hinder the practice of safer sex. It was understood that if 
one does not bear children, the in-laws may chase away the 
woman or even encourage the husband to get himself another 
wife. This exposes one to unsafe sex practices due to cultural 
expectations of having children as a sign of femininity. Such 
practices may lead to polygamy which is now less practiced 
in the rural area, yet men tend to have more sexual partners. 
This is a myth with goes that men biologically are pro
grammed to need sex and one woman cannot satisfy them.

Participant number 20 indicated that “As a wife, you 
should do what is expected of you. Most marriages with
out children, do not survive. Children are the foundation of 
the marriage. The man negotiates for sex and you do as he 
says. Obeying your husband makes the marriage strong” 

And while participant number 13 indicated that:

It is culturally acceptable to bear children for your sibling. 
If your sibling cannot bear children, you have to sleep with 
her husband to bear children to them. If you disagree the 
family might take it that you are jealous of their marriage. 

For most of the ethnic groups, the husband has been 
assumed to be head of the household. The husband had 
dominance in decision making in the family including 
when he will have sex with his wife or wives.

Sub-Theme 1.3.2: Negative Attitude Towards Condom 
Use to Prevent Risk of Contracting the Virus 
Negative attitude towards use of condoms influences indi
viduals on refraining from using condoms. It was emerged 
that “Flesh to flesh” sexual activity gives more pleasure 
than using condoms.

Participant number 19 indicated that: “Lack of trust is 
associated with use of condom. Initiating to use a condom 
means that you do not trust your partner and I feel like 
there is no need for me to use a condom because I trust my 
husband and he trusts me too”. 

While participant number 16 stated that: “My man com
plains that condoms interfere with sexual pleasure, they 
deter sexual activity by reducing sensitivity and sometimes 
causing dry sex. He always tells me a quote in which he 
says “how can you eat a sweet in a plastic?” A condom in 
which he refers as a plastic . . ..

Participant number 08 indicated that:

It is embarrassing to purchase condoms. The cashier looks 
at you in a nasty way. Even at the clinics, when I take my 
child for immunization, I only take the condoms when 
nobody is looking. 

Discussion
The findings of the study revealed the perceived cultural 
factors contributing to maternal mortality associated with 
hemorrhage, hypertension and contracting of HIV in 
BaPhalaborwa municipality. How the community mem
bers adhered to their culture, determined how they viewed 
diseases, and other relative conditions. When they were 
sick, they displayed knowledge deficit, and consulted their 
indigenous healers. Abdul et al32 stated that culture and 
ethnicity created a unique pattern of beliefs and percep
tions as to what “health” or “illness” mean. These beliefs 
influenced how symptoms are recognized, to what they are 
attributed, and how they are interpreted and affects, how 
and when health services are sought.33 The socio-cultural 
attitudes influence the state of health, affects their entire 
affairs, diseases and health inclusive.34 According to 
Onyeabochukwu,35 cultural beliefs not only shape how 
individuals respond to forms of disease and illness but 
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also choices about which forms of care should be 
accessed. The findings also revealed that women or their 
families may have been unaware of the need for care or of 
the warning signs of problems in pregnancy or socio- 
cultural barriers prevented this.36

When women had heavy bleeding, this was perceived as 
providing a “healthy clean-out of the womb,” and this con
tributed to delay in presentation for professional care. This 
was supported by a study done by Sychareun37 when indicat
ing that reliance on traditional medicines may present a 
barrier to postpartum care. Traditional medicine approaches 
may be deeply valued among the females who are deeply 
rooted within culture. Similarly, this was a trend among black 
rural communities in Limpopo because they were still rooted 
in the spiritual and cultural belief system.37

Women were also lacking accurate information on devel
opment of hypertensive disorders. They did not know at 
which stage of pregnancy they should gain weight. 
Excessive weight gain was considered normal. The 
Department of Health,38 and Sellers39 pointed out that signs 
and symptoms of PIH include edema, severe headache, 
blurry vision and excessive nausea and vomiting. These 
signs develop slowly whereas in some women they develop 
in a sudden way without warning. Fraser et al16 pointed that 
oedema due to PIH puts on pressure and may be found in 
non-dependent anatomical areas such as the face, hands, 
lower abdomen, vulva and sacral areas. Cultural groups 
may choose to retain traditional health practices for a variety 
of reasons, including belief in the efficacy of traditional 
healing practices or due to difficulties of accessing western 
health care services.40 Abdul et al32 mentioned that this 
pattern of beliefs influences how symptoms are recognized, 
to what they are attributed, and how they are interpreted and 
affects the health services. This further influences the deci
sion-making process related to self-care when suffering from 
hypertension. Azuh27 reported that women’s decision-mak
ing power was limited, particularly in matters of reproduction 
and sexuality. He further ascertained that issues such as low 
status of women and husband’s domination all worsen the 
poor outcomes and poor utilization of health-care services.

Findings further revealed cultural factors contributing to 
the risk of contracting HIV/AIDS. Women could not insist on 
condom use as their husbands decide. The powerlessness of 
the woman to negotiate conditions favoring her was even 
made worse when she was illiterate, poor, and a rural 
dweller.41 Women further displayed negative attitude 
towards condom use to prevent risk of contracting the 
virus. This notion was supported by Masoda and 

Govender42 who found that there was resistance to the use 
of condoms because of religious and cultural beliefs, educa
tion levels, myths, and personal perceptions. Whereas con
sistent condom use had negative associations with being 
married or in a cohabiting relationship, it is documented 
and it is believed that condoms were safe and those who 
had multiple partners were more likely to be consistent users.

Limitations
Only 30 child-bearing women of Mopani district of 
Limpopo province were involved in the study. Findings 
will not be generalized to other districts of Limpopo 
Province.

Recommendations
1. Women, especially from their teenage years, must 

be educated about pregnancy, danger signs of preg
nancy, possible complications and what they mean 
so that they can seek medical assistance early.

2. Facilitate capacity building for the families to mini
mize male dominance on when females should seek 
medical assistance.

3. Build capacity on awareness and perceptions among 
the community members of the causes of maternal 
deaths which will influence their decision to seek 
help in the face of an emergency.

4. Provision of information and subsequently educa
tion on HIV/AIDS and pregnancy.

5. Provide information on self-care during pregnancy, 
intrapartum and postpartum, including male invol
vement in reproductive health care.

6. Integrating cultural beliefs, myths and practices in 
care provision to minimize its detrimental effects on 
women’s reproductive health

Conclusion
Most women believed and practiced cultural rituals 
which were passed on from generations to generations. 
It was noted with concern that women were not aware 
that these cultural factors under hypertension, hemor
rhage and HIV/AIDS can contribute to maternal morbid
ity and mortality. It was evident that culture was fully 
adhered to. Knowledge deficit on danger signs and ignor
ance about when to seek care health care may also 
contribute to maternal mortality as complications of 
pregnancy may continue. Misconceptions about the use 
of condoms amongst sexually active individuals tend to 
lead to unprotected sex and exposed them to contract the 
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virus. Cultural practices such as bearing children for 
siblings seemed normal, although this was viewed as 
very dangerous activity. Siblings sleep with their own 
partners and in turn, sleep with their sibling’s partners 
which results in unprotected sex in order to bear them 
children. This activity can spread HIV/AIDS very fast.
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