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Abstract
Introduction: Motherhood among women living with HIV/AIDS is considered perilous in most of the countries of
Sub-Saharan Africa.
Objectives: To analyse women’s compliance to biomedical norms recommended to reduce the risk of mother-tochild transmission of HIV during pregnancy and childbirth in the rural province of Maputo.
Methodology: A qualitative study was performed, consisting of in-depth interviews and focus group discussions
with women who had become mothers, in-depth interviews with community health workers and semi-structured
interviews with mother and child health nurses. We used Bourdieu’s theory of practice as a guiding framework to
analyse the data.
Results: Our findings showed that participants complied with some recommended biomedical norms to reduce
the risk of mother-to-child transmission of HIV, such as subsequent antenatal visits, adherence to antiretroviral
therapy and childbirth at the health facility. However, they did not comply with the timing of the first antenatal care,
use of modern health care system to treat illness episodes and use of condom during pregnancy.
Conclusion: The study results suggest that compliance to the recommended prevention of mother-to-child
transmission is the result of complex interactions in which participants rely on knowledge and resources within both
the family and community and the modern health care system. Awareness among health care workers of pregnant
women’s perspectives as well as an adequate education about the timing of the first antenatal care and the benefits
of antenatal care in both the health facility and community could thus enable to improve prevention of mother-tochild transmission of HIV.

Keywords: Antenatal care; Experience of pregnancy; HIV positive
women; Mozambique

Introduction
The journey to motherhood among pregnant women living with
HIV/AIDS is considered perilous in most of the countries of SubSaharan Africa. Carrying a pregnancy implies to follow biomedical
norms recommended by campaigns on prevention of mother-to-child
transmission (PMTCT) of HIV. These recommendations consist of
attending first antenatal care from the first trimester of the pregnancy
[1], as well as adherence and compliance to antiretroviral therapy
(ARTs) to prevent transmission of HIV during the pregnancy, as
recommended by the World Health Organization [2] and the Ministry
of Health of Mozambique [3,4]. Moreover, women are recommended
to give childbirth at a health facility, to adhere to ARTs for the newborn, to practise exclusive breastfeeding in the first six months of life
[2,5] and to adhere to lifelong ARTs for their own health [6]. However,
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HIV infected women also face stigma and discrimination in their
communities, contributing to a limited or lack of access to adequate
health services and stress [7].
Several studies [8,9] reported that mother-to-child transmission
(MTCT) of HIV occurs during pregnancy, labour and breastfeeding.
When HIV pregnant women follow the prescribed PMTCT, the
transmission is almost eliminated [10]. However, lack of coverage and
follow-up of antenatal care (ANC) influence the effectiveness of
PMTCT in developing countries [11]. Moreover, this process requires
early adherence and compliance to several biomedical norms that are
often conflicting with social norms at community level.
ANC plays a critical role in the health of pregnant women regardless
of their HIV status. It is a key entry point to receive preventive health
services such as nutritional support, prevention and treatment of
several diseases (malaria, tuberculosis, tetanus, toxic immunization)
[1]. Moreover, women receive counselling about postpartum care for
themselves and their new-born and child spacing. Among women
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living with HIV, ANC enables access to ARTs to early prevent MTCT
[12,13], counselling about benefits of giving birth at a health facility,
safe practices of breastfeeding and early postnatal care [2].
Most African Sub-Saharan countries, including Mozambique, have
adopted WHO [1] guidelines that recommend at least 4 visits of ANC
for women whose pregnancy is progressing normally, with the first
visit in the first trimester (before 12 weeks of pregnancy). Similarly,
Mozambique is implementing an “Opt out” HIV testing model and “B
+” approach for pregnant women since 2013 [14]. The Opt-out HIV
testing model consists of counselling and testing all pregnant women
and their male partners, whilst the B+ approach comprises of
providing triple ARTs to all HIV-infected pregnant women, starting as
early as 14 weeks of gestation and continuing into lifelong therapy [2].
In Mozambique many women do a HIV test for the first time at
ANC. When they are diagnosed HIV positive, they start ARTs
immediately and are integrated in a “One-stop” model treatment at the
maternity clinic. This model consists of offering both mother and child
health HIV service in the same room during pregnancy and
breastfeeding [3]. Late ANC may result in high risk of MTCT of HIV,
estimated at 10-25% between 14-36 weeks of pregnancy and 25-50%
during the last month of pregnancy [15].
Most pregnant women still do not meet a minimal of 4 ANC visits,
and not all women attending the 4 ANC visits give birth in a health
facility. In Sub-Saharan Africa, in 2014, only 49% of women reported
at least four ANC visits and only 52% of childbirths were attended by
skilled health personnel [16]. In 2011, the Demographic Health Survey
(DHS) at a national level showed that in Mozambique, 91% of women
attended at least one ANC, 51% attended 4 ANC visits, and 55% gave
birth at a health facility [17]. Likewise, the rate of MTCT in SubSaharan Africa was 14% in 2014; while Mozambique reported 9% of
MTCT of HIV, despite providing ARTs to 91% of pregnant women
living with HIV [7].
Adherence to ANC has been burdened by structural barriers, such
as lower maternal education and cultural factors like the perception of
a pregnancy as a healthy physical state. Therefore, some women visit
health professionals when they perceive a treat to their well-being. Also
the belief that pregnancy disclosure could lead to spiritual
complications constitutes a barrier [18]. Other structural barriers
comprise of difficulties to reach a health facility, long waiting times at
the health facility [19] and lack of knowledge of the HIV status [20]. A
lack of uptake of HIV tests and ARTs adherence during pregnancy are
associated with the lack of ability to pay for the transport costs from
the place of residence to the health facility, non-disclosure of the HIV
status to the client’s sexual partner [21], lack of education [22],
emotional stress and side effects of ARTs [23].
Although the aforementioned studies highlight important issues on
ANC and PMTCT, there is a paucity of research about practices and
compliance of biomedical norms during pregnancy and childbirth of
women living with HIV. Therefore, the objective of this study was to
analyse women’s compliance to biomedical norms in order to reduce
the risk of MTCT of HIV during pregnancy and childbirth.
Understanding how women perceive and practise PMTCT is
important to improve maternal and child health care and to reduce the
risk of mother-to-child transmission of HIV during pregnancy and
childbirth.
Studies on adherence to ANC have been dominated by structural
approaches [24,25] and behavioural approaches [26]. The former
emphasizes the material, economic and social conditions to explain
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individual actions, while the latter stresses individual attitudes and
decision-making processes. To overcome this dichotomy, we used the
theory of Pierre Bourdieu, and in particular his Theory of Practice, as
an explanatory framework for this study [27]. This framework enabled
us to understand the inherent complexities of the participant’s
experiences and practices with regard to attending antenatal care and
childbirth at a health facility.
Bourdieu’s theory conceptualizes the relationship between social
structures and individual agency and thus helps to understand why
persons act in a certain – predictable although not completely
determined - way. According to Bourdieu, persons belong to one or
more fields or structured social spaces that are governed by historically
developed rules and norms about how to act and interact. Throughout
different socialisation processes, people develop a habitus or an
embodied disposition to perceive, think, feel, speak, evaluate and act in
a certain way [27]. In contrast to structuralist approaches, Bourdieu
does not assume that norms and rules simply impose themselves on
individuals. Rather, they are used and applied strategically to advance
one’s interests or to obtain a better position, taking into account the
requirements of the specific circumstances. Depending on the amount
and use of relevant resources, one can have more or less possibilities to
act. These resources – Bourdieu uses the term capital - are not only
economical, but can also include the language that one speaks, the
educational qualifications that one has, the network of social relations
one can rely on, knowledge and experience learned from different
social contexts [28]. In this regard, Bourdieu distinguishes between
economic, cultural, social and symbolic forms of capital.
From Bourdieu’s theory we can consider the health care system and
the family/community as historically relative autonomy developed
social fields. The family/community, particularly in rural areas, is still
largely structured by traditional or cultural values, norms, ways of
knowing and doing whilst the health care system relies on biomedical
norms, scientific standards and procedures. In both fields, there are
different assumptions about what to know, and how to behave.
Through attending ANC, pregnant women move between these two
fields, and respond to the – often conflicting – demands or logics of
these fields. Thus, Bourdieu’s framework enabled to explain how
pregnant women accessed and used different resources throughout
pregnancy and childbirth and how such access influenced the use of
biomedical norms.

Method
Study design and study sites
This qualitative study was conducted in Namaacha and Manhiça
rural districts of the Maputo province, located in the south of
Mozambique. Namaacha district had a population of 51,257 in 2015
[29] and 10 health facilities. Manhiça district had about 263,736
inhabitants [29] and 14 health facilities and one rural hospital. These
study sites were relevant for this study because they have the highest
prevalence of HIV/AIDS in the country, accounting for 26% of all
pregnant women living with HIV [30].

Recruitment of participants and data collection
The recruitment and interviews of the study participants took place
between January and March 2015 in six health facilities that implement
a PMTCT of HIV program. Three health facilities were selected in each
district, out of which one was located at the head quarter and two in
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the neighbourhood. The district headquarter is relatively urbanized,
whilst the neighbourhood has more rural characteristics. These
discrepancies were taken into account for the purpose of the analysis.
The study applied purposive sampling to assess 59 HIV positive
women who had given birth and were breastfeeding (25 in Namaacha
district and 34 in Manhiça district). These participants were important
to assess the trajectory’s experience of women from early pregnancy to
childbirth. To select the participants, the main researcher approached
all mothers at a postnatal visit in a child at risk clinic (CRC); and those
who agreed to participate were interviewed. A total of 59 in-depth
interviews and 5 focus group discussion (FGDs) (three in Manhiça
district and two in Namaacha district) with HIV positive women, and
6 semi-structured interviews with maternal and child health (MCH)
nurses were performed. Moreover, 6 in-depth interviews with
community health workers (CHWs) were carried out. Each FGD had
between 6-10 participants. Both individual in-depth interviews and
FGDs were conducted in Portuguese – the national language – for
those who could read and write it and in local vernacular language
(Rhonga) for those who could not understand Portuguese.

(SPSS, version 23) was used to analyse quantitative data emerging from
the data set.

Results
Characteristics of study participants
The demographic characteristics of the study participants are
displayed in Table 1. The majority of participants were between 18-34
years, married or living with a partner. Some participants lacked
formal education. Most participants were farmers and economically
dependent of their partners, and had more than one child.
Manhiça
(n=34)

Namaacha
(n=25)

Total

18-24

14

10

24

25-34

17

11

28

We used in-depth interviews to collect information about practices
and experiences of pregnancy care and childbirth among HIV positive
women. In addition, the FGD’s assessed different experiences about
pregnancy care. The semi-structured interviews with MCH nurses
gathered information about women’s adherence to ANC as well about
the compliance to biomedical norms among MCH nurses, whose role
is, among other activities, to advise pregnant women about safe
pregnancy care practices and the management of ARTs. The in-depth
interviews with CHWs assessed the mechanisms used to mobilize and
enhance the relationship between pregnant women and health care
providers.

35-39

3

4

7

None

10

4

14

Less than primary education (1-6 years)

8

6

14

Primary education completed or more (7-9
15
years)

12

27

Secondary education completed (12 years)

1

3

4

Procedures

Single

5

7

12

The study obtained ethical clearance from the Faculty of Medicine
of Eduardo Mondlane University and Maputo Central Hospital
Bioethics committee. Verbal information about the objective of the
study was provided, and a written consent was presented to each
participant to make an informed choice on whether or not to
participate in the study. All participants read and signed the informed
consent forms. Those who could not read and sign, choose someone of
their trust to translate the information into the local language and to
sign on their behalf. Three sociologists participated in the data
collection: one male main researcher (the first author) and two female
assistant researchers, who were trained on the objectives of the study
and data collection instruments. The main researcher coordinated the
field work, interviewed the participants and moderated the FGDs.

Married/Living with a partner

27

17

44

Divorced/Widow

2

1

3

1-2

20

14

34

3-4

11

7

18

5-6

3

4

7

Factor worker

0

1

1

Farmer

24

19

43

Housemaid

2

1

3

Own business/sale

6

1

7

Student

2

1

3

Teacher

0

2

2

Data analysis
A thematic analysis approach was applied to obtain the key themes
emerging from the data. The analysis involved five stages. First,
interviews were transcribed and then translated from Portuguese to
English. Second, each transcription was read more than once, and
initial codes were generated. Third, the codes were used to identify and
search different themes across the data. Fourth, the identified themes
were revised according to the research objectives, and final themes
were defined. Codes and themes emerging from the data set were
discussed and approved by all researchers involved in this study. The
last stage of thematic analysis consisted of producing a report of the
research outcomes. Moreover, a statistic package for Social Sciences
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Characteristics of participants
Age range

Educational Level

Marital Status

Number of Children

Occupation

Table 1: Demographic participants of the study participants.
Moreover, nearly all participants were members of Protestant
church, whilst others were members of Catholic and Muslim. Findings
of this study comprise four key themes: 1) knowledge of HIV positive
status, 2) timing of the first ANC visit, 3) pregnancy care after the first
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ANC and 4) childbirth practices. In each theme, participants reported
different experiences which enabled to analyse their compliance to
biomedical norms.

Knowledge of HIV positive status
Figure 1 shows the distribution of participants regarding knowledge
of their HIV positive status prior to the first ANC. The majority of
participants of both study sites knew their HIV positive status at the
first ANC visit. Almost all participants, including those who already
knew their HIV positive status, reported that they were tested for HIV
at the first ANC. Only one participant was not tested because she
disclosed her HIV positive status and was taking ARTs. According to
MCH nurses, HIV test should not be repeated to confirm HIV
positivity; but, some women do not disclose their positive status at the
ANC, and therefore, they are tested as if it were the first time.

However, few participants used pharmaceutical tests and blood tests at
the health facility to confirm the pregnancy.

Consulting a church pastor or witchdoctor before the first
ANC visit
All participants said that a health facility was the only place to get
advice and care for pregnancy after diagnosing the pregnancy.
However, few participants sought other complementary sources of
healing such as church pastors and witchdoctors prior to the ANC.
Participants who consulted pastors perceived illness episodes and they
sought treatment and protection for pregnancy. Some participants
reported that they did not use such practices in previous pregnancies
because they did not experience illness episodes, while others said that
it was a common practice. Participants sought a witchdoctor because
they wanted to inform their ancestors that they were pregnant, and ask
for their spiritual protection. These participants said they engaged in
the same practice that they usually do during pregnancy, as one of the
participants explained:

“I went to a witchdoctor to inform the ancestors that I am pregnant.
The ancestors protect the baby and me and they also ensure a safe
childbirth. I always proceed the same way whenever I am pregnant. I
did the same in my previous pregnancies”. (37 years, 5 children,
Manhiça).

Reasons for timing the first ANC

Figure 1: Distribution of participants regarding knowledge of HIV
status prior to pregnancy.

The timing of the first ANC visit
This theme comprises four subthemes: the first explores how women
self-diagnosed pregnancy, the second describes social norms that
women followed before the first ANC, the third present’s reasons that
women reported for booking the first ANC and the fourth shows ANC
visits throughout pregnancy.

Self-diagnosis of pregnancy
Participants used different ways to self-diagnose their pregnancy
prior to ANC. Most participants used biological signs of the body, such
as lack of menstruation after one month or two months, tiredness and
weakness of the body. Other signs like changing in dietary preferences
(lack of appetite, and choice of food) and perception of illness
episodes, such as a headache, seasickness and vomiting were also used.
These signs were learned from books for those who could read and
from the health facility for those who had experience of motherhood.
Some participants also learned to diagnose their pregnancy from
school, whilst others used knowledge learned from parents and peers.
The majority of participants suggested that one can recognise a
pregnancy as early as 2 weeks and between one and two months.
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Most participants attended the first ANC when they perceived
illness episodes, and were seeking care for themselves. These
participants used previous knowledge learned from MCH nurses to
know that pregnant women were only recommended to take
medication from a health facility. This knowledge enabled participants
to seek the first ANC between 8 and 12 weeks of gestational age.
Moreover, some participants who knew their HIV positive status prior
to pregnancy also attended the first ANC between 8-12 weeks because
their partners, who were also HIV positive, and MCH nurses advised
them. However, other participants in the same situation attended the
first ANC at 16 weeks. Most of these participants perceived that their
babies were not at risk because they were already taking ARTs before
the pregnancy. They also reported knowing that HIV positive women
had to take ARTs to prevent MTCT of HIV and book ANC at 12
weeks.
Attendance to the first ANC between 13-24 weeks was also
motivated by a perception of illness episodes, such as feeling unwell,
headache and malaria; the need to confirm if they were pregnant,
advice from their partners, mothers and peers. Some participants
recognized that it was too late to attend the first ANC at 16 weeks, but
they could not attend earlier due to work obligation, lived far from the
health facility and others were living in South Africa. Participants
explained that when they were in South Africa with their partners,
they were afraid to book their first ANC because they were
undocumented migrants. However, some participants reported that
MCH nurses had advised them to attend the first ANC when the
gestational age was before 20 weeks or when the belly was visible, as
illustrated by a narrative of one of the participants:

“I attended the first ANC when my belly was visible because when I
went to health facility for the first time the gestational age was one
month and 2 weeks [6 weeks], and MCH nurses sent me back. I
wanted treatment because I knew I was HIV positive, but they told me
that the belly was not visible. They advised me to attend the ANC when
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the belly was visible. (…) I waited until the belly was visible, and I went
back to the health facility at four months [16 weeks]”. (20 years, 1 child,
Namaacha).

health facility”. Participants in the FGDs reported that MCH nurses
advised to attend the first ANC at 12 weeks of the gestational age. They
also said that MCH nurses only get angry with pregnant women if they
attend ANC after 20 weeks. Indeed, there is a difference in terms of
advises the MCH nurses give to women. Some MCH nurses confirmed
advising women to attend the first ANC at 20 weeks and others at 12
weeks. Nevertheless, MCH nurses reported that some women on ARTs
still continue attending the first ANC at 28 weeks.

Participants explained that late ANC attendance (25-36 weeks) was
due to lack of knowledge about their HIV positive status, lack of
money for transport and lack of information about the recommended
time for the first ANC. Some participants with unknown HIV status
prior to the pregnancy reported that they would have attended the first
ANC earlier if they had known they were HIV positive prior to the
pregnancy. Moreover, other participants delayed the first ANC because
they were “feeling lazy” and “did not want to get tired to go to the

ANC visits throughout pregnancy

Number of weeks at the first ANC
Characteristics of participants

Manhiça (n=34)

Namaacha (n=25)

1-12

13-24

25-36

1-12

13-24

25-36

18-24

5

8

1

2

6

2

25-34

3

13

1

5

5

1

35-39

2

1

0

0

4

0

None

3

7

0

1

1

2

Less than primary education (1-6 years)

1

6

1

1

5

0

Primary education completed or more (7-9 years)

6

8

1

4

7

1

Secondary education completed (12 years)

0

1

0

1

2

0

Single

1

3

1

1

4

2

Married/Living with a partner

9

17

1

6

10

1

Divorced/Widow

0

2

0

0

1

0

1-2

8

11

1

5

7

2

3-4

1

10

0

1

5

1

5-6

1

1

1

1

3

0

Factor worker

0

0

0

0

1

0

Farmer

7

15

2

7

9

3

Housemaid

0

2

0

0

1

0

Own business/sale

2

4

0

0

1

0

Student

1

1

0

0

1

0

Teacher

0

0

0

0

2

0

Age range

Educational Level

Marital Status

Number of Children

Occupation

Table 2: Gestational age of pregnancy at the first ANC visit.
Table 2 presents the gestational age of the participants at the first
ANC according to their social characteristics. The earliest gestational
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age at the first ANC was 8 weeks and the latest was 28 weeks. Most
participants attended the first ANC between 13-24 weeks, regardless of
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place of residence, their age, level of education, marital status, number
of children and occupation. Those participants who consulted a church
pastor or witchdoctor attended the first ANC between 16-24 weeks,
and other started at 8 weeks.

Knowledge of HIV positive status and gestational age of
pregnancy
Figure 2 shows the distribution of gestational age at the first
antenatal care visit among participants in relation to knowledge of
HIV positive status prior to pregnancy. Most participants who knew
their HIV positive status prior to the pregnancy attended their first
ANC between 13 and 24 weeks, while a few attended the first ANC
between 1 and 12 weeks of gestational age.

Primary education completed or more
3
(7-9 years)

12

2

10

Secondary education completed (12
0
years)

1

0

3

Marital Status
Single

1

4

4

3

Married/Living with a partner

4

23

3

14

Divorced/Widow

1

1

0

1

1-2

2

18

3

11

3-4

3

8

3

4

5-6

1

2

1

3

Factor worker

0

0

0

1

Farmer

4

20

7

12

Housemaid

1

1

0

1

Own business/sale

1

5

0

1

Student

0

2

0

1

Teacher

0

0

0

2

Number of Children

Occupation

Figure 2: Gestational age at first antenatal visit in relation to
knowledge of HIV positive status prior to pregnancy.

Number of ANC visits throughout pregnancy and knowledge
of HIV positive status

Number of ANC visits throughout pregnancy
Table 3 shows the number of ANC visits throughout pregnancy
according to the social characteristics of participants. All participants
attended at least two ANC visits. Most participants attended 4 ANC
and more, regardless their age, level of education, marital status,
number of children and occupation.
Number of
pregnancy
Characteristics of participants

ANC

Manhiça (n=34)

visits

during

Namaacha (n=25)

2-3

4
and
2-3
more

4
and
more

18-24

3

11

3

7

25-34

3

14

2

9

35-39

0

3

2

2

0

10

2

2

5

3

3

Age range

Educational Level
None

Less than primary education (1-6
3
years)
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Table 3: Number of ANC visits throughout pregnancy.

Figure 3 presents the number of ANC visits throughout pregnancy
according to knowledge of HIV positive status of the participants.
Almost all participants who knew their HIV positive prior to the
pregnancy attended 4 and more ANC visits. Nevertheless, most
participants who knew their HIV positive status at the first ANC also
attended 4 and more ANC visits. All participants said ANC enabled to
check the position of the foetus, their weight, access to tablets and
ARTs for the mother and prevent MTCT and treat illnesses. However,
participants reported participating in almost all ANC visits to avoid
reprimands from MCH nurses during childbirth at the health facility.
In their experience and perceptions, women who do not frequently
attend ANC suffer because MCH nurses do not treat them adequately
during childbirth.

Practices of pregnancy care
This section describes women’s practices regarding disclosure of
HIV status to the partner for women who knew their HIV positive
status for the first time at the ANC, adherence to ARTs, use of condom
and management of illness episodes during pregnancy.
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Use of condom during pregnancy
Few participants used a condom during pregnancy. Participants
reported that they were not using a condom because their partners
were absent during pregnancy, while others said that it was difficult
because they had not disclosed their HIV status to their partners.
Some participants who had disclosed HIV status said their partner
accepted to use a condom during the pregnancy to protect the baby.

Management of illness during pregnancy

Figure 3: Number of ANC visits according to knowledge of HIV
positive status.

Disclosure of HIV status to the partner
Few participants disclosed their HIV positive status to their
partners after HIV diagnosis. In most cases their partners already
knew their HIV status prior to the pregnancy. In other cases they
accepted the invitation letter from the health facility and went to do
HIV test together. Of those that did not inform their partners, they
said that they were not yet psychologically prepared to disclose their
HIV positive status to their partners, while other feared stigma and
discrimination, and therefore preferred their husband to find out
themselves. Participants reported giving the letters of invitation from
the health facility to their partners, but most of them said they were
not able to go to the health facility due to work obligations.
MCH nurses reported that participants’ partners rarely went to the
health facility when they were invited because they already knew they
would be HIV-tested. However, they said that they advise the pregnant
women to take ARTs regardless of disclosure of their HIV positive
status to their partners. Community health workers (CHWs) also said
that there was lack of male participation because some already knew
their HIV positive status, but did not yet disclose to their partners,
while others were married and impregnated their neighbours; and
therefore, they do not accept to accompany pregnant women to the
health facility.

Adherence to ART during ANC
All participants said that they received ARTs at the maternity clinic
and they reported complying mostly to prevent HIV transmission to
the baby and for their own health. Moreover, participants reported that
it was mandatory to take ARTs to prevent HIV infection to the baby.
MCH nurses said that most women complied with ART during
pregnancy because they were afraid their baby would be born HIVinfected. CHWs also helped women to comply with ARTs and
emphasized the need to protect the baby. Participants who did not
disclose their HIV positive status could take ARTs without problem
because they told their partners that those medicines were prescribed
for the safety of the baby during pregnancy and breastfeeding.
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A considerable number of participants reported illness episodes
during pregnancy. The most common illnesses were constipation,
fever, cough, headache, feet pain, stomach-ache, body pain, malaria,
dizziness, vomiting, diarrhoea and wounds in the vagina. Participants
associated these illnesses with pregnancy and HIV. Some participants
sought the health care to treat illnesses; few pursued praying with the
church pastors, whilst some used traditional remedies to treat
toothache and vomiting. In addition, some participants (suffering from
feet pain, stomach-ache, headache, pain of the body and nausea) did
not seek any treatment because they perceived these illness episodes as
normal for pregnant women. The majority of participants said that
they decided themselves to treat the illness, while few were advised by
their partners or mothers-in-law.
Some participants reported seeking other sources of healing, such as
church pastors, expecting them to pray for them whenever an illness
episode was perceived, and prior to childbirth. The pastor’s prayers
were believed to help to prevent and treat evil spirits that could cause
problems to pregnant women and during childbirth.
Illness episodes were associated with the sex of the baby.
Participants perceived a baby boy pregnancy as a risk pregnancy
compared to a baby girl pregnancy. They said that when a woman is
pregnant of a baby boy, she is more vulnerable to get sick throughout
pregnancy than when she is pregnant of a baby girl. Participants
reported seeking for a church pastor to prevent the perceived risk of
pregnancy.

Practices and experience on childbirth
The majority of participants reported to have given birth at the
health facility. Participants said that they gave birth at the health
facility because it was “good” and “secure for the baby” and because
they “trusted” the health providers to protect the baby and themselves.
Moreover, participants reported that it was recommended to give birth
at the facility to prevent HIV transmission to the baby, and because the
baby had to take syrup after the childbirth. Few participants, who gave
birth at home, reported failure to give birth at the health facility
because they lived far, and there was no transport to take them when
the labour started. Participants said their mother helped to give birth
at home, and suddenly went to the health facility. Most of the
participants said that they decided themselves upon the place to give
birth, and all said they were advised by MCH nurses to give birth at the
health facility. Few participants said the decision of the birthplace was
given by partners, mothers and grandmothers.

Discussion
The study suggests that women’s compliance to biomedical norms
during pregnancy and childbirth was influenced by the availability and
access to multiple resources, such as knowledge and experience of
pregnancy care and access to modern health care system and
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traditional health care. Thus, participants’ practices reflected their
knowledge and experiences, and seemed to respond the demand of
both the modern health care system and the family and community
norms. Findings of the study showed that participants used knowledge
acquired from the modern health care system, school and from
socialisation in the family and community to early diagnose their
pregnancy. However, most participants attended the first ANC visit
(between13 and 24 weeks) out of the period recommended by WHO
and the Ministry of Health in Mozambique. Similar findings have been
documented in South Africa [31], Ethiopia [32] and Uganda [33].
Late attendance to the first ANC seems to be influenced by the way
the biomedical norms are transmitted and perceived: some MCH
nurses advised pregnant women to attend the first ANC when the belly
was visible or at 20 weeks of the gestational age, whilst participants
perceived that MCH nurses reprimanded them if they attended the
first ANC visit after this period. Moreover, social norms, such as
consulting a church pastor or witchdoctor for spiritual protection prior
to the ANC, as well as seeking modern health care when an illness
episode was perceive seemed to contribute to the late ANC. Other
factors that influenced late first ANC were: work obligations
hampering an appointment, migration, lack of knowledge of the HIV
positive status, lack of knowledge about the recommended time for the
first ANC, lack of money for transport, and the perception of the ANC
as an exhausting process. Early ANC was associated with availability
and access to resources, such as health facility to treat the perceived
symptoms of illness, advice from the partners who knew their HIV
positive status and advise of MCH nurses on timing of the first ANC.
This result is in line with previous studies in Sub-Saharan Africa [18].

document reasons for not attending the ANC or use of the health
facility.

Conclusion
The study showed that the participants accessed and used different
resources that influenced compliance to biomedical norms during
ANC and childbirth. Participants relied on their knowledge and
experience about pregnancy care, advice of the family, MCH nurses
and support of CHWs, and other forms of healing (church pastors and
witchdoctors) acquired in multiple interactions in the family and
community and modern health system. Participants followed some
biomedical norms to prevent MTCT of HIV, such as subsequent ANC
visits, compliance to ARTs and childbirth at the health facility, obeying
the logic of the modern health system. However, most participants did
not comply with the recommended time for the first ANC because of
work obligations, lack of money for transport, migration, erroneous
advices of MCH nurses, lack of knowledge of the HIV positive status
and about the recommended time for the first ANC, and social norms.
Moreover, the majority of participants did not use a condom
throughout pregnancy and some participants used other forms of
healing to address illness episodes rather than the modern health
system; following thus the logic of their family and community.
The study suggests that there is a need of an adequate health
education for both women and men about HIV and reproductive
health in the family and community and at the health facilities,
emphasizing the benefits of antenatal care to both the baby and the
couple. In addition, more ethnographic studies are needed to access
the motivations of women who do not use the health facility during
ANC and childbirth.

The findings showed that despite late first ANC attendance,
participants complied with the follow-up visits and ART adherence, as
it has been documented across Sub-Saharan Africa [34-36]. The
engagement into these practices might have been influenced by the
need to protect the baby against HIV and the preparedness for
childbirth. Women perceived that when they do not miss ANC, they
are likely less reprimanded at the health facility during childbirth.
Furthermore, participants received ART monthly from the MCH clinic
to prevent MTCT and for their our health. The majority of participants
gave birth at the health facility following MCH nurse advices, the need
to prevent MTCT of HIV and a perception of benefits for the mother
and the baby. This result is consistent to others studies that suggested
that the choice to give birth at the facility is related to potential health
benefits for the mother and the baby and the perception of good care
from the providers [37,38]. However, like in most Sub-Saharan Africa
countries [39,40], participants did not use a condom throughout the
pregnancy and did not disclose their HIV positive status to their
partners due to fear of stigma and discrimination. Moreover, some
participants followed social norms, such as consulting a church pastor
or a witchdoctor to treat the illness episodes during pregnancy. Similar
practice was also reported in the central region of Mozambique [41].
These practices seem to be influenced by social norms about how to act
and interact during pregnancy.

6.

Limitation

7.

This study is subject to methodological limitations. First, the reports
of ANC were retrospective, and problems of recall may have affected
consistency of women’s narratives in terms of practices engaged during
pregnancy. Second, the study did not access other HIV positive women
who probably did not attend CRC and therefore it was not possible do

8.
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